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Abstract 

Youth suicide and mental health is an important issue of global concern and one that requires 

timely and evidence-based interventions to prevent deaths and increase quality of life. Young 

people are described in the wider literature as reluctant to seek help and there is a lack of 

qualitative research examining why. This research examined mental health and help-seeking 

with young people aged 16-25 years (N=18) who were experienced service users and 

practitioners employed to provide mental health support (N=6). Data were analysed using 

Constructivist Grounded Theory methods by Charmaz (2014). The findings were presented in 

two parts; Part A has four categories from young people’s data and include: 1. “Young people’s 

lives”; 2. “Managing mental health problems”; 3. “The help”; and 4. “Impact and outcomes 

of their experiences”. Part B identified two categories from practitioners’ data: 1. “On being a 

helper” and 2. “Understanding of young people”. The key findings described young people’s 

contexts and their help-seeking journeys with regard to their cultural and historical context. 

Research insights contributed to theory development regarding help-seeking behaviour as well 

as a new conceptual model of youth help-seeking behaviour for mental health problems, which 

includes the embedded role of informal networks. Critical discussion into young people’s needs 

in mental health care was provided including developmentally appropriate approaches, up to 

the age of 25 years. This study concluded that current youth mental health care provision does 

not meet young people’s needs and that provision needs to be reformed in partnership with 

young people, and with consideration given to appropriate design and interagency 

collaboration. Reform can contribute to earlier and meaningful interventions, improved quality 

of life and the reduction of youth death by suicide. 
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1. Introduction 

1.1. Young people, suicide, and mental health  

Suicide is the third leading cause of death globally among people aged 15–29 years with 90 

percent of all youth suicide occurring within low to middle income countries (World Health 

Organisation, 2021b). In the United Kingdom (UK), suicide rates increased for all groups of 

young people in 2018 and across the UK and Ireland 759 young people took their own life 

(Samaritans, 2020). On the island of Ireland, people in the age range 15-24 years are at a high 

risk of suicide (ONS, 2019; Samaritans 2019) and in Northern Ireland, young men aged 25-29 

years of age have the highest suicide rate across the general population (Samaritans, 2020). 

Statistics from the Republic of Ireland are produced by the Central Statistics Office (CSO) and 

interpreting these numbers can be difficult as they are not always up to date, with the most 

recent years being provisional due to the impact of the COVID-19 pandemic (NOSP, 2021). 

However, between 2005 and 2020 trends in youth suicide rates (15-24 years) have generally 

decreased, from 16.1 to 7.8 per 100,000 (NOSP, 2021). When analysed for sex differences, 

suicide rates with young men have been halved, but are still nearly double that of young 

women. Rates of suicide in young woman have fluctuated throughout the last 15 years, with 

2018 rates as high as those in 2007 (NOSP, 2021). These statistics do not provide detailed 

demographic information and so it is important to consider that young people who identify as 

LGBTI+ have three times the attempted suicide rate as non-LGBTI+ youth, and that 21% of 

those surveyed in a national study had attempted suicide in the previous year (Higgins et al., 

2016). According to a recent report by TUSLA, the Irish government agency providing state 

care services, almost 25 per cent of young people in care, or who were known to child 

protection services, who died over the last decade, died as a result of suicide (TUSLA, 2020).  

It is worth noting that in 2012, Ireland had the third highest youth suicide rate in Europe and 

while improvements in rates are encouraging, the extent to which young people are affected by 

suicidal ideation are not well understood.  

The World Health Organisation (2021b) states that mental health problems are a primary 

determinant of suicide in youth and that these conditions are a leading cause of disability in 

young people. In high-income countries there is an established link between mental health 

problems and suicide (Bilsen, 2018; WHO, 2021b) and that unaddressed mental health 

problems can last into adulthood and result in a lower quality of life, stigma and educational 

difficulties (Pompili, 2003; WHO, 2021a). Accurate statistics regarding the prevalence of 
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mental health problems in youth is unknown with the WHO (2021a) estimating that 10-20 

percent of young people experience mental health conditions and that the majority of these are 

underdiagnosed and undertreated. In a study from America (N = 506,820), rates of major 

depressive episodes were shown to increase in adolescents aged 12 to 17 years by 52 percent 

from 2005 to 2017 and by 63 percent among young adults aged 18–25 from 2009 to 2017 

(Twenge et al. 2019). Suicide is considered a preventable death when timely and evidence-

based interventions are provided (O'Neill et al., 2012) and thus supporting young people to 

seek help when they are distressed is considered critical to suicide prevention. 

 

1.2. Young people and help-seeking  

There is an established consensus that young people are reluctant to seek help (Gulliver et al. 

2010). Research to date has focused on the factors that influence help-seeking, predominantly 

in the form of barriers or facilitators (Radez et al. 2021). It is estimated that half of all mental 

health disorders emerge between the years 14 to 24 and so understanding what facilitates young 

people to seek help for a mental health problem, and stay engaged in mental health care, is 

important in the design and provision of timely, evidence-based, and meaningful interventions 

that can contribute towards quality of life and suicide prevention (Bramesfeld et al., 2006; 

O’Neill et al., 2018; WHO, 2021b). Across countries, juristictions and communities, there are 

differing conceptualisations of mental health and approaches to mental health service provision 

(Gopalkrishnan, 2018). Culturally relevant approaches consider and acknowledge the research 

background, and the impact of family context, community traditions and values, and the wider 

environments and cultures of an individual or group of people (Gopalkrishnan, 2018). Research 

to date on this topic has produced excellent information on the breadth of the issue of youth 

help-seeking and there is a dearth of in-depth and culturally relevant research (Biddle et al., 

2007; Gulliver et al., 2010) especially on the island of Ireland. As such, culturally relevant 

research that communicates understanding about young people's needs, from within their 

unique environments, is necessary for the design and provision of appropriate mental health 

services that can provide meaningful interventions. 
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1.3. Key terms  

Three terms are repeated frequently throughout this research and will be further described with 

a full list of key terms is provided in Appendix 1. The first, “help-seeking”, does not have a 

unified definition (Clark et al. 2020) but can be described as an intentional and active action to 

solve a problem (Cornally & McCarthy, 2011) and an important coping-mechanism (Chan, 

2013), which has three main features: the recipient, the helper and the task or problem (Nadler, 

1987). In this research the term help-seeking is used to describe the behaviour of a young person 

when they seek external support to lower their mental health distress.  

The second term, “young people” has varying definitions. The WHO defines “young people” 

including adolescents and young adults aged 10-24 years of age (WHO, 2021) with 

“adolescence” being recognised as ending at nineteen and “young adulthood” beginning at 

around twenty (UNESCO, 2015). However, in developed countries, Arnett (2014) argues that 

following adolescence there is a distinct life-stage until late twenties called “emerging 

adulthood”, which can last until 29 years of age. A definite term does not currently exist for 

“young people” and how the concept of youth is defined and understood is continuously 

evolving and can be dependent on the economic conditions of a particular region (UNESCO, 

2010; Arnett, 2014). In this research the terms, “young people” or “youth” are used 

interchangeably to refer to individuals in the age range of 10 to 25 years approximately and 

includes findings from adolescence and emergent adulthood.  

The term “mental health problem” is used throughout this thesis to refer to the spectrum of 

personal distress and mental conditions that can affect an individual (Lynch et al. 2020). 

Finally, the terms “helper” and “practitioner” are used to refer to people in services who offer 

one-to-one therapeutic support for an individual’s mental health (Lynch et al. 2020). 

An additional term “LGBTI+” is used throughout this thesis and refers to individuals who 

identify as Lesbian, Gay, Bisexual, Transgender, Intersex, which is the most commonly used 

acronym throughout Ireland (Department of Children, Equality, Disability, Integration & 

Youth, (2021). 

 

1.4. Research questions, aim and objectives  

The research questions that guided this study were: 
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1. What are the key elements that determine whether young people will seek help or not 

for a mental health problem? 

2. How can mental health practitioners engage and facilitate young people in meeting their 

needs and accessing services? 

 

This research aimed to explore young people's (aged 16 - 25 years) experiences and 

perspectives on help-seeking for a mental health problem; both young people and practitioners’ 

perspectives. 

 

The research objectives were: 

1. To explore young people's experiences of and perspectives on help-seeking for a mental 

health problem.  

2. To explore practitioners’ perspectives of youth help-seeking. 

3. To identify key elements that facilitate help-seeking among young people.  

4. To explore how help-seeking experiences impact young people’s lives and their 

perspectives on future help-seeking. 

5. To provide recommendations on how to facilitate young people in seeking professional 

help for mental health concerns. 

 

1.5. Thesis overview  

This thesis provides the information for a qualitative study conducted with 18 young people 

and 6 practitioners to examine their experiences of help-seeking for a mental health problem 

and is presented over six chapters, the first being this introduction. 

 

The second chapter provides a primer to understanding the research context with the following 

chapter providing a literature review including an overview of the systematic search strategies 

employed to locate international literature on the topic. This third chapter provides the 

background on what research what is known about young people’s help-seeking behaviour for 

a mental health problem, and considers the personal factors, the environmental factors and the 

sources of help young people typically use. Some critical discussion is provided on the 

interaction between these factors. The chapter concludes with a discussion on the theoretical 



5 

framework for this study which explores a healthcare help-seeking model by Cornally & 

McCarthy (2011) and an interpersonal help-seeking model by Chan (2013). 

 

The fourth chapter, methodology, provides a transparent and thorough description of the 

research design of this study which included a constructivist grounded theory approach to data 

collection of semi-structured interviews. Participants comprised of young people (N=18) and 

practitioners (N=6) living in the Northwest of Ireland and were selected using purposive and 

snowball sampling techniques. NVIVO software was used to support coding and analysis of 

data was informed by a constructivist grounded theory approach from Charmaz (2014). The 

fifth chapter presents the findings from this data analysis over two parts. Part A explores the 

data from young people in four categories: 1. Young people’s lives, 2. Managing mental health 

problems, 3. The help and 4. Impact and outcomes. Part B provides the findings from 

practitioners in two categories: 1. On being a helper, and 2. Understanding of young people.  

 

The sixth chapter provides a critical discussion of the findings with regards to the wider 

literature across six sections. The first two sections discuss findings regarding young people’s 

lives and their actual experiences of seeking help. The next two sections consider the insight 

that findings can bring to help-seeking theory in relation to the strengths and limitations of the 

models used in the theoretical framework and theories of development. The fifth section 

proposes a youth specific conceptual model of help-seeking that acknowledges the important 

roles of informal networks, services and helpers in shaping young people’s pathways. The final 

section addresses an important objective of the research aim, which is to present the core needs 

in youth mental health care. The final chapter concludes this research with an overview of key 

findings, discussion on limitations and recommendations, dissemination and impact and a final 

summary of the research. 

 

1.6. Conclusion  

This research project was devised in response to the need to understand qualitatively how to 

support young people to seek help from mental health services, as this demographic have been 

found to be reluctant to seek help for mental health problems. The demographic of youth is a 

broad age-range and incorporates important developmental milestones and can be 

acknowledged as a distinct life stage. Early intervention in youth mental health is important for 
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improving quality of life and in reducing death by suicide. This research was informed by the 

need identified from the wider literature for culturally relevant and qualitative research that 

inquires about young people’s actual experiences of and perspectives on help-seeking for a 

mental health problem. This research also sought to understand how these experiences 

impacted young people’s mental health and future help-seeking for distress and importantly, 

identify the key elements that can facilitate help-seeking. The research study is presented over 

seven chapters and begins with a review and analysis of the extant literature on young people, 

help-seeking and mental health.  
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2. The Context of the Northwest of Ireland 

2.1. Introduction  

This chapter provides an overview of the historical, geographical, social, legislative, and 

service and features that are relevant in understanding the context of the Northwest of Ireland. 

The discussion includes analysis on how identity is shaped by living in between two 

jurisdictions and how different services in the Northwest approach youth mental health. 

Important topics such as the role of resources, consent, and the wider context of cultural shifts 

in attitudes to mental health are also discussed.  

 

2.2. Historical territories and modern divisions  

The Northwest of Ireland is located in the province of Ulster and to a lesser extent the province 

of Connaught. This region contains two distinct legal jurisdictions: 1. Northern Ireland which 

has six counties under a devolved government ‘the Northern Ireland Assembly’, a region in the 

United Kingdom (Hayward, 2017) and 2. three counties governed by the Republic of Ireland. 

This separation known as partition, a process which began in 1920, was part of the terms of 

agreement ratifying Irish independence in 1937, in which the United Kingdom would retain 

the six counties in Ulster (Hayward, 2017).  Partition is part of a wider historical story involving 

the Plantation of Ulster in the 17th century and the recent conflict known as “The Troubles” 

which began in the 1960s and ended with the Good Friday Agreement in 1998. This conflict 

involved a predominantly binary divide in attitudes, beliefs, and identity between those who 

wanted a united Ireland and those who remained loyal to the British crown, and included 

equally important factors connected to civil rights, religion, and social and economic 

opportunities (Hayward, 2017). The three counties that surround the six counties in the 

Republic are known as border counties and have experienced The Troubles to a lesser extent 

than those in the retained six. The term Northwest generally is not a political area but a loosely 

defined geographical region that in general includes counties Donegal, Leitrim and Sligo in the 

Republic and the western parts of Derry, Tyrone, and Fermanagh in Northern Ireland (Figure 

1).  
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Figure 1: The Northwest of Ireland 

 

 

 

 

 

 

 

 

 

The Northwest region has historically suffered economically because of its distance from 

Dublin, its proximity to The Troubles and the stigma associated with black market border 

activity and paramilitary activity (Hegarty, 2014; Hayward, 2017). Areas where communities 

speak Irish as their first language are called Gaeltachts and these areas in particular have 

experienced some of the most disadvantage nationally, due both to their exclusion of English 

language culture to ensure Irish language survival and the neglect of consecutive government 

policies throughout the 20th century (Donegal County Council, 2016). Emigration for economic 

and educational reasons, predominantly to Scotland and England, but also to Australia and 

America is also quite common for people in the Northwest. Within the wider geographical 

context, Donegal has a unique issue regarding transportation as the main infrastructure to 

Dublin goes through Northern Ireland (Donegal County Council, 2016). This includes the 

public transport system, and young people from refugee or migrant backgrounds can be 

affected disproportionately by this; in order to travel to Dublin for personal, educational, 

recreational, economic or visa related issues, they have to travel through Northern Ireland and 

technically require a UK travel visa (Department of Justice, 2021) or risk deportation if 

discovered travelling.  

Donegal is the largest county in Ulster and encompasses most of the Northwest region and 

during The Troubles, it was sometimes interpreted as a safe place to escape to during conflict. 

Inishowen 
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It is surrounded by the Atlantic Ocean on the west side and three counties on the east, connected 

only to the Republic of Ireland by a small border with Leitrim. Donegal is both ‘South’ 

(politically) and ‘North’ (geographically) and has an ancient connection with Scotland with 

both regions having strong linguistic, cultural, and economic connections, and sharing the 

unique Dalradian geological landscape (Prave, 2009). At the centre of Donegal is the economic 

centre of Letterkenny, and to the east of Donegal there are many Ulster Scots communities. 

Letterkenny was established during the plantations and is an important gateway town to the 

west Donegal and to the Gaeltachts, which extend to the southwest. Southeast Donegal has a 

small boundary with Leitrim and these southern areas of the Northwest are connected 

economically and culturally to the towns in Northern Ireland of Omagh, in Co. Tyrone and 

Enniskillen in Co. Fermanagh. Census records from Enniskillen show that approximately one 

third of people living there identify as Irish, another third as British and the final third as 

Northern Irish, demonstrating the different ways people self-identify in the Northwest (NISRA, 

2011). Northern county Sligo can be often considered part of the Northwest and the county 

town also called Sligo, also represents an important economic centre for the region.  

From a wider historical perspective, county boundaries and territories have changed over time 

and these older legacies can continue to impact how communities view themselves and why 

many people in the Northwest live in a cross-border manner (Border People, 2022). An 

example of this regards the region known as ‘Inishowen’, meaning ‘Island of Eoghan’, which 

is part of the Republic of Ireland and is the largest and most Northerly peninsula on the island 

(Lacey, 1983). This region was an island before land was reclaimed during the 16th century and 

contained the area surrounding the city of Derry/Londonderry (Lacey, 1983). As the Northwest 

border regions also represent some of the most economically disadvantaged or stigmatized 

areas (Hegarty, 2014; Donegal County Council, 2016; Hayward, 2017), communities and 

councils often share resources across jurisdictions, who often coordinate plans and meetings to 

manage border healthcare and economics which provides economic opportunities and 

challenges (Donegal County Council, 2016; Aleong et al. 2017; Border People, 2022). The 

lived reality for many families in the Northwest includes living, learning and working in a 

wider borderless and shared economic area, which has led to a complex and distinct border 

identity. 
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2.3. Identity in the Northwest  

The Northwest border region is an ‘in-between’ place, and communities manage two 

jurisdictions and currencies. Using a liminality framework, identity in the Northwest can be 

better understood. Although the concept first emerged from the work of Van Gennep (1909; 

1960), it was popularised by Turner (1967) to describe both the abstract and the physical, 

situations or objects, that can be characterised as ‘in between’, or in the process of transitioning 

across life-stage boundaries. The use and meaning of liminality frameworks are widely used 

across artistic and academic domains (Thomassen, 2009; Carson, 2014), including geography 

that contains differing legal jurisdictions (Fourny, 2013). Whilst liminality can be associated 

with instability, the Northwest is a region that has culturally adapted to living ‘in-between’ and 

accommodates dual jurisdictions, and to some extent, is an identity that holds expectations of 

daily instabilities. With many communities having adjusted to the longer-term nature of border 

living and lifestyles, this liminal-adapted identity is based on a familiar and knowable ‘in-

between’. Anxiety and fears about the future of the border and the possibility of another 

transition witnessed during the British government’s management and negotiation of the border 

issues under Brexit. These discussions triggered legitimate concerns about the peace 

established under the Good Friday Agreement (1998) being destabilised (Hayward, 2017) and 

fears of separation or a change to the current state of ‘in-betweenness’.  

Young people living in the Northwest can be described as managing a liminal life-stage, as 

young people are in significant transition through developmental milestones, on their journey 

to the status of adulthood (Arnett, 2011; Labelle, 2012). This framework of liminality is 

important when considering young people, particularly those who have arrived in the 

Northwest region as a result of displacement, such as those with refugee status or those in state 

care from other regions within island of Ireland. Young people who can have their own 

experiences of marginalization, intersectionality (Atewologun, 2018), and transition might be 

further impacted by living in liminal borderland. This perspective might also support insight 

into what way challenges can be different for young people in this region, specifically as mental 

health help-seeking is a highly stigmatised healthcare issue. It is important to further 

understand the context of mental health help-seeking and the types of services that are available 

on either side of the border. 
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2.4. Mental healthcare services in the Northwest  

There are three main formal systems in the Northwest from which a young person can avail of 

mental health support, including public services, private services, or charity-based services. In 

the Republic of Ireland, the public health care system is a single body run by the Health Service 

Executive (HSE) and was designed to meet the public’s health and social care needs (HSE, 

2022). This public system is funded by taxation and has early foundations in 1947 (Browne, 

2007) but formally began in the 1970s with the regional Health Boards which were replaced 

by the HSE in 2007. This system provides mental health services through many different and 

siloed services (Dopp & Lantz, 2021), including hospital, community, and regional facilities. 

For this research, the two most prominent and relevant services include: 1. Child and 

Adolescent Mental Health Service (CAMHS); and 2. Adult Mental Health Services (AMHS) 

which are accessed through a GP referral (HSE, 2022). The systems are free of charge to those 

with a government identification number (Personal Public Services number), but access to them 

is means tested, with higher earners having to pay a GP fee. The Northern Irish counterpart, 

The Northern Health and Social Care Trust (HSC), has similar underpinnings to the HSE, 

being established in 1948, undergoing significant reorganisation in the 1970s, and in the 

2000’s, which have contributed to its current incarnation today (HSC, 2022). The HSC 

provides a range of services, including CAMHS and community mental health teams for adults 

and for older people (HSC, 2022). The HSC is also funded publicly, and administrated by the 

Northern Ireland executive, but is considered as an overall part of the United Kingdom’s 

National Health Service (NHS). This service is free of charge to all those living in Northern 

Ireland with a government identification number (National Insurance number) and includes GP 

fees.  

Public services are notoriously difficult to access and involve referral process, primarily 

through a GP and usually placement on a waiting list, as services do not have capacity for 

demand, which is often attributed to government underfunding (Barnardos, 2017; Dopp & 

Lantz, 2021). If families can afford private healthcare, they can choose this route because of 

increased access, increased privacy from government systems or from dissatisfaction at public 

services and waiting lists. In early 2022, an independent inquiry into a CAMHS service within 

a region in the south of Ireland found that the provision was harmful and inadequate (Kelleher, 

2022). This provoked a call for an investigation into all CAMHS services, with the Taoiseach 

(Prime minister) Michael Martin calling the report a ‘damning indictment’ of mental health 

services in Ireland (Kelleher, 2022). On the border, system inadequacies or issues can also 
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result in individuals crossing jurisdictions to make use of the other side’s public or private 

services to get their needs met. 

The Mental Health Act (2001) legislates that people under 18 years of age in the Republic of 

Ireland cannot consent to nor refuse mental health treatment, this includes being assessed, 

diagnosed, and includes attendance at in-patient services (Oireachtas, 2022). As the lack of 

individual consent is highly problematic, the legislation is currently being debated in 

government, with the aim of introducing an amendment for those aged 16 and over to be legally 

allowed provide their own consent to attend or exit mental health care and to consent to the 

type of treatment they are prescribed or advised (Mental Health (Capacity to Consent to 

Treatment) Bill, 2021). This would bring legislation in line with Northern Ireland and the UK, 

which presumes that those over 16 years of age have sufficient capacity to decide and consent 

to their own medical treatment without their caregivers’ consent. In addition, Gillick 

competence (Griffith, 2016) is used under the NHS, which is a term used to guide professionals 

to assess if individuals under 16 years can demonstrate that they have sufficient “intelligence, 

competence and understanding” of what is involved in treatment (NHS, 2022). 

The HSE and HSC public systems were significantly influenced by the existing Victorian 

public mental health asylums that were established within the UK under the 1808 County 

Asylums Act (Stebbings, 2011). Both systems have evolved and have been revised over time, 

and the CAMHS model can be seen throughout other similar cultures, specifically other ex-

colonies or across the British Commonwealth, such as Canada, however each jurisdiction has 

cultural and regional differences, with some having already begun the reform process 

(Rickwood et al. 2019). The de-institutionalization movement, which promoted the move of 

mental health care to community settings, began across many countries in the 20th century and 

many asylums remained open until the early 2000s (Fotaki & Hyde, 2014). The asylum 

buildings are still prominent throughout the Northwest but have been repurposed for other 

health-based services or hotels (HSE, 2022).  

There has been a shift away from the fears and stigma of ‘lunacy’, and beliefs about and 

attitudes towards mental health have improved to some extent globally but have remained 

steady over the previous 40 years (MacKenzie et al. 2014; Dey et al. 2016). On the island of 

Ireland, the need to encourage help-seeking and de-stigmatize mental health has become a 

matter of urgency due to increasing suicide rates, in particular, youth suicide, which 

significantly rose between the years 2000 and 2014, spiking in the years directly proceeding 
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the global financial crash of 2011 (NOSP, 2021). There has been a concerted effort amongst 

wider media and healthcare to promote help-seeking and contribute towards the de-

stigmatization of mental health, to contribute to the normalization of talking about distress 

(HSC, 2022; HSE, 2022). Many factors can contribute to suicide and mental health, and can 

involve stigma, economics, and culture (WHO, 2022) but it is well established that the legacy 

of trauma from ‘The Troubles’ in Northern Ireland has significantly impacted post-conflict 

suicide rates (Tomlinson, 2012).  

Aside from the public system, there are community organizations which are comprised of 

charities or not for profit organizations (NFP’s) who provide access to free of charge and 

predominantly short-term counselling interventions (Pieta House, 2022; Jigsaw, 2022). These 

bodies are funded by different agencies including philanthropist organizations, government 

departments, private donors, or through fundraising. As an example, Pieta House, which is a 

community organization that provides national support with self-harm and suicide, are 80% 

funded by public donations (Pieta, 2022). Many of these community organizations provide 

direct and easier access than public services but can also be subject to issues associated with 

underfunding and under resourcing. Community organizations are essential healthcare 

providers and are often accessed through important gatekeepers from schools and youth work 

settings (Rickwood et al. 2005). 

 

2.5. School and youth work settings  

There are other types of mental health support that are not always readily acknowledged, and 

this relates to the provision of support through pastoral care in schools and through youth work 

(Gilchrist & Sullivan, 2006; Fox & Butler, 2007). Pastoral care is the provision of support to 

students while they are in the education system and pastoral care teams are generally comprised 

of a guidance counsellor and a home school liaison officer and  can involve other faculty 

members, such as principals and vice principals (Doyle et al. 2017; Fox & Butler, 2007). 

Pastoral care support focuses on student case management, ensuring referrals are made to the 

appropriate services, that families are supported, that students have access to on-site support 

through listening ear support and to support positive relationship with teachers and peers 

(Department of Education, 2021; Department of Education NI, 2021). As it is an educational 

setting, the ethos of pastoral care is usually guided around how to support young people to 

complete their education and ensuring child safeguarding Department of Education, 2021; 
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Department of Education NI, 2021). The key difference in services across jurisdictions is that 

pastoral care support and guidance counsellors are specifically provided and funded in each 

school across Northern Ireland and are not funded in the Republic of Ireland (Leahy et al., 

2017).  

Youth work is a profession that began in Victorian England with the aim of providing young 

people with opportunities for recreation, guidance, and support in safe environments (Harland 

et al., 2005; Jeffs, 2020). Modern day youth work is guided by an ethos of person-centered 

relationships and voluntary approaches, that provide recreational and social spaces with access 

to informal education and life skills and support wider inclusion of youth people in society 

(Höylä, 2012). Youth workers provide important mental health supports due to both their easily 

accessed position in the community and training in listening ear support and counselling skills.  

Youth work is not well funded in the Republic of Ireland and has a different professional status 

when compared to the UK and to other parts of Europe and is underfunded (Forde et al. 2017). 

Youth workers are similar to pastoral care workers in schools, in that they can advocate for 

young people and families as well as locate services. Pastoral care and youth work are services 

that are important in providing mental health support but are rarely acknowledged for these 

important contributions to young people’s well-being (Bernes et al., 2005; Höylä, 2012; 

Cooper, 2018). 

 

2.6. Conclusion  

Ulster has a unique story within the context of Irish history, and the Northwest region has 

distinct cultural, political and geographical features that contribute to a border identity. The 

Northwest of Ireland is one of the most economically disadvantaged areas in Ireland, with 

limited services, infrastructure as well as cross-border opportunities and challenges. This 

chapter has provided important information regarding the context of this study, specifically 

with regard to the wider historical, geographical, economical, legislative, and service factors 

that are present in the Northwest of Ireland. Acknowledging this context is important when 

researching how young people seek help for their mental health distress and for reviewing the 

wider literature base. 

 



15 

3. Literature Review 

3.1. Introduction 

This literature review collated and examined the available international evidence on young 

people’s help-seeking behaviour for a mental health problem. As this research aimed to explore 

young people's experiences and perspectives on help-seeking for a mental health problem, 

relevant literature was reviewed using a search strategy and the findings are presented under 

three separate sections: 1. personal factors influencing young people's help-seeking behaviour; 

2. the cultural factors that impact help-seeking behaviour and 3. the sources of help available 

to young people with a mental health problem.  

 

3.2. Search strategy 

A systematic search was performed, and research was retrieved from nine databases including 

Psychinfo, Medline, ASSIA, CINAHL, Web of Science, Scopus, SAGE, Science Direct and 

Google Scholar (McFadden et al. 2012; Best et al. 2014; McGinn et al. 2016; Campbell et al. 

2018). This procedure is provided in a PRISMA diagram (Figure 2).   

Figure 2: Prisma Diagram 

.  
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Analytical searches used Boolean logic to establish search parameters and this procedure was 

adapted to suit each database search. In databases without advanced search algorithms, the 

browsing method was used to conduct manual searches (Figure 3).  

Figure 3: Sample search strategies 

 

Selection criteria for this literature review included research published in an English language 

peer-reviewed journal between 1996 – 2021. This date was selected as it marks the beginning 

of the digital age which is important when exploring youth experiences (Cerf, 2009). Database 

searching initially took place in June 2016 and was updated in December 2018 and October 

2021. Studies were selected that contained direct research with young people but also included 

studies that provided important insights into young people, service utilisation, help-seeking and 

mental health problems. Database searching returned 2703 studies after removal of duplicates 

and screening of abstracts identified 357 relevant studies, 236 meeting selection criteria.  As 

qualitative healthcare data can be complex to assess this subjective process was further guided 

by an appraisal tool developed by Walsh & Downe (2006) which looks at essential criteria in 

eight areas for consideration: scope and purpose, design, sampling strategy, analysis, 

interpretation, reflexivity, ethical dimensions and relevance and transferability. All studies 

were read in-depth for relevant data and were guided by the boundaries set by the selection 

criteria. 
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3.3. Personal Factors influencing young people's help-seeking behaviour  

The section of the literature review examined research regarding the personal factors that can 

impact a young person's help-seeking behaviour for a mental health problem. The most 

frequently reported personal factors included: the role of mental health literacy, developmental 

needs, common self-management strategies used to cope with mental distress, attitudes, the 

impact of beliefs and previous experiences of help-seeking and the personal gains or losses 

related to mental health help-seeking.   

3.3.1. Young people's mental health literacy  

In a systematic review of youth mental health help-seeking literature by Radez et al. (2021), 

the theme of mental health literacy was described as the most common barrier or facilitator to 

help-seeking for mental health. Mental health literacy is an evolving concept derived from the 

field of health literacy (Kutcher, Wei & Coniglio, 2016) and involves having knowledge about 

mental health conditions and treatments, the ability to recognise, describe and manage mental 

health problems, as well as understanding how to help-seek to services (Rickwood et al. 2005; 

Rickwood et al. 2007). Young people as a demographic have been found to have lower levels 

of mental health literacy than other age demographics and this has been associated with lower 

levels of help-seeking (Rickwood et al. 2007; Dogra et al. 2012; Del Mauro & Williams 2013; 

Coles et al. 2016; Aluh et al. 2018; Byrow et al. 2020; Wang et al. 2020). Research with older 

adolescents has found that they have more sophisticated conceptualisations of mental health 

than younger adolescents (Georgakakou-Koutsonikou, 2017), which can be expected as they 

have had more opportunity and time than younger adolescents to learn about mental health. 

Research has found that lower levels of mental health literacy and lower levels of help-seeking 

were particularly associated with young people who had moderate to severe levels of 

depression (Rickwood et al. 2005), who hold refugee status (DeAnstiss & Ziaian, 2010) and 

who self-harm or experience suicidal ideation (Lam et al. 2014; Pumpa & Martin, 2015). In 

particular, much quantitative research has investigated the role of labelling and found that 

incorrect labelling or lower rates of recognition of mental health problems was associated with 

lower intentions of help-seeking (Burns & Rapee, 2006; Moses 2009; Yoshioka et al. 2014; 

Yamasaki et al. 2016; Radez et al. 2021). These findings imply that young people who do not 

understand, recognise correctly, or who experience confusion about mental health problems 

can find it more difficult to seek help for them.  
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Moderate levels of mental health literacy can be associated with help-seeking especially if a 

young person self-identifies as someone with a mental health problem (Oxele et al. 2020). 

When young people want to avoid mental health labels, they can avoid help-seeking completely 

(Kosyluk et al. 2020). Research has found that peer groups can normalise behaviours that 

parents or professionals would consider problematic and requiring intervention, such as 

substance use, eating problems, suicidal talk, depression, or anxiety (Draucker, 2005; Frojd et 

al. 2007; Mariu et al. 2011). Young people can view symptoms, behaviours and labels of mental 

health distress as stigmatised, normative, or as indicative of a mental health problem and this 

alongside mental health literacy can influence help-seeking. Research states that increasing 

young people’s ability to describe and label symptoms more effectively can facilitate help-

seeking and appropriate treatment choice (Wright et al. 2007; Wright et al. 2012). One study 

by Burns & Rapee (2006) found that when a young person does seek help for distress, the 

incorrect labelling of symptoms or the presentation of distress as acceptable, minimised, and 

normalised can result in inaccurate diagnoses.  

An important first step in the help-seeking process is an individual's assessment and evaluation 

of their psychological distress (Cornally & McCarthy, 2011). This requires a young person to 

have awareness of their internal psychological state, the ability to apply mental health 

knowledge and evaluation to oneself, and the skills to express this effectively to others, which 

is considered a difficult task for a young person (Rickwood et al. 2005). Further factors that 

were found to contribute to help-seeking was a belief that it is acceptable to discuss emotions, 

an understanding of when a problem needs professional help and how to take the appropriate 

action necessary (Rickwood et al. 2005; Gilchirst & Sullivan, 2006; Wright et al. 2007). Young 

people can delay seeking help until distress becomes severe and outside of independent 

capacity to manage (Biddle et al. 2004; Rothi & Leavey 2006; Quinn et al. 2009; Del Mauro 

& Williams, 2013 Martinez et al. 2020). However, research has found that severity is not 

always a predictor of help-seeking, especially with adolescents who self-harm (Pumpa & 

Martin, 2015). Other research indicated that young people might not evaluate their distress as 

severe enough to warrant professional intervention (Rickwood et al. 2005; Samoulihan & 

Seabi, 2010; Eisenberg et al. 2012). Young people can have high thresholds for tolerating 

distress, expect problems to be self-limiting or believe that psychological services should only 

be used as a last resort (Rickwood et al. 2005; Vanheusden et al. 2008; Eisenberg et al. 2012). 

Some research indicates that young people can view clinical services as reserved for those who 



19 

exhibit dangerous or unpredictable externalising behaviours (MacLean et al. 2013; Yap et al. 

2013a; Cheetham et al. 2019).  

Increasing mental health literacy through education programmes is considered an important 

preventative measure for mental health problems in many countries (Draucker, 2005; 

Vanheusden et al. 2008; Ronnzoni & Dogra 2011; Lam, 2014; Rowe et al. 2014; Berry et al. 

2020; Westberg et al. 2020). Two systematic reviews of randomized controlled trials by 

Klineberg et al. (2011) and Michelmore et al. (2012), which assessed the efficacy of school-

based intervention programmes, found that while these programmes can improve knowledge 

of the signs and risk factors for suicide and self-harm, as well as attitudes to help seeking, there 

was no effect on actual help-seeking behaviour. Kosyluk et al. (2017) also found that mental 

health education approaches in college students were successful in decreasing personal stigma 

and increasing help-seeking intentions to formal sources but not informal as they can still 

perceive that stigma exists externally.  

In summation, young people have lower levels of mental health literacy, and this factor is 

linked to lower rates of help-seeking (Radez et al. 2021). While knowledge of mental health 

can predict help-seeking behaviours other personal, cultural, and service factors have an 

equally important role in facilitating help-seeking (Klinberg et al. 2011; Michelmore et al. 

2012; Pearson & Hyde, 2021). 

3.3.2. Self-reliance and help-seeking behaviour  

A barrier to professional help-seeking that was frequently reported in international literature 

regards young people’s preference for self-reliance in resolving their mental health problems 

(Gonzalez et al. 2005; Raviv et al. 2009; Jackson Williams, 2014; Yoshioka et al. 2014; Radez 

et al. 2021). Self-reliance is a category associated with less help-seeking, and as an important 

developmental need in youth, needs to be understood in its contexts.  

The developmental task of self-reliance 

As a normal part of transitioning from a child into adult, adolescents learn to become more 

self-reliant and autonomous, viewing self-management as a skill that is necessary for adulthood 

(Michelmore et al. 2012; Wilson & Deane, 2012; Del Mauro & Williams, 2013; Pumpa & 

Martin, 2015). Self-reliance refers to an individual’s ability to resolve their own problems and 

manage general life stressors and is a character trait that is highly valued in many cultures 

(Bramesfield, 2006). Young people can internalise that self-reliance is important for managing 
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all personal problems and as self-reliance is conceptually antonymous to help-seeking, asking 

for help can cause them to feel devalued, dependent, and regressive (Wilson, Deane & 

Ciarrochi, 2005; Bramesfield, 2006; Boyd et al. 2007). Young people may not be aware that 

coping strategies are skills that can be learned and can often consider the ability to cope as a 

fixed indicator of personal strength or weakness (Rickwood et al. 2005; Lee, 2009; Yap et al. 

2013a).  

Biddle et al. (2007) suggests that not all episodes of personal distress result in crises, with short-

lived symptoms sometimes self-remitting and problems resolving themselves. Mental health 

problems can often be outside the limits of personal resources and can require professional 

assistance, but it can be appropriate for young people to attempt to solve their own problems 

first (Biddle et al. 2007). Some research suggests that young people have awareness of when 

to seek help, where to get it from and how they want to be helped for psychological distress 

(Charman et al. 2010). Young people can rely on personal resources and delay professional 

help-seeking until absolutely necessary, and this can be borne out of a need to control a personal 

problem before involving more complex systems that can result in feelings of exposure (Biddle 

et al. 2007; Burlaka et al. 2014). The many challenges of development can result in young 

people feeling self-conscious and hypervigilant and so they can require more sensitivity and 

privacy than older adults (Leavey et al. 2011; Best & Ban, 2021). Young people can be 

supported to seek help, if it is offered in a way that respects developmental needs and leverages 

self-reliance rather than viewing the latter as a barrier (DeAnstiss & Ziaian, 2010; Charman et 

al. 2010).  

Self-management strategies used to cope with mental health problems 

For personal problems, self-management methods are often the first and most widely used 

problem solving means that individuals use (Chan, 2013). Self-management in mental health 

refers to an individual’s ability to manage the symptoms, treatment, physical and psychosocial 

consequences of living with a mental health problem in order to provide a satisfactory quality 

of life and is linked with self-help, self-reliance, and family or community reliance (Omisakin 

& Ncama, 2011). Young people can rely on their own resources to manage their distress out of 

preference or due to the multifarious barriers around help-seeking (Wilson, Deane & Ciarrochi, 

2005; Coleman-Fountain et al. 2020). Young people can use their natural coping skills but 

some of these can be inadequate or exacerbate problems in the long term (Rickwood et al. 

2005; Rickwood et al. 2007).  
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Research with young people regarding the influence that self-help interventions have on help-

seeking is limited (Rickwood & Bradford, 2012). Some evidence suggests getting into a 

routine, self-help books, online support and physical activity are valued as helpful by young 

people (Jorm et al. 2008; Rickwood et al. 2007; Burlaka et al. 2014). One study has found that 

only a minority of young people rated self-help strategies as useful (Loureiro et al. 2013). Self-

management techniques can be difficult for young people to acquire without adult support and 

improving self-management strategies in young people is generally regarded as an important 

resource to be developed to maintain positive mental health and are often an integral part of 

many therapies (Rickwood et al. 2007; Omisakin & Ncama, 2011). Common coping strategies 

include external measures, such as self-medicating with substances or the use of internal 

strategies such as delaying, escaping, distracting and denial.  

Denial is a defence mechanism involving a disavowal or failure to consciously acknowledge 

thoughts, feelings, desires, or aspects of reality that would be painful or unacceptable (Colman, 

2015). As a coping strategy, denial in the long-term can become inadequate for managing 

distress and is cited as a barrier to young people help-seeking for a mental health problem 

(Vanheusden et al. 2008; Cranford et al 2009; Bilican, 2013; Cohen, 2013). Denial can also 

relieve ambivalence in young people who are unsure about whether to express their emotions 

or not but can significantly delay seeking support (Lee, 2009).  

Biddle et al. (2007) suggests that delaying and denying can also be considered as part of a cycle 

of avoidance. This avoidance can lead to the normalisation of mental distress and create higher 

distress thresholds resulting in difficulty for young people to determine what is 'real' distress 

and what is ‘normal’ distress, until they reach a crisis point (Biddle et al. 2007). Young people 

can avoid help-seeking and learn to accommodate distress rather than deal with the expected 

negative consequences or stigma that may result from help-seeking (Chan, 2013). Spence et al. 

(2016) found that avoidant strategies and self-stigma were higher in emerging adults who had 

experience with services which they argued was the result of stigmatising experiences with 

services, which was also found to have a negative effect on their identities and their choice of 

future help-seeking strategies.  

Self-medication with alcohol and other substances has been found to be a common strategy 

used by young people for coping with distress and was rated as helpful in providing temporary 

relief (Hickie et al. 2007; Cranford et al. 2009). One study found that distraction was rated 

more favourably over substance use (Loureiro et al. 2013). Research has reported links with 



22 

the use of self-medicating, specifically binge drinking, and generalised anxiety disorder 

(Cranford et al. 2009). Young men have been described as using denial and substance-use to 

cope with their mental health more than young women (Biddle et al., 2007; Vanheusden et al. 

2008; Cranford et al 2009; Lynch et al. 2018). Feeling disconnected from others, prioritising 

self-reliance, fear of stigma from others and a perception of low social support collectively 

appear to encourage young people to self-medicate with alcohol and other substances, in an 

attempt to resolve their problems (Jorm et al. 2006; Hickie et al. 2007; Burlaka et al. 2014). 

Overview 

The overreliance of coping strategies such as delaying, escaping, distracting and denial to 

alleviate personal problems can exhaust these self-management strategies and when they fail 

to work, some young people can turn to help-seeking (Biddle et al. 2007; Cornally & 

McCarthy, 2011). However, the preference for self-reliance over help-seeking can also be a 

result of a need to avoid stigma or the lack of services or the inability to identify a source of 

help (Freedenthal & Stiffman, 2007). Self-management strategies can be understood as both 

an antecedent to interpersonal help-seeking and as a source of self-help that is utilised when 

help-seeking to others has failed or has not produced the desired solution to the problem 

(Cornally & McCarthy, 2011; Chan, 2013). To protect self-esteem, young people can ensure 

they have exhausted self-management strategies first before seeking help externally and 

bringing their personal world into a public sphere (Biddle et al. 2007; Burlaka et al. 2014; 

Martinez et al. 2020; Westberg et al. 2020). Young people actively try to help themselves 

(Westberg et al. 2020) and it is often only when self-management strategies are ineffective that 

the process of turning to others for support begins (Cornally & McCarthy, 2011). 

3.3.3. The role of attitudes, beliefs, and previous experiences on youth help-seeking 

behaviour   

The role of attitudes and beliefs towards mental health services and professionals is one of the 

most frequently researched topics, cross-culturally, into young people’s help-seeking 

behaviours (Rickwood et al. 2005; Rickwood et al. 2007; Jorm et al. 2008; Dogra et al. 2012; 

Chen et al. 2014; Wang et al. 2020). Attitudes and beliefs were often described together in 

research, but they have clear distinctions; a belief is “any proposition that is accepted as true 

on the basis of inconclusive evidence” (Colman, 2015); and an attitude can be described as “a 

psychological tendency that is expressed by evaluating a particular entity with some degree of 

favor or disfavor” (Eagly & Chaiken, 1993, p. 1). Attitudes can stem from personal beliefs, 
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which can be formed through previous experiences (Rickwood et al. 2005; Georgakakou-

Koutsonikou, 2017; Andriessen et al. 2018) and this relationship is explored below.  

The role of attitudes in help-seeking 

Much research in youth help-seeking behaviour has focused on the role of attitudes towards 

mental health treatment, services and professionals as a primary determinant in predicting and 

understanding young people's behaviours (Gonzalez et al. 2005; Klineberg et al. 2011; 

Michelmore et al. 2012). In particular, an association has been found between negative 

attitudes towards help-seeking and lower intentions to seek help for mental health problems 

(Pheko et al. 2013; Pumpa & Martin, 2015; Maloney et al. 2020). As such, it is often 

recommended that improving young people’s beliefs about professional psychological help-

seeking is important for increasing positive attitudes and hence increasing mental health service 

utilisation (Nada-Raja et al. 2003; Rickwood et al 2005; Rughani et al. 2011; Zorilla et al. 

2019).  

Not all research findings support negative attitudes as a central determinant in youth 

professional help-seeking. Eisenberg et al. (2012) challenges the prevailing premise that 

attitudes are the central determinant of professional mental health help-seeking. Pearson & 

Hyde (2021) also agree that while negative attitudes have a role in professional help negation, 

they do not solely prevent or predict help-seeking. Research with college students with 

untreated depression, anxiety, or suicidal thoughts, found that while participants maintained 

positive beliefs about treatment, they did not seek help, instead citing personal evaluation of 

distress as not urgent or essential (Eisenberg et al. 2012; Freedenthal & Stiffman, 2007). Al-

Krenawi et al. (2009) also found that participants in their study, who held mental health 

services in high regard, had other reasons for not seeing a therapist suggesting that mental 

health help-seeking behaviour can be considered analogous to physical health help-seeking 

behaviour, in which unhealthy behaviours exist despite positive attitudes, beliefs and 

intentions (Al-Krenawi et al. 2009). A positive attitude towards mental health services is 

necessary but insufficient as a lone factor to determine help-seeking (Al-Krenawi et al. 2009).  

The wider survey research is lacking regarding insight into why young people hold negative 

attitudes about services and professionals. Help-seeking models indicate that attitudes are 

influenced by social norms and can serve to inform an individual about possible stigma 

regarding mental health, help-seeking, or the suitability of services and helpers (Chan et al. 

2013). This can help explain findings which demonstrated that negative attitudes in young 
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people did not appear to be generalised to others; young people expressed positive support for 

the help-seeking behaviour of others, to the extent that this would not change their opinion of 

the person but that they would not seek help for themselves (Vanheusden et al. 2008; Jorm et 

al. 2008, Del Mauro & Williams, 2013; Pederson & Paves 2014). Self-stigma might be an 

underlying factor in the formation of negative attitudes and explain why efforts to reduce public 

stigma has not always been effective in improving help-seeking behaviours (Eisenberg et al. 

2009; MacKenzie et al. 2014). Some research recommends focusing on the reduction of self-

stigma instead of general stigma when attempting to improve help-seeking attitudes in young 

people (Eisenberg et al. 2009; Raviv et al. 2009).  

Much of the attitudinal research to date on negative attitudes as barriers to help-seeking is 

conducted utilising vignette characters, which asks participants to comment on what another 

might do, and can cause other important underlying reasons for behaviour to be over-looked 

(Hughes & Huby, 2004). Eisenberg et al. (2012) argues that having an intention to seek help is 

not the same as actual help-seeking behaviour and so the association between intentions and 

attitudes cannot be extrapolated to mean that negative attitudes are a determinant of help-

seeking. Help-seeking can be better conceptualised as a dynamic process that involves attitudes 

among many other factors (Klineberg et al. 2011; Eisenberg et al. 2012). Findings that link 

negative attitudes directly to help negation can obscure the wider context in which the attitude 

is formed and the possible protective function or underlying beliefs of the attitude.  

The role of beliefs in help-seeking 

Beliefs about professionals, psychiatric treatments and the outcomes of therapeutic 

interventions are often reported alongside attitudes as influencing help negation (Rothi & 

Leavey, 2006; Gulliver et al. 2010). Findings report that some young people believe that help-

seeking to psychological services is unhelpful, troublesome, or dangerous (Draucker 2005; 

Rughani et al. 2011; Jackson Williams 2012). Young people have also scepticism regarding 

the effectiveness of treatments (Draucker, 2005; Jorm et al. 2008; Neilson et al. 2014) or that 

help-seeking has no personal benefits nor can help reduce mental health symptoms (Jorm et al. 

2008; Vanheusden et al. 2008).  

Young people appear to have more awareness of pharmacological treatments over other 

therapeutic interventions, however common findings report that the majority of young people 

believe anti-depressant medication to be undesirable or harmful (Draucker 2005; Eisenberg et 

al. 2007; Jorm et al. 2008; Hickie et al. 2007; Eisenberg et al. 2011; Yoshioko et al. 2014; 
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Goodwin et al. 2016). Research by Quinn et al. (2009) provides some further insight as they 

found that some university students viewed medication as a short-term solution while others 

perceived the side effects of long-term use as incompatible with successful studying. Draucker 

(2005) suggested that negative beliefs can be founded in professionals' poor rapport with 

adolescent clients and the inability of professionals to help them understand how medication is 

helpful. Goodwin et al. (2016) in a review found that there is a high stigma around medication 

and a general lack of confidence in professionals. 

Research would suggest that non-pharmacological therapeutic interventions, such as 

counselling, do not always emerge as more favourable. Michelmore et al (2012) found that 

many young people who self-harmed believed that professionals would force them to talk about 

personal problems, or that they could be admitted to hospital involuntarily or labelled crazy 

(Michelmore et al. 2012). One Canadian study has reported that young people experiencing 

suicidal ideation prefer psychotherapy over medication (Neilson et al. 2014) but large-scale 

surveys from Australia have found that counselling treatments, such as cognitive behavioural 

therapy, are not rated positively by young people (Jorm et al. 2008). Jorm et al. (2008) suggests 

that adolescents can be suspicious of any intervention which sounds clinical, believing such 

services to be linked with an image of severe mental illness, which they may not want to be 

associated with and connects with research about labelling (Kosyluk et al. 2020). Generic 

counsellors, who appear less clinical, can be perceived as more favourable than a specialist 

psychologist (Jorm et al., 2008). In some cases, young people’s negative beliefs and associated 

attitudes towards mental health professionals and help-seeking can be connected to previous 

negative experiences. 

The role of previous experiences of help-seeking  

When an individual is problem-solving for a mental health problem, the ability to draw on past 

personal experiences, strategies and expectations can be a helpful resource when making 

decisions regarding help-seeking (Rothi & Leavey, 2006; Chan, 2013). Much research has 

found that future intentions to seek-help and positive attitudes towards help-seeking can come 

from positive past experiences of help-seeking (Rickwood et al. 2005; Wilson & Deane 2012; 

Rowe et al. 2014; Ryan, Toumbourou & Jorm, 2014; Andriessen et al. 2018). Not all sources 

of help will respond in positive or helpful ways and young people often have previous 

experiences of not being helped (Gilchrist & Sullivan 2006; Charman et al. 2010; DeAnstiss & 

Ziaian 2010). Young people have reported experiencing poor-quality professional support, 
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either directly or vicariously (Gilchrist & Sullivan, 2006; Charman et al. 2010) and experiences 

of not being able to get access to support, being offered medication alone and breaches of trust 

(Quinn et al. 2009; Charman et al. 2010; Simmons et al. 2011). Findings from research with 

young people with refugee status report experiences as ranging from minimising to 

stigmatising which causes distrust in future professional help-seeking (DeAnstiss & Ziaian, 

2010; Byrow et al. 2020). Research by Neilson et al. (2014) into adolescents experiencing 

suicidal ideation, depression and anxiety reported variable previous help-seeking experiences 

involving inconsistent practices and outcomes for young people with a mental health problem. 

Studies with young people who self-harm have also shown that they often have a deep distrust 

of mental health services based on both personal and peer group experiences (Rowe et al. 2014; 

Michelmore et al. 2012).  

Overview 

Exploring how attitudes, beliefs and experiences interact to discourage young people from 

seeking help for a mental health problem is necessary to enhance understanding of why young 

people negate help. Bradford & Rickwood (2012) suggest that personal attitudes may only be 

adjusted after young people have experienced the help-seeking process positively and are able 

to determine that it assists them in overcoming other barriers and concerns. Help-seeking for a 

mental health problem is much more complex than having a negative attitude or belief and 

further understanding is needed of other factors such as the personal impact of help-seeking. 

3.3.4. The potential gains and losses that help-seeking can incur  

When seeking help for a mental health problem young people can weigh up the potential 

benefits and consequences that this process can incur, such as damage to self-image, public 

image, and negative changes to their social relationships (Rickwood et al. 2005; Chan, 2013). 

Help-seeking for a mental health concern can profoundly and negatively change the way a 

young person views themselves (Nam et al. 2013) and involves the ability to acknowledge 

distress and the need for external support, a self-admission that can result in damaged self-

esteem, negative self-labelling and feelings that include vulnerability, failure, weakness, and 

abnormality (Gilchrist & Sullivan 2006; Quinn et al. 2009; Cornally & McCarthy, 2011; 

Burlaka et al. 2014). This response is triggered from a perception that others in society can 

have stigma towards mental health problems and individuals with them (Del Mauro & 

Williams, 2013; Pederson & Paves, 2014).  
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Young people can consider seeking help for mental health problems as something that is 

reprehensible or that warrants punishment with research reporting young people describing 

fears regarding being exploited, stigmatised, or punished by others (Gilchrist & Sullivan 2006; 

Charman et al. 2010; Chen et al. 2014). This can be particularly pertinent for young people 

who self-harm due to increased stigma and the possible negative consequences of disclosure 

(Rowe et al. 2014). One study found that one-quarter of teenagers who were experiencing 

depression or suicidal ideation indicated they would keep depressed feelings to themselves 

(Wilson, Deane & Ciarrochi, 2005). Negative reactions from potential support sources can 

result in embarrassment, guilt, shame, anger, hopelessness, despair, factors that were found to 

further inhibit future help-seeking to any source of help (Gonzalez et al.2005; Freedenthal & 

Stiffman, 2007; Yap et al. 2013b; Pumpa & Martin, 2015). Research with university students 

showed that young people feared that disclosing personal problems could affect their future 

career prospects, especially if mental health disclosure were stored within their medical records 

(Quinn et al. 2009).These fears can be warranted as help-seeking does not always result in 

appropriate support or the resolution of a problem but can create extra problems for young 

people who still have their original problem but now have the negative effects of others’ 

reactions to manage (Ellis et al. 2010).  

Help-seeking undoubtedly has implications and whether a help-seeking episode will be 

negative or positive is not always pre-emptively knowable. This unpredictability can cause 

young people to make cautious decisions based on the information available to them, which 

includes the prevailing negative stereotypes, attitudes, and beliefs. Even after repeated failed 

attempts to solve a problem, if there is an expectation that help-seeking can incur further 

damage to self-image and public image, a young person can be motivated to continue 

concealing problems from others, preferring to use personal resources, and avoiding help-

seeking (Chan 2013; Biddle et al. 2007). Considering these findings, negating help can be 

viewed as an attempt to prevent further damage to self-image, often with the hope that if the 

young person can resolve the problem themselves without needing external assistance, they 

will be able to retain their sense of autonomy, project a public image of competency, label 

themselves more positively and repair their self-image (Chan, 2013; MacLean et al 2013; 

Pumpa & Martin, 2015).  
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3.3.5. Summary of personal factors  

This section has explored findings regarding the personal factors involved in young people's 

help-seeking behaviour for a mental health problem. Mental health literacy was found to play 

an important role in decisions to help-seeking but as part of a wider tapestry of factors including 

the developmental needs of emerging autonomy and self-reliance, as well as attitudes, beliefs, 

and previous experiences. While attitudes and beliefs are described as predictors for help-

seeking behaviour they can function as mediators between beliefs and behaviours and so need 

to be understood within the contexts of social, political, and cultural environments (Al-Krenawi 

et al. 2009). Previous experiences have not always been helpful for young people in the 

resolution of their personal problems and so young people rely on their personal resources, 

including self-management strategies. If a young person expects significant personal or public 

costs to occur as a result of help-seeking, they can conceal personal problems and attempt to 

resolve them independently, which can be viewed as a protective behaviour (Chan, 2013).  It 

is essential to explore all the factors in a young person's environment, structurally and 

culturally, that interact with personal factors to either encourage or help for their mental health 

problems. 

 

3.4. Environmental factors influencing young people's help-seeking behaviour 

This section of the literature review considers the factors within a young person’s environment 

that can impact the process of help-seeking. This section presents an examination of research 

on the role of stigma, culture and community values on young people help-seeking behaviours. 

This section also includes a discussion on the Irish cultural context and the impact of media 

representations on mental health and how demographic factors, such as socio-economic status, 

rural life and gender socialisation, affect young people’s help-seeking processes. Finally, an 

examination of trends over time is presented. 

 

3.4.1. The impact of stigma on young people's help-seeking behaviour 

Stigma is reported within many review articles as one of the most common barriers to help-

seeking for young people with a mental health problem (Rothi & Leavey, 2006; Gulliver et al., 

2010; Nam et al. 2010; Michelmore et al. 2012; Rowe et al. 2014; Goodwin et al. 2016; 

Mbuthia et al. 2018; Martinez et al. 2020; Radez et al. 2021). Stigma can be defined as “visible 
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or invisible social distinctions that disqualify individuals or social groups from full social 

acceptance” (Calhoun, 2002) and can be a mechanism to ensure individuals conform to 

culturally normative behaviour (Ellis et al. 2010). Young people worry about anticipated 

stigma, perceived stigma and personal stigma (Tharaldsen et al. 2017).  

For young people with a mental health problem, being stigmatised can result in others thinking 

negatively about them which can lead to damage to self-image and public image, deterioration 

of important relationships, negative labels or ostracization (Biddle et al. 2006; Fox & Butler, 

2007; Quinn et al. 2009; Ellis et al. 2010; Nam et al. 2010; Kranke et al. 2012; Bilican, 2013; 

Yap et al. 2013b; Pheko et al. 2013; Pumpa  & Martin, 2015). Cross-culturally, mental health 

has been associated with personal weakness and this stigma is threatening to young people 

(Tharaldsen et al. 2017; Cheetham et al. 2019; Tan et al. 2020). Self-stigma or personal stigma 

in mental health occurs when a person internalises society’s devaluation of people with mental 

health problems (Chan, 2013). The fear of social repercussions can create protective and self-

stigmatising attitudes that can encourage a young person to conceal distress or avoid the 

negative consequences of help-seeking (Chan, 2013; Pederson & Paves, 2014). Young people 

want to be socially included, often conforming to perceived norms, as losing social 

opportunities in adolescence can be devastating to a young person's personal and public image 

(Kranke et al. 2012; Tharaldsen et al. 2017).  

Stigma can be an important factor in why young people often report ambivalence when seeking 

help for a mental health problem. It has been suggested that ambivalence is caused by a 

personal, internal conflict about how to proceed with a problem due to an individual's 

expressive style conflicting with expected social norms (Lee, 2009; Samoulihan & Seabi, 

2010). Young people can worry about stigma beyond personal consequences and can fear 

bringing stigma to their family (Villatoroa et al. 2018). Young people who have parents with 

mental health problems can avoid help-seeking for their own distress due to stigma or fears of 

being taken from their parent’s care (Davies et al. 2021). Those with higher distress such as 

psychosis can have higher stigma concerns (Gronholm et al. 2017) or young people already 

experiencing stigma, such as those identifying as LGBTI+ (Byron, 2019).  

Many studies have evaluated anti-stigma education and produced variable findings. Shahwan 

et al. (2020) reports that anti-stigma interventions were associated with increased help-seeking 

in university students but that the effects decrease over time and require booster sessions. 

Kutchera et al. (2016) and Kosyluk et al. (2017) found that mental health education can be 
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successful in reducing self-stigma and for increasing intentions to seek help. However, Kosyluk 

et al. (2017) and Nearchou et al. (2018) also found that these intentions were to formal services, 

as perceived stigma remain and reduce informal help-seeking. Dardas et al. (2017) found the 

reverse, that lower stigma scores were associated with increased formal service help-seeking 

and higher stigma was associated with increased informal help-seeking. Fox & Butler (2007) 

found that even when young people report low self-stigma and do seek help, they fear the 

stigma of being seen going to a service. Much research that has shown that in contexts where 

stigma has been reduced, it does not always lead an increase in help-seeking behaviour (Al-

Krenawi et al. 2009; Masuda & Boone, 2011; Prior, 2012; Eisenberg et al. 2012; Bilican, 2013; 

Yap et al. 2013b, Del Mauro & Williams, 2012). Al-Krenawi et al. (2009) has suggested 

that other cultural and social aspects of a particular society can have stronger influences on 

help-seeking than stigma alone. 

Stigma is a complex topic and can greatly affect how communities, families and young people 

respond to mental health concerns. As a term, stigma has become ubiquitous in help-seeking 

research as a categorical factor for help-negation without deep inquiry into its role. A young 

person's experiences, expression and coping of mental distress is heavily influenced by their 

immediate community norms (Lee, 2009). Young people’s stigmatised attitudes and beliefs 

can increase and embed with age (Georgakakou-Koutsonikou. 2017). What is stigmatizing 

from within the sociocultural context of a young person’s community can vary in how this 

impacts a young person's decision to negate help (Al-Krenawi et al. 2009; Masuda et al. 2009).  

3.4.2. Help-seeking as a concept 

Velasco et al. (2020), in a systematic review of youth mental health help-seeking literature 

stated that there was not an agreed term or model used when conducting research on this topic. 

It is important to acknowledge that help-seeking for a mental health problem is regarded as a 

Western cultural concept and is not necessarily an established cultural practice in many socio-

cultural contexts (Masuda et al. 2009; Choi & Miller, 2014). Even within many Westernised 

cultures, the concept of help-seeking for mental health problems is recent and is not completely 

accepted, for example, in Australia rural attitudes towards mental health help-seeking tend to 

be more negative than those coming from urbanised environments (Boyd et al. 2007; Hernan 

et al. 2010). Masuda et al. (2009) suggest that to further understand mental health service use, 

it is crucial to consider emic points of interpretation, which explore the view and meaning put 

forth by members of that culture (Markee, 2013). Al-Krenawi et al. (2009) support this view 
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stating that it is imperative to explore how national cultural contexts and social environments 

impact an individual’s help-seeking process but also proposes an etic stance, stating it is 

possible that transnational research on this topic can lead to the extrapolation of new insights 

from one country that can assist in understanding another. 

Help-seeking from within Western culture 

Autonomous action fuelled by self-determination is a core value in contemporary Western 

societies (Bramesfield et al. 2006). Help-seeking falls into the category of an autonomous 

decision to solve a problem and is permitted within Western culture, however, the autonomous 

decision to seek help for a psychological problem that is associated with a personal weakness 

can also be regarded as a failure of autonomy. Mental health stigma can negatively affect a 

young person's social status and their perception of being a self-determining and contributing 

member to society (Bramesfield et al. 2006). This dominant value of autonomy combined with 

the stigma of having a mental health problem can support the belief that an individual should 

be able to solve their own problems by themselves, and on failure to do so, are not living up to 

their culture's standards (Bramesfield et al. 2006). Conceptually, the value of autonomy and 

the practice of help-seeking are in conflict; it is incongruent to be both self-reliant and require 

support from others for a mental health problem. Young people, under pressure in trying to 

resolve this incongruence, may experience ambivalence or decide to negate help (Lee, 2006). 

Nam et al. (2010) conducted a meta-analysis into the psychological factors impacting American 

college students' attitudes towards seeking professional psychological help and examined the 

differences across different ethnic backgrounds, finding that the lower self-disclosure is in an 

individual's culture, the more negative attitudes that exist towards mental health help-seeking. 

Nam et al. (2010) suggested that as a culture gradually assimilates or emulates Western culture, 

help-seeking values may become more acceptable. Masuda et al. (2009) found that American 

university students who were Asian-American or African American had fewer direct or indirect 

experiences of seeking professional help from services than White American 

students. Draucker (2005) conducted qualitative research with African American youth and 

found that seeking help from a mental health service was seen as a feature of White American 

culture. Young people in African American communities can prefer to deal with problems by 

speaking with a religious leader, using prayer, relying on extended family, informal networks, 

or community workers (Draucker, 2005). Engaging in another culture’s activities or adopting 

their values can compromise an individual's cultural identity and could be socially detrimental 
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if viewed in line with social identity theory (Turner & Tjafel, 2004). Kranke et al. (2011) found 

that African American youth conform to the values of their community as this is crucial for 

social inclusion, developing relationships, preserving social image, and ensuring a strong 

cultural identity, which can be a source of self-esteem and belonging, factors which can be 

more important than resolving a personal problem. 

Minority communities living in predominantly Western cultures can have distrust of mental 

health systems (Kranke et al. 2012). Mental health services and therapies developed in parallel 

with Western medicine and Masuda et al. (2009) states it is critical to consider how minority 

populations were treated within these systems historically. This underutilising and distrust of 

mental health services can also be the result of culturally inappropriate delivery factors or 

differing conceptualisations of mental health care (Draucker, 2005; Valibhoy et al. 2017). 

Kilian & Williamson (2018) found that Western conceptualisations of pathology results in 

Aboriginal young people receiving culturally inappropriate care, that there were no pathways 

of care developed to meet their needs. Barksdale & Molock (2009) propose that culturally 

specific models of help-seeking behaviours are crucial to help increase utilisation of 

professional mental health services. 

In refugee communities, informal networks remain the dominant source of help for young 

people, specifically friends, as young people who are refugees often have heightened distrust 

of professional services because of previous negative interactions from their refugee experience 

(DeAnstiss & Ziaian, 2010; Valibhoy et al. 2017b; Byrow et al. 2020). Ellis et al. (2010) found 

that sources of help for young people who are refugees, were often culturally segregated; help 

from one’s own culture came from religious or community sources or externally from 

professionals in Western mental health systems. Adolescents may not feel comfortable 

accessing help from either source and can conceal problems to avoid community talk and 

possible stigmatisation from either (Ellis et al. 2010).  

Research from Asia, Africa and Arabic cultures on youth help-seeking behaviour 

Research from Singapore, South Korea, Japan and China, report that there are strong societal 

and cultural norms against seeking professional help for a mental health problem outside of the 

family and that young people in general prefer self-reliance or informal networks (Chen et al. 

2014; Choi & Miller, 2014; Lee et al. 2009; Yoshioka et al. 2014; Martinez et al. 2020; Tan et 

al. 2020; Kim, 2021). These findings are similar with research from within Western cultures 

but have some differences on how stigma of mental health is expressed. Research by Kim 
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(2021) found that stigma is still of high concern for young people in South Korea and other 

research from Singapore reports that the expression of strong emotions in Asian cultures can 

be viewed as implying weakness, immaturity, and a lack of self-control on the individual, 

which is viewed as detrimental to society at large (Lee, 2009; Tan et al. 2020). Help-seeking 

can bring shame and embarrassment to the individual and their family (Nam et al. 2010; Berry 

et al. 2020). Research from Tawain reported that adolescents with suicidal ideation were more 

likely to seek mental health services and in Cambodia, symptom severity was described as a 

predictor of help-seeking (Khann et al. 2019). Adachi et al. (2020) found that stigma did not 

delay help-seeking in Japanese youth but was caused by the process of making the decision.  

Due in part to the impact of globalisation, Lee (2009) states that as certain Asian cultures are 

becoming more Westernised, individuals are conforming less to traditional cultural values. 

Young people were found to have compounded distress and ambivalence about help-seeking 

when managing two cultural values (Lee, 2009). Reframing counselling as a self-enhancement 

tool might lower public stigma and encourage help-seeking for young people who manage dual 

cultures (Choi & Miller, 2014). Lee (2009) found that adolescents who conformed to Asian 

norms by inhibiting emotions experienced less ambivalence and distress than those who were 

influenced by Western values of self-expression. The value of individualism and self-reliance 

can support values of not wanting to burden or negatively impact the wider cultural group (Choi 

& Miller, 2014). 

Al-Krenawi et al. (2009) highlights that in Arabic culture, it is preferable to deal with problems 

within family and community networks. A young person's problem is viewed as a family 

problem and so speaking about it outside of the family context can bring stigmatisation as well 

as shame and embarrassment. The concept of honour in Arab society is very important, and 

help-seeking to mental health services has stigma attached regardless of education and status 

(Al-Krenawi et al. 2009). In Tunisia, social support in preferred over formal (Fekih-Romdhane 

et al. 2020).  

Research has found that Palestinian and Israeli Arab respondents had higher levels of openness 

towards professional help-seeking than Kuwaiti and Egyptian counterparts (Al-Krenawi et al. 

2009) and in Galilee, Daeem et al. (2019) found that access barriers, not stigma, was a primary 

deterrent of help-seeking. Al-Krenawi et al. (2009) attributes this factor to be a result of 

Palestinian and Israeli Arab communities having had more immersion in mental services due 

to modernization and higher levels of intervention due to the ongoing political 
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conflict. Research from Jordan however has found that young people are not seeking help due 

to stigma (Rayan & Jaradat, 2016; Dardas et al. 2017). In India, research by Gaiha et al. (2020) 

found that young people living rurally have high stigma about mental health which can be 

rooted in beliefs that these problems are something that someone cannot recover from, that 

individuals with mental health problems were dangerous. This study also reported that different 

typical western psychiatric labels are not commonly used or understood. Similarly, Shinde et 

al. (2021) found that young people in rural India have distinct conceptualisations of mental 

health, use different language to describe and associate depressive tendencies with being 

female. Family were found to be the first source of support for distress, followed by a religious 

leader (Shinde et al. 2021).  

In South Africa, Samoulihan & Seabi (2010) report that young people prefer to seek help from 

indigenous healers and traditional approaches to treating mental health but are often described 

from a Western perspective as a barrier to professional Western healthcare systems.  Research 

from Nigeria, Nairobi and Botswana report similar findings, with young people and families 

concealing mental health problems when they expect or perceive stigma from others in their 

families or communities (Dogra et al. 2012; Pheko et al. 2013; Mbuthia et al. 2018). Much 

research from outside Western cultures reports similar problems with help-seeking regarding 

the social stigma of having a mental health problem. 

Overview 

Overall, international findings demonstrate that communities with collectivist orientations have 

the same underlying problem as individualistic cultures; valued social norms are incongruent 

with seeking psychological help (Pheko et al. 2013). Professional help-seeking can mean going 

outside community norms and Ellis et al. (2010) states that it is crucial to consider and assess 

how help-seeking can cause harm both socially and culturally for a young person. 

3.4.3. Community Mental Health Literacy and adolescent help-seeking behaviour 

Community mental health literacy refers to a community's knowledge and beliefs about mental 

health problems that aids their recognition, management, or prevention (Jorm et al. 

2000). Communities for young people extend beyond traditional geographical or cultural 

boundaries and include their school, peers, and wider media (Kranke et al. 2012). The 

interpersonal relationships within a community network support the initiation and maintenance 

of the use of mental health services and parents’ decisions to initiate help-seeking for their 
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child can be greatly influenced by community values (Lindsey & Kalafat, 1998; Ellis et al. 

2010; Medlow et al. 2010). 

Research to date has asserted that young people can be facilitated to seek help by increasing 

community health care promotion and knowledge of services (Jorm et al. 2008a; Jorm et al. 

2008b; Phillipson et al. 2009). Much research promotes the idea of increasing community 

capacity, with the logic that if mental health stigma in the community can be reduced then 

attitudinal and personal barriers can also be reduced, which will facilitate young people to seek 

help to services. However, many authors have argued that this process is futile unless there is 

adequate provision of youth mental health services (Wilson & Deane, 2001; Hernan et al. 2010; 

Phillipson et al. 2009; Kranke et al. 2012; Radez et al. 2021). Michelmore (2012), in a 

systematic review of randomized controlled trials, has suggested that a lack of available mental 

health services has been suggested as a reason why school-based suicide education programs 

did not increase help-seeking. 

As a result, some research suggests preparing adults within the wider community, who are seen 

as role models or leaders, as points of contact in which young people can seek help or can refer 

young people to professional services (Wilson & Deane, 2001). There is some evidence to 

show that there are opportunities for community capacity building through established 

community structures, such as sports coaches and youth workers (Mazzer & Rickwood, 2009; 

2011). Community workers often play a pivotal role in increasing families and peers’ capacity 

to assist young people to cope in times of distress, as their role in the community is often trusted 

already by adults, but their position is also detached enough to earn young people's trust 

(Gilchrist & Sullivan, 2006). Youth workers are by their profession skilled in working with 

adolescents regarding their specific needs and often encounter young people who are at high 

risk of mental health problems (Mazzer & Rickwood, 2009).  

Research suggests that it is important that mental health services build direct relationships with 

communities to build capacity and the trust needed to facilitate professional help-seeking, 

especially within minority populations living within Western cultures (DeAnstiss & Ziaian, 

2010). The role of a young person’s community cannot be underestimated and as Medlow et 

al. (2010) proposes, mental health problems are a community problem and therefore 

researchers and practitioners need to acknowledge that the solutions to them lie within 

communities. 
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3.4.4. The impact of media representations on adolescent help-seeking behaviour  

Western cultural beliefs around mental health are impacted by media representations of people 

with mental health problems (Goodwin et al. 2016). Research into this topic 

reported that most depictions of mental health in the media were misleading, negative, 

stereotyped and stigmatizing (Jorm, 2000; Coverdale et al. 2002). Films in particular have been 

shown to impact how adolescents view mental health services and care, particularly in 

perpetuating stigmatising beliefs (Goodwin et al. 2016). In particular, Butler & Hyler (2005) 

have discussed how Hollywood representations of distressing mental health problems are 

depicted as a normal part of adolescence and main characters do not seek treatment. Wahl 

(2003) reported that children learn about mental health from the media. Both images and 

references to mental illness are common in children's media often stereotyping individuals with 

mental health problems as violent, unattractive, and criminal and teach children to respond to 

mental illness in an avoidant or disparaging way (Wahl, 2003). In 2011, a review of newspaper 

coverage of mental illness suggests that the public gets the majority of its knowledge of mental 

health from news media and in general, from 1989 to 2009, the tone of reporting of mental 

health has become less negative, indicating a positive trend in stigma reduction (Wahl et al. 

2011). Research from Australia by Morgan & Jorm (2009) looking specifically into how the 

media impacts young people's help-seeking, found that participants recalled news stories about 

mental health that included themes of crime, mental health system failures or discussion of 

mental health by prominent individuals. Thompson et al. (2020), in a study of a social media 

campaign in America, found that this platform was useful for addressing mental health stigma 

and encouraging help-seeking but that this effect was limited to Caucasian participants. While 

there is no conclusive evidence that the media directly impacts young people's help-seeking 

behaviour, the media does affect beliefs and attitudes towards mental health in general, factors 

which have been shown to affect help-seeking behaviour (Morgan & Jorm, 2009; Wahl, 2003).  

3.4.5. The Irish cultural context on adolescent help-seeking behaviour  

Irish society can be described as Western, but like other nations in this category it is culturally 

distinct (Murray, 2006). One of the most important influences on modern Irish identity and 

culture was Roman Catholicism (Ó Féich & O’Connell, 2015). This religion became enmeshed 

with Irish nationalism in the late nineteenth creating Irish Catholicism, a differentiating identity 

in a country experiencing British Imperialism and influenced by English Protestantism (Inglis, 

2015; Ó Féich & O’Connell, 2015). While the influence of the Catholic Church on politics, 

governance, the media, the public sphere, and civil society in general has declined, its legacy, 
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handed down from family to family, still impacts Irish daily life, attitudes, beliefs, and culture, 

with the majority of the Irish population regarding themselves as belonging to an Irish Catholic 

heritage (Moore, Thornton & Hughes, 2017; Inglis, 2015; Ó Féich & O’Connell, 2015). The 

Catholic Church has played a major role in the provision of healthcare and education in Ireland, 

with 88 percent of schools in Ireland to date being under the patronage of Roman Catholicism 

(Department of Education, 2021). Personal and family problems were historically managed 

within the family, or if external help was needed, support via religious structures could be 

sought. 

Although these institutions are disused, in Ireland their physical presence remains, often being 

used for other governmental services. Ireland is a modern and developed post-colonial society 

that is undergoing a process of de-institutionalisation from the Catholic Church. Goodwin et 

al. (2016) suggests that the legacy of the asylums and older psychiatric systems in Western 

countries continues to impact stigma today. How families view authority, specifically 

government systems and their imperial or religious foundations, can impact young people’s 

attitudes, especially considering mental health help-seeking in previous times could result in 

institutionalisation (Murray et al. 2006; Masuda et al. 2009; Inglis, 2010). The concept of using 

mental health services is a recent idea in Irish culture and is still considered taboo (Lynch et al. 

2018). Older generations can still disapprove of emotional expression outside of the family and 

younger generation’s need for support can cause ambivalence around help-seeking (Lee, 

2009; Lynch et al. 2018). These cultural legacies impact young people’s beliefs, attitudes, and 

behaviour towards professional help-seeking. 

3.4.6. The impact of social economic status on adolescent help-seeking behaviour  

It is important to acknowledge that young people in general may experience marginalisation 

because of their age, and so other factors that can further impact marginalisation such as socio-

economic status (SES), rural factors or refugee status can compound help-seeking for a mental 

health problem (DeAnstiss & Ziaian, 2010; Burlaka et al. 2014; Byrow et al. 2020). According 

to Ferrin (2009), the SES of a young person's family can have a considerable effect on their 

mental health and their attitudes towards help-seeking. Social disadvantage can result in young 

people having more life stressors than those with a higher SES and research shows that a high 

proportion of young people with mental disorders have experienced social disadvantage and 

abuse from others (Charman et al. 2010). In a study from Turkey, it is reported that students 
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with the most severe levels of depression came from the lowest level income families (Bilican, 

2013). 

Personal stigma has also been found to be higher among young people from lower SES families 

and lower levels of attendance to primary care services for young people with depression has 

been linked to lower SES (Ferrin et al. 2009; Ibrahim et al. 2019; Leavey et al. 2020). A young 

person's problems can stem from their home life or family circumstances and as parents are 

often gatekeepers to young people accessing help, disclosing their family circumstances can 

have negative repercussions for young people experiencing abuse or neglect (Charman et al. 

2010).  

Klineberg et al. (2011) suggests that SES can impact mental health literacy, but SES is not 

always a predictor of help negation or mental health literacy. Having more evident life stressors 

can alert school personnel and other community members that a young person needs support 

and high levels of stress emanating from low SES factors, such as living in an overcrowded 

house or living with one parent, can increase the likelihood of service utilisation (Mariu et al. 

2011; Ryan, Toumbourou & Jorm, 2014). Leavey et al. (2020) suggests that social inequalities 

might be more impactful than the family environment in determining mental health problems, 

and that those most at risk of mental health may be least likely to seek it. 

3.4.7. The role of gender socialisation on youth help-seeking behaviour 

How young people are socialised in line with prevailing gender norms can have a significant 

impact on their propensity to seek help (Jorm et al. 2006; Vandheusden et al. 2008; 

Georgakakou-Koutsonikou, 2017; Çebi & Demir, 2020). Gender socialisation appears to 

negatively affect help-seeking behaviour in males more than females as studies have 

demonstrated that young men are less likely than females to seek help for a mental health 

problem (Biddle et al. 2004; Jorm et al. 2006; Rickwood et al. 2007; Vandheusden et al. 2008; 

Nam et al. 2010; Bradford & Rickwood, 2012; DeAnstiss & Ziaian, 2012; Coles et al. 2016; 

Çebi & Demir, 2020). It has been reported that young men may experience more pressure than 

young women to conceal mental health problems due to wider masculine ideals (Vanheusden 

et al. 2008; McClean et al. 2013; Jackson Williams, 2014; Lynch et al. 2018). Masculine ideals 

can cause the internalizing of the ideological position that men should always be tough, 

independent, competitive, in control and emotionally inexpressive and this can have 

detrimental effects on young men who need to seek help (Gonzalez et al. 2005; Vanheusden et 

al. 2008; Al-Krenawi et al. 2009; Nam et al. 2010). Leveraging masculinity and creating 
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positive meaning from help-seeking has been found to support help-seeking in young men 

(Lynch et al. 2018; Clark et al. 2020). 

Women, in general, are socialised to be more accepting of help and are often positioned as 

dependent or in need of assistance and so help-seeking might not damage female gender 

identity to the same extent (Gonzalez et al. 2005; Lynch et al. 2018). Young women may also 

reject help-seeking to appear self-reliant and competent in an attempt to unshackle themselves 

from the gender stereotypes that present them as reliant and dependent. These behaviours 

reflect how gender identity can be positioned within opposing group behaviour norms, 

specifically, women seek help and men do not; for a man to behave as a woman can undermine 

his self-image, group image and masculinity (Lynch et al. 2018).  

Findings about young men cannot be inversely extrapolated to imply young women find it 

easier to seek help for a mental health problem and young women’s perspectives in general are 

inadequately researched (Lynch et al. 2018). Research has found that young women have 

strong fears of social judgement and rejection (Del Mauro & Williams, 2013; Pederson & 

Paves, 2014; Gilchrist & Sullivan 2006). While research shows young women can hold more 

positive attitudes than young men and young men do have higher suicide rates, young women 

are less likely to seek help than older females and help-seeking within the youth demographic 

is low when compared with all other demographics (Nam et al. 2010) and so it is important to 

avoid simplifications of gender differences (Nearchou et al. 2018). 

3.4.8. How rural living affects adolescent help-seeking behaviour 

Young people living in rural communities face different challenges when help-seeking for a 

mental health problem compared to those in urban areas (Judd et al, 2006; Boyd et al. 2007). 

To date, the majority of research on rural youth stems from Australian studies which reports 

that rural adolescents tend to have more stoic attitudes than urban populations (Judd et al. 2006; 

Hernan et al. 2010; Rughani et al. 2011). However, there is a study from Nigeria that has found 

that urban children were less knowledgeable than rural children about mental health issues 

(Dogra et al. 2012). 

Adolescents in rural contexts are particularly affected by structural barriers to accessing care, 

meaning that if a young person can overcome personal barriers to help-seeking, it is unlikely 

that there will be available local support services (Hernan et al. 2010). A lack of services in 

rural areas can reinforce stoic attitudes and increase reliance on informal networks (Hernan et 
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al. 2010). Community and social networks in rural areas can benefit from mental health first 

aid training which could aid in stigma reduction and create potential beneficial partnerships 

between communities and mental health professionals (Hernan et al. 2010). Building 

community capacity can be beneficial in some communities and not in others as rural 

communities are not homogenous and vary in their unique cultures throughout different regions 

and countries. This type of intervention was found in an Irish study to discourage help-seeking 

in some communities due to confidentiality concerns (Lynch et al. 2018). Confidential outreach 

services can be an important solution in rural contexts (Hernan et al. 2010; Bilican, 2013). 

3.4.9. Help-seeking behaviour trends over time 

Help-seeking behaviours have fluctuated over time and are directly influenced by societal 

norms and cultural changes which have been impacted by public campaigns to address mental 

health stigma and improve attitudes and beliefs. In general, between 1992 and 2002, there was 

an increase in the amount of young people who described comfort when talking about mental 

health problems with adults other than their family members (Dey et al. 2016). On the contrary, 

one review study among American college students found attitudes towards mental health help-

seeking as becoming increasingly negative over the past 40 years and suggests that this 

indicates that stigma has not decreased but remained steady or worsened (MacKenzie et al. 

2014). Interpreting these findings in any definitive way is problematic and more evidence is 

needed. However, it is important to acknowledge when evaluating longitudinal findings that 

other factors such as trends in therapy options and the rise of pharmaceuticals have had an 

important impact on attitudes and beliefs (MacKenzie et al. 2014; Dey et al. 2016).   

Youth mental health help-seeking research can be approached from different help-seeking 

models (Pearson & Hyde, 2021) and research is not always clear regarding their theoretical 

underpinnings. Clark et al. (2020) in a review of the wider literature on youth help-seeking for 

mental health states there is a need to develop definitions, theoretical frameworks and employ 

higher methodological standards when researching help-seeking behaviour in young people. 

There are three consistent conclusions cross-culturally that can be stated regarding youth 

mental health trends over time; first, that mental health literacy has increased; second, that 

youth suicide has also increased and finally, that young people, specifically in Western 

societies, are experiencing higher levels of life stressors and psychological distress than before 

(MacKenzie et al. 2014; Dey et al. 2016). 
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3.4.10. Summary of environmental factors 

This section of the literature review has considered research that examines how different 

environmental factors influence young people's help-seeking behaviour. Stigma is undoubtedly 

one of the most important factors when examining young people's help-seeking behaviour but 

cannot be considered without examination of a young person's cultural influences. The fear of 

social exclusion and rejection by one's own culture or family for having a personal weakness 

appears more influential than a cultural value that permits or obstructs help-seeking. The Irish 

context has been shown to impact help-seeking values due to its unique cultural heritage and 

globally, research has demonstrated the impact of the media on stigma and cultural ideas about 

mental health. Demographic factors such as a lower SES or living in a rural environment can 

exacerbate a young person’s mental health but can also be a factor that supports help-seeking. 

Research from gender socialisation can help understand how young men and women are 

impacted differently by help-seeking but ultimately shows that young people regardless of this 

find help-seeking for a mental health problem difficult.  

 

3.5. Young people’s sources of help for a mental health problem  

This section of the literature review examined research regarding what sources of help young 

people look for when they are experiencing a mental health problem. The sequence of this 

section mirrors important points on a help-seeking pathway after self-management. This begins 

with a review of research on self-management, followed by an exploration of the role 

of informal social networks and formal and statutory services on young people’s help-seeking 

behaviour. After this, how community gatekeepers, schools and family doctors can support, or 

block help-seeking is presented, and this section concludes with a review of what young people 

have reported as needing from the helping relationship. 

 

3.5.1. The role of informal support in young people’s help-seeking pathways  

It is established within the international literature that young people initially prefer to help-seek 

to friends and families for a mental health problem (Tharaldsen et al. 2017; McNicholas et al. 

2018; Gebreegziabher et al. 2019; Singh et al. 2019; Fekih-Romdhane et al. 2020; Powell et al. 

2021). Friends and family can offer satisfactory support for their distress, such as listening, 

guidance and information (Draucker et al. 2005; Freedenthal and Stiffman, 2007; Bilican, 
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2013; Coleman-Fountain et al. 2020; Pearson & Hyde, 2020; Thai et al. 2020). As children 

grow up, general help-seeking for problem-solving to family and friends is a part of daily life 

and involves easily accessed help through ongoing, natural, and fluid interactions (Lindsay & 

Kalafat, 1998; Rickwood et al. 2005). Pearson & Hyde (2021) suggest that young people seek 

informal help due to low mental health literacy, but other research has shown that young people 

have fears about the unknown processes of help-seeking to a stranger in a service, and so prefer 

the familiarity and predictability of support within their trusted informal networks (Lindsey & 

Kalafat, 1998; Rickwood et al. 2005; Freedenthal & Stiffman, 2007; Coleman-Fountain et al. 

2020). Hernan et al. (2010) has argued that families and friends are essential helpers to rural 

young people who are unable to access professional services. Similarly, research shows that 

family and friends are essential for young people with refugee status or young people in 

minority communities with differing conceptualisations of mental health, living within a 

majority western culture (Freedenthal and Stiffman, 2007; De Anstiss & Ziaian, 2010; Ellis et 

al. 2010; Valibhoy et al. 2017). Young people in care systems can prefer informal sources of 

support because of previous experiences of stigmatisation, lack of understanding, lack of 

collaboration and confidentiality issues from professionals as well as service inaccessibility 

(Powell et al. 2021).When young people do decide to help-seek to a formal service, informal 

supports play a central role in providing resources and in assisting young people to attend and 

stay within services (Medlow et al. 2010; Valibhoy et al. 2017; Westberg et al. 2020; Eigenhuis 

et al. 2021).  

Research demonstrates that young people can need support outside of their social networks as 

their mental health problems were connected to their family or friends (Gilchrist & Sullivan, 

2006; Fox and Butler, 2007; Moen et al. 2019; Westberg et al. 2020). As the resources of close 

relationships are needed to access services, young people can avoid help-seeking if it means 

having to disclose reasons for help-seeking to those causing or contributing to mental health 

problems (Fox and Butler, 2007; Medlow et al. 2010). Young people also fear being othered 

or stigmatised by their families and friends who can be unsupportive of help-seeking (Quinn et 

al, 2009; Medlow et al. 2010; Schmeelk-cone et al. 2012; Yap et al. 2013). Fox & Butler (2007) 

found that young people were likely to seek professional help if they perceived they had ‘no 

one to talk to’ in their social network.  

Findings overwhelmingly report that young people regard their family and friends as playing a 

central role in their mental health and in professional help-seeking pathways (Burns & Rapee, 
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2006; Jorm et al. 2008; Bilican, 2013; Moen et al. 2019; Andriessen et al. 2018). Help-seeking 

to friends and family can be viewed as the first stage (Quinn et al. 2009; Hernan et al. 2010; 

Yamasaki et al. 2016) or are embedded throughout help in professional help-seeking pathways 

(Damian et al. 2018; Moen et al. 2019). Mariu et al. (2011) argues that not enough is understood 

about how the role of informal sources of help function in mental health help-seeking pathways. 

Moving beyond descriptors such as barrier or facilitator, Freedenthal and Stiffman (2007) 

argue that informal sources of help are a legitimate option of help.  

The role of friends  

Young people consistently report their preference for support as changing gradually from 

family to friends in adolescence (Rickwood et al. 2005; Burns & Rapee, 2006; Medlow et al. 

2010; Klineberg et al. 2011; Lubman et al. 2016; Yamasaki et al. 2016; Maiuolo et al. 2019). 

Friends are described as able to support age-related problems (Gilchrist & Sullivan, 2006; De 

Anstiss & Ziaian, 2010) and parents, due to intergenerational disconnect, were found to be less 

supportive or able to relate (Maiuolo et al. 2019). Friends can provide trust and understanding 

as well as support in learning to solve age-related problems away from adults who could react 

negatively, especially if concerns are related to taboo topics such as sex and drugs (Fox & 

Butler, 2007; Freedenthal & Stiffman, 2007). Friends can be proactive in initiating help-

seeking, locating, or signposting a peer to help, especially when suicidal (Rickwood et al. 2005; 

Schmeelk-cone et al. 2012). For young people who have experienced asylum seeking, research 

from America and Australia agree that peer groups are critical for both support with mental 

health problems and for connecting them with professional services (De Anstiss & Ziaian, 

2010; Ellis et al. 2010).  

Research has also found that young people can rate peers as untrustworthy, unreliable, lack 

understanding, empathy, or resources (Gilchrist & Sullivan, 2006; Fox and Butler, 2007; De 

Anstiss & Ziaian, 2010; Laureiro et al. 2013). Young people can avoid confiding in friends out 

of fear of ridicule, threats to self-esteem, confidentiality, or stigma (Gilchrist & Sullivan, 2006; 

Quinn et al. 2009; Yap et al. 2013). Rickwood et al. (2005) found that across the early to mid-

adolescent years girls were increasingly socialised to use friends as a source of help and 

gradually reduce dependence on their parents and boys were socialised to help-seek less from 

all informal sources (Rickwood et al. 2005). More recent research by Pearson & Hyde (2020) 

reaffirms this role of friends in relation to gender.  



44 

Befriending peers with similar psychological problems can enable or encourage 

destructive self-management behaviours and discourage professional help-seeking 

(Freedenthal & Stiffman, 2007; De Anstiss & Ziaian, 2010; Bilican, 2013; Eigenhuis et al. 

2021). Social rejection or abuse from friends and peers can significantly contribute to mental 

health problems (Draucker, 2005; Gilchrist & Sullivan, 2006; Fox & Butler, 2007; Quinn et al. 

2009). Young people who are suicidal can avoid informal help-seeking out of fear of 

stigmatisation and can be a reason why they seek formal support (Nguyen et al. 2021; Pan et 

al. 2021). 

The role of families  

Families can be a source of comfort and immediate support for young people’s emotional 

distress (Bilican, 2013; Coleman-Fontaine et al. 2020; Calear et al. 2021). Medlow et al. (2010) 

states that families offer “out of hours” support to young people during difficult periods. 

Research has also found that families often initiate help-seeking and provide important 

practical, logistical, and emotional resources to access care and overcome help-seeking 

obstacles (Draucker, 2005; Burns & Rapee, 2006; Medlow et al. 2010; Lubman et al. 2016; 

Persson et al. 2017; dos Santos Martin et al. 2018; Maiuolo et al. 2019; Coleman-Fontaine et 

al. 2020; Eigenhuis et al. 2021). Family members can notice young people’s difficulties first 

and suggest problem-solving strategies or facilitate earlier interventions in mental health care 

(Maiuolo et al. 2019; Moen et al. 2019).  

Much research implicates the quality of the caregiver-child relationship as important in 

mediating engagement and maintenance in mental health care (Draucker et al. 2005; Moen et 

al. 2018; Maiuolo et al. 2019). Young people can learn important help-seeking skills from 

caregivers when they are psychologically available and able to structure a young person’s 

decision making and support autonomy (Rickwood et al. 2005; Yap et al. 2013; Maiuolo et al. 

2019). Findings from a large-scale national survey in Norway (Moen et al. 2019) indicate that 

young people with high distress experience more conflict with caregivers and are less likely to 

seek help from those in their social network. Similar findings from Northern Ireland (Breslin 

et al. 2021) suggest that having a supportive family life was significantly related to fewer 

mental health problems and so young people were more likely to seek help from their families 

for emotional distress, who could then connect them with an appropriate service.  

Caregivers are not always approachable or equipped to deal with or recognise young people’s 

problems (Gilchrist & Sullivan, 2006; Lourerio et al. 2013; Wang et al. 2020; Eigenhuis et al. 
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2021). Not all families have the resources necessary, especially emotional ones to support help-

seeking (Damian et al. 2018). Due to expressional styles, communication issues or stereotyped 

expectations of development, caregivers can miss distress or underestimate their child’s 

problem (Gilchrist & Sullivan, 2006; Ellis et al., 2010; Lourerio et al. 2013; Damian et al. 

2018). Intergenerational differences regarding values, and behavioural norms can mean young 

people help-seek outside the family unit or not at all (Draucker, 2005; Fox & Butler, 2007; Yap 

et al. 2013b; Maiuolo et al. 2019). Parents can respond to mental health distress in the early 

stages with stigmatised attitudes regarding their child’s mental health which affects help-

seeking decisions (Villatoroa et al. 2018). Wang et al. (2020) found that suspicion of 

professionals can be encouraged in young people. Young people also fear disapproval, 

embarrassment, invalidation, or punishment for going outside their families (Yap et al. 2013b; 

Gilchrist & Sullivan, 2006; Fox & Butler, 2007; Valibhoy et al. 2017; Arora & Persaud, 2019; 

Wang et al. 2020).  

In many countries, young people under eighteen years of age, who are in a unique legal position 

of dependence on family can require consent to attend mental health services. When they do 

provide consent, caregivers, because of suspicion or concern, can become over-involved or 

exert pressure on their child into treatment and can interfere with the development of a trusting 

therapeutic rapport, and lead to earlier exits from health care and poorer outcomes (Gilchrist & 

Sullivan, 2006; Persson et al. 2017; Mahsoon et al. 2020). In-depth interviews by Draucker et 

al. (2005) with service users revealed that young people can hold back information, lie to 

therapists and parents, or pretend to be better in order stop attending a service. Under-

involvement, where parents were dismissive of healthcare, resulted in earlier exits from therapy 

or a lack of supervision over prescription medication (Draucker et al. 2005).  

Young people with asylum seeking experiences, and living in Western countries, reported that 

it is not always appropriate to talk to a parent about problems as discussing personal problems 

can disrupt the traditional family hierarchy and boundaries of the parent-child relationship 

(Ellis et al. 2010; DeAnstiss & Ziaian, 2010; Valibhoy et al. 2017). Not all young people view 

help-seeking outside of the family environment as appropriate (Valibhoy et al. 2017) and young 

people may not want to ask for help from parents who are recovering from traumatic 

experiences or who are too distressed to provide supportive or consistent parenting (Ellis et al. 

2010; DeAnstiss & Ziaian, 2010). These findings may be analogous to young people who have 

parents with their own mental health concerns, trauma, financial difficulties, and other life 
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adversities (Gilchrist & Sullivan, 2006; Damian et al. 2018). Not all young people have 

supportive family backgrounds (Medlow et al. 2010) and some young people may have neither 

practical nor emotional support from families due to the life circumstances that result in state 

care or experiences of homelessness outside of the families (Draucker et al. 2005; Damian et 

al. 2018). While research by Mariu et al. (2011) has found that coming from a family with high 

levels of economic stressors can increase the likelihood of service utilisation, Damian et al. 

(2018) discussed how families in their research accepted distress and normalised trauma which 

negatively impacted their ability to view psychological problems as addressable or preventable.  

Overview 

Informal sources of support can be difficult to research or evaluate as it involves exploring 

patterns of nuanced interactions that happen in varying domestic and social contexts over time 

(Lindsey & Kalafat, 1998). How friends and families respond will vary depending on rapport, 

mental health literacy and cultural factors. Social networks that are supportive and have 

knowledge of help-seeking will increase the likelihood of a young person seeking professional 

help and inversely, those without helpful informal supports may have delayed help-seeking or 

complete help-negation. Findings also suggest that informal support can be layered, being both 

helpful and unhelpful at different points within a single help-seeking episode. Help-seeking for 

mental health is a relational and socially embedded process (Planey et al. 2019; Çebi & Demir, 

2020) and MacDonald et al. (2018) states that families need to be included as pathway agents 

as their role is not always acknowledged. 

3.5.2. The role of formal services young people’s help-seeking pathways  

In Ireland and Northern Ireland, formal services are provided as part of the Healthcare Service 

Executive (HSE) and the National Healthcare System (NHS), where professionals are accessed 

through a referral system (HSE, 2021; NHS, 2021). The Child and Adolescents Mental Health 

Services (CAMHS) or Adult Mental Health Services (AMHS) provide access to doctors, 

psychologists, counsellors, and psychiatrists. Certain formal services can be accessed privately. 

This format of mental health care exists internationally in varying compositions and according 

to research are not readily utilised by young people (Rothi & Leavey, 2006; Rickwood et al. 

2007; Vanheusden et al. 2008; Raviv et al. 2009; Burlaka et al. 2014; MacKenzie et al. 2014; 

Samoulihan & Seabi, 2010).   
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Utilisation of formal services 

Clinicians, policy makers, and researchers have been concerned about low rates of mental 

health service use for nearly three decades (MacKenzie et al. 2014). Purcell et al. (2011) reports 

that in Australia, the rate of young people with a mental health problem that are not engaging 

with professional services may be as high as 75 percent. Zivin et al. (2009) found from 

quantitative data of American college students over two years that only 50 percent of 

participants with a mental health problem received formal treatment over this time frame. 

Similarly, Hernan et al. (2010) found that less than 50 percent of rural Australian 

adolescents reported that they would see a doctor or other healthcare professional if they had 

mental health concerns. Vanheusden et al. (2008) in Holland has found that only 28 percent of 

young adults aged 19–25 years would seek help with formal services. Young people who 

experience marginalisation may be even less likely to seek help and have low trust in services 

despite needing extra support due to experiences of complex trauma (Collins & Barker, 2009; 

Narendorf, 2017). Research has discussed the need for services to provide trauma informed 

care, open door policies and skilled workers to young people who have endured complex 

trauma such as homelessness (Crosby et al. 2018; Damian et al. 2018).  

Hodgekins et al. (2016) found that young people can experience long, varied, and complicated 

pathways to mental healthcare. While individual, social, and healthcare factors shaping 

pathways to care varied, systemic complexities were a common inhibitor (MacDonald et al. 

2018; 2020). Quinn et al. (2009) found that young people in third level education did not access 

mental health services as these were provided through a disability service and young people 

did not want to be labelled with having a disability or simply did not know they were entitled 

to use this service without a label of disability (Quinn et al. 2009). Young people can perceive 

formal services as being for severe mental health problems only, especially when they are 

clinical in nature (Hickie et al. 2007; Samoulihan & Seabi, 2010; Klineberg et al. 2011; 

McCann & Lubman 2012; Del Mauro & Williams, 2013).  

Discussion on service provision 

Understanding how service-related factors impact help-seeking behaviours requires examining 

research regarding service provision factors, such as organisational structures, personnel 

behaviour, and online support as well as physical and structural influences. It has been well 

evidenced that young people’s efforts to seek help are often thwarted by a lack of knowledge 

of and difficulty in accessing services (Rothi & Leavey, 2006; DeAnstiss & Ziaian, 2012; 
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Bilican, 2013; Rowe et al. 2014). Providing this information has been reported as an important 

facilitator to those seeking help, as young people without sufficient information cannot make 

informed decisions about their mental health care or understand what to expect. (Wilson, Deane 

& Ciarrochi, 2005; Fox & Butler, 2007; Quinn et al. 2009; Masuda & Boone, 2011; McCann 

& Lubman 2012; Williams, 2012).  

A recent review has acknowledged that issues related to service factors is a significant and 

common barrier or facilitator related to young people’s help-seeking behaviour (Radez et al. 

2021). Structural barriers including transportation, cost, and availability of services are 

important barriers for young people and often disproportionately affected those outside urban 

areas (Freedenthal & Stiffman, 2007; Michelmore et al. 2012). Mental health outreach work 

was described as an important solution to counteract some structural barriers (DeAnstiss & 

Ziaian, 2010; Masuda et al. 2009) especially in countries where there is an existing developed 

mental health service (Bilican, 2013). Access barriers are real for many young people (Stunden 

et al. 2020) with Brown et al. (2016) stating that these access barriers can be compounded for 

young people experiencing marginalisation including LGBTI+. 

 

The preference for the use of informal supports over formal supports has been found for both 

young people and caregivers (Jorm et al. 2008b). Professionals in formal services such as 

psychologists and psychiatrists rated informal sources of support the least helpful and so this 

disparity in beliefs between professionals and young people and their caregivers, combined 

with the low rates of mental health service utilisation, can indicate that formal services are 

failing to meet the needs of those who use them (Vanheusden et al. 2008; Purcell et al. 2011; 

Burlaka et al. 2014; Stafford et al. 2016). The design and structure of formal service pathways, 

where young people are dependent on assessment and referrals, often means that young people 

do not have much choice or autonomy in their mental health care (Purcell et al. 2011). Research 

calls for reform through co-design when creating youth mental health services, stating that 

clinical settings are uncomfortable and can be potentially retraumatising for young people who 

are managing trauma (Anderson et al. 2017; Davison et al. 2017; Hackett et al. 2018; Persson 

et al. 2018). Beyond the physical service environment, services as a whole, need to make young 

people feel valued and comfortable in order to foster the development of trusting relationships 

between adolescents and the whole agency (Medlow et al. 2010; Purcell et al. 2011). 

An important area of concern in service provision is the divide between child and adult services 

at the developmentally pressurised age of 18 years (Purcell et al. 2019). Youth is understood 
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as a life-stage extending to a minimum of 25 years of age (Arnett, 2014). Young people can be 

cut off from vital services at 18 years and be transferred to adult services that can result in 

young people moving into a service with stricter intake and diagnostic criteria and one that is 

not designed to meet developmental needs (Birleson & Vance, 2008; Purcell et al. 2011). If 

help-seeking was to be understood as a skill to be learned, more understanding and sensitivity 

could be brought to support young people with this task and aid this process rather than 

minimising age-related needs (Rickwood et al. 2005; Jorm et al. 2007). Youth mental health 

systems are constructed around legal criteria and adult models which do not reflect 

developmental or life stage needs, and thus require complete reform to ensure services for 

young people up to their mid-twenties (Purcell et al. 2011; MacDonald et al. 2018; Masillo et 

al. 2018; McGorry et al. 2019; Lynch et al. 2020). Burns & Birrell (2014) argue that there is 

no requirement for a new design and refer to the Headspace model that was developed in 

Australia as being an example of successful youth mental health services (Rickwood et al. 

2019). 

Formal service capacity in Ireland  

An independent report of the Child and Adolescent Mental Health Services (CAMHS) 

conducted by Barnardos (2017) has found that youth mental health resources in Ireland are 

overstretched and under resourced, with the number of young people on waiting lists being 

particularly high. From February 2016 to 2017 there was a 44 percent increase in young people 

on a waiting list for their first mental assessment with almost 60 percent waiting for over a 

year, and 26 percent waiting for more than two years for an initial appointment (Barnardos 

Waiting List Survey, 2017). This report also uncovered regional variation in service provision 

nationally that CAMHS service provision is inconsistent and geographically discriminatory; 

the quality of care received or length of time on a waiting list may depend on where a young 

person lives. Research has demonstrated that being placed on a waiting list results in delays in 

treatment, exacerbation of symptoms, negative experiences, distrust of mental health care 

professionals and a decreased likelihood of future help-seeking (Michelmore et al. 2012). A 

study by McNicholas et al. (2018) on young people with eating disorders in Ireland found that 

young people, their caregivers, and professionals report a lack of support for families, a lack 

of standardisation treatment protocol and that many policies are not being brought into practice. 

Formal services in Ireland are not in a position to respond in a timely and sufficient manner to 

young people’s mental health needs.  
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In Ireland, a similar model to Headspace called Jigsaw, has been developed and their statistics 

show increased youth engagement and improvement in mental health problems. However, their 

evaluations are not conducted independently or externally, and sites vary in delivery with some 

funded and coordinated by the HSE, and so evaluations should be read with caution (HSE, 

2021). Importantly in Jigsaw, young people can self-refer in and are not reliant on their family 

doctor but are subject to service criteria for access. Another research study from Ireland looked 

at the role of an integrated counselling service within an existing youth service and found it 

removed many formal barriers and has been received positively by young people (Lalor et al. 

2006). 

The role of the internet  

Young people spend a significant amount of their time on the internet and can be described as 

digital natives, having grown up in the era of the internet (Burn et al. 2010). The concept of e-

help, or online help, has garnered attention over the previous decade as a means for providing 

earlier intervention, facilitating help-seeking, and providing important information to young 

people about mental health problems (Burn et al. 2010; Birnbaum et al. 2015). Research 

suggests that providing services online has the potential to overcome some of the barriers that 

inhibit help-seeking such as structural barriers, stigma, lack of confidentiality (Hernan et al. 

2010; Frost et al. 2015). In a systematic review of research regarding services online Kauer et 

al. (2014) found a lack of evaluation and evidence that online support can increase help-seeking 

behaviours. Since this review, some evaluations have shown to be promising (Alvarez-Jimenez 

et al. 2020) and Chan et al. (2016) proposes that for e-help to be successful it needs to create 

virtual clinics offering tailored information, self-help programs, access to professional support, 

confidential screening and feedback, peer support tools and private support after hours.  

E-help can potentially provide support to young people when they are in crisis and when 

support services are not open (Burn et al. 2010). This immediacy of the online environment 

can actually cause further problems and create a dependency to go online to solve a problem, 

as well as changing a young people's expectations about the time it takes to resolve a problem 

(Burn et al. 2010). Late night internet use can negatively affect physiological health, current 

mental health problems and quality of online support, and it can also be argued that online 

support provides an outlet for stigma through access to anonymous discussion online (Burn et 

al. 2010). Research has also shown that connecting with others with similar issues can reduce 

the isolation caused by mental health (Frost et al. 2015) but can also perpetuate behaviours 
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such as self-harm further when young people are engaged in a community that supports and 

encourages it (Rowe et al. 2014). There are deeper issues with experiences of online help that 

can result in young people experiencing confidentiality breaches and negative experiences with 

others through access to unregulated and often unsafe online environments (Charman et al. 

2010). Frost et al. (2015) states that services can be more effective when they include contact 

with professionals and peers in safe and moderated online spaces.  

Despite these limitations the internet can play an important role in information dissemination, 

specifically in supplying accurate mental health information to rural young people (Hernan et 

al. 2010). Some authors consider the opportunity for e-health in monitoring young people for 

relapse and providing earlier opportunity for intervention, which could address funding issues 

in offline services (Cotter & Bucci, 2020). Wong et al. (2021) found that young people who 

seek help online were more likely to have poorer mental health, higher suicidality and spend a 

lot of time online for non-work-related purposes. Rickwood et al. (2016) and Oh et al. (2008) 

argue that online help can reach these groups of people who may wait longer than others before 

seeking help in person. Bradford & Rickwood (2012) suggest that simply providing alternative 

help through the internet will not decrease the likelihood of young people facing barriers that 

they would experience in real life. The digital divide has been described as the lack of access 

to the internet, and associated exclusion from services due to SES and structural inequalities 

(Chen & Zhu, 2016). Orlowski et al. (2018) states that technologies need to be developed for 

all young people and inclusive of young people with disability and social disadvantage.  

Research suggests that the internet might only be of assistance to young people once they have 

had positive experiences of help-seeking in real life as online options of support cannot fully 

address the core issues that young people face in real-life (Bradford & Rickwood, 2012). Many 

studies found that many young people prefer face-to-face support when dealing with their 

mental health problems (Oh et al. 2008; Burns & Rapee, 2006; Bradford & Rickwood, 2012) 

and online help can be depersonalised and remove some of the important aspects of meaningful 

care (Burns & Rapee, 2006). Stretton et al. (2018) states that online help-seeking can be a ‘foot 

in the door’ approach for young people to become more comfortable with the idea of formal 

help-seeking. Some research suggests that young people do view the internet as helpful for 

accurate information or as an alternative or complimentary support from face-to-face support 

(Oh et al. 2008) but a review by Xu et al. (2017) reaffirms that online support is not as effective 

as face-to-face. Wong et al. (2021) suggests that a combination of online and offline is 

important as a dual opportunity to engage young people but not to replace traditional face-to-
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face support. Pretorius et al. (2019) suggests considering online support as adjunct to offline 

help-seeking and that there is a need to develop understanding of online help-seeking and 

devise specific models. 

Preferred environment for receiving mental health care 

The recommendations from international literature on how to provide mental health care for 

young people agree that mental health services need to be 'youth friendly' in all aspects of 

service provision ensuring the genuine participation of young people in the delivery, 

development, evaluation and implementation of mental health services in accessible, non-

clinical, and welcoming settings (Wilson, Deane & Ciarrochi, 2005; Rickwood et al. 

2007;  DeAnstiss & Ziaian, 2010; Simmons et al. 2013; Leavey et al. 2011; McGorry et al. 

2019; Westberg et al. 2020).  

Research has found that it is crucial that mental health professionals providing support and 

other service staff are suitably trained to relate and respond to the social, cultural and practical 

needs of young people (Wilson, Deane & Ciarrochi, 2005; DeAnstiss & Ziaian, 2010; Medlow 

et al. 2010). Young people's experience of being welcomed by all staff in a professional service 

was found to be a determining factor in the continuation of their attendance with that service 

(Medlow et al. 2010). Services that promote themselves as safe and confidential environments 

where young people can seek credible and reliable support removed from their immediate 

environment, can be more successful in engaging young people and providing meaningful care 

and interventions (Gilchrist & Sullivan, 2006; Medlow et al. 2010). 

If a young person can overcome personal and social factors that can prevent help-seeking they 

can be negatively impacted by unsuitable, under resourced or inaccessible services. Westberg 

et al. (2020) states young people’s attempts at help-seeking can be missed due to difficulty in 

accessing services especially when systems are siloed. The role of community services, such 

as social work and youth work, has been highlighted as potential services that can offer 

supportive roles for statutory services (Lindsey & Kalafat, 1998; Gilchrist & Sullivan, 2006). 

These services can provide consultation on appropriate ways to engage and work with young 

people and also have the potential to provide young people with easily accessed and flexible 

support in a non-stigmatised community setting that bridges the gap between young people and 

statutory services (Lindsey & Kalafat, 1998; Gilchrist & Sullivan, 2006; Boyd et al. 2007; 

DeAnstiss & Ziaian, 2010; Salaheddin & Mason, 2016; Westberg et al. 2020). Young people's 

preference in service provision will vary depending on context, cultural, environmental, and 
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personal factors (Boyd et al. 2007), but young people place value on having a choice in 

healthcare and can engage meaningfully when services are appropriate for young people and 

the benefits outweigh the risk (Lindsey & Kalafat, 1998; Wilson & Deane, 2001; Draucker, 

2005; DeAnstiss & Ziaian, 2010).  

3.5.3. The impact of gatekeepers in young people's help-seeking process  

Mental health gatekeepers can be described as people in the community who are in a position 

to assist distressed individuals to access appropriate professional support services and for 

young people include parents, GPs, youth workers, teachers, social workers, religious leaders, 

or community leaders (Rickwood et al. 2007). The most common gatekeepers with whom 

young people have reported feeling comfortable and engaged with are often adults in semi-

formal mental health professions, which can be described as service providers and 

professionals that do not have a specified role in delivery of mental health care but who 

encounter or provide support with those who need mental health care (Rickwood et al. 2005; 

Rickwood et al. 2012). These gatekeepers, typically youth workers and social workers, school 

nurses and youth counsellors, often have a decisive role in earlier interventions and 

encouraging the use of specialised services (Rickwood et al. 2005; Rickwood et al. 2012). 

Cheng (2009) found that adolescents were likely to seek help from social workers for an 

anxiety, mood, or attention-deficit/disruptive behaviour disorder or when they were involved 

with the justice system. Similarly, youth workers have been identified as key community 

gatekeepers for young people, specifically for young people who experience marginalisation 

(Rickwood et al. 2005; Mazzer & Rickwood, 2009). Youth workers are described as having 

the capacity to provide support to young people with personal, familial, and situational 

problems (Mazzer & Rickwood, 2009). Young people experiencing homelessness can have 

difficult pathways to care (Lee et al. 2021) and so trust referrals from a youth worker that they 

have a trusting rapport with (Rickwood et al. 2005; Collins & Barker, 2014). One study by 

Mazzer & Rickwood (2009) found that youth workers do not always rate formal mental health 

services favourably and were reluctant to refer young people with distress to professional 

mental health service instead preferring to refer within the community agencies they worked 

in or a GP. 

Schools and universities are described as being in an excellent position to assist parents and 

young people in getting access to professional services (Bramesfield et al. 2006; Quinn et al. 

2009). In education settings, gatekeepers were found to be beneficial to students in assisting 
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them in choosing the appropriate service they require (Quinn et al. 2009; Gronholm et al. 2015). 

Findings from research with secondary students reported only accessing a school counsellor 

because the counsellor had approached them first (Boyd et al. 2007). Bramesfield et al. (2006) 

suggests that as young people were not always aware that they were experiencing a mental 

health problem the assigning of key workers in schools who can act as gatekeepers can help 

identify those who need help. Gatekeepers can be important in education settings for engaging 

distressed young people who may not be able to identify or know how to deal with their own 

problems (Quinn et al. 2009). 

It is important to note that all individual’s acting as gatekeepers do not perform or relate well 

with young people and can have a negative impact on mental health help-seeking pathways 

(Rickwood et al. 2005). The most common gatekeepers are parents and school personnel and 

while they can consider themselves approachable, young people often report that parents and 

teachers are often a source of fear or anxiety (Gilchrist & Sullivan, 2006). If a young person 

feels that they can only access help through a gatekeeper that they do not have a good rapport 

with, they can often negate help (Charman et al. 2010). Young people under eighteen usually 

have little autonomy when accessing professional mental health services and so the family can 

become the most powerful gateway provider (Ellis et al. 2010). In these circumstances, young 

people may not be able to access any help or alternatively can access help under coercion 

(Draucker, 2005).  

Gatekeepers can be a roadblock on the path to help-seeking or a helpful support depending on 

the relationship with the young person. Barriers associated with gatekeepers may be a result of 

the gatekeeper’s individual knowledge and skill set and research suggests that gatekeepers are 

not always prepared for such a role (Rickwood et al. 2005; Gilchrist & Sullivan, 2006) 

Professional gatekeepers, appropriate training, assessment, and referral practices need to be 

ensured to effectively support young people in help-seeking for their mental health concerns 

(Rickwood et al. 2005; Xu et al. 2017). 

3.5.4. The role of the family doctor in young people's help-seeking pathways  

The family doctor (GP) is the most widely acknowledged health care professional who provides 

formal mental health support (Zwannswijk et al. 2007). Accessing formal mental health 

services within the Irish and UK healthcare systems depends on a referral, and the GP is the 

most common starting point on this pathway (HSE, 2021; NHS, 2021). As the GP is both a 
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gatekeeper and a formal healthcare provider, their role is discussed separately from that of 

professionals and gatekeepers.  

Much research reports that young people do not seek help to GPs because they do not perceive 

them to be an appropriate source of help for psychological health concerns nor do they have 

positive attitudes towards them (Biddle et al. 2004, Biddle et al. 2006, Burns & Rapee, 2006, 

Jorm et al. 2007, Boyd et al. 2007; Ferrin et al. 2009; Charman et al. 2010; Mariu et al. 2011; 

Lynch et al. 2018). Biddle et al. (2006) and Leavey et al. (2011) found that young people in 

England do not consider GPs as appropriate professionals for dealing with mental health 

problems, perceiving them as unqualified and lacking sufficient knowledge and training to 

respond to patients with mental health concerns. Young people can generally reject GPs as a 

possible source of help, even where there were no alternative help sources, with most being 

sceptical about whether a GP could help at all, other than prescribing unwanted medication 

(Biddle et al. 2006; Quinn et al. 2009; Lynch et al. 2018). Young people also fear negative 

responses from GPs including being dismissed, ridiculed, stigmatised, or being accused of 

wasting time (Biddle et al. 2006; Quinn et al. 2009). Lee (2009) found that the higher a young 

person's distress the lower their preference to seek help from a GP. 

Caregivers are expected to coordinate the healthcare for their child until they are 18 years of 

age or until Gillick competence can be established and this includes communicating health 

concerns with the GP who then provides inoculations, medication, or diagnoses (HSE, 2021; 

NHS, 2021). Young people can view the family doctor as being too close to parents, especially 

in rural areas (Boyd et al. 2007, Hernan et al. 2010, Lynch et al. 2018), and as adolescents are 

dealing with highly sensitive issues, such as sexual and mental health concerns, they can avoid 

seeking help to a GP for fear of judgement or confidentiality breaches to parents (Wilson, 

Deane & Ciarrochi, 2005, Charman et al. 2010; Leavey et al. 2011; Lynch et al. 2016). Corry 

& Leavey (2017) found that girls fear being forced into treatment more than boys, but that 

overall young people in Northern Ireland are very reluctant to help-seek to a GP. Young people 

can have limited experience with independent health help-seeking outside of their primary care 

service and can rely on GPs referrals to access mental health care.  

Other research has shown that with certain mental health problems, specifically psychosis, 

social phobia, food problems, and alcohol abuse, some young people do rate a GP as a suitable 

source of help (Leavey et al. 2011; Yap et al. 2013b). Young people can see psychosis as a 

more physically based condition in need of medication and alcohol abuse can be understood as 
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a condition beyond self-management or informal help. It was found though that having a non-

family adult to talk to was associated with an increased likelihood of seeking help from a GP 

(Mariu et al. 2011). Yap et al. (2013b) found that there is an association between knowing 

someone who received support from a GP and young people’s intentions to seek help, but it 

was also found to heighten fears of help-seeking due to hearing of others negative experiences.  

While professionals, parents, and adults in general see the importance of a GP in help-seeking 

for mental health problems, young people generally do not view or trust doctors as a viable 

source of help for emotional or psychological problems (Boyd et al. 2007; Leavey et al. 2011; 

Yap et al. 2013b). GPs are one of the most influential professional gatekeepers, with 

international youth mental health campaigns still promoting and encouraging young people to 

visit the GP as the first point of contact for a mental health problem; for example, in Australia, 

the Beyond-Blue campaign and the National Health Service of the United Kingdom (Rickwood 

et al. 2005, Yap et al. 2013b). It would seem that rather than acknowledge young people’s 

preferences and needs, campaigns are trying to change young people’s attitudes to GPs, with 

little success (Boyd et al. 2007). 

3.5.5. The role of schools in young people’s help-seeking pathways  
Young people spend a large proportion of their time in formal education and this environment 

can present opportunities to support young people, guide them to services and to provide mental 

health education programmes (Tharaldsen et al. 2017; O’Connor et al. 2018; Mashoon et al. 

2020; Eigenhuis et al. 2021). In schools that employ counsellors, students have reported that 

they are more approachable than other faculty staff (Charman et al. 2010). A school counselling 

service can provide an accessible space during the school day that is familiar but not as involved 

as teachers, family, or friends (Fox & Butler, 2007). At third level, intervention can support 

academic success (McLafferty et al. 2017). School counsellors can have the opportunity to 

engage marginalised youth easier than other formal services (Ellis et al. 2010). Halladay et al. 

(2020) found that positive rapports with teachers in general can support mental health help-

seeking. School counsellors are preferred to medical professionals for mental health problems 

and some research suggests it may be more beneficial to engage young people in schools with 

a counsellor before visiting a GP (Boyd et al. 2007; Fox and Butler 2007; Hernan et al. 

2010). Many studies highlight the importance of specially trained practitioners in schools such 

as counsellors and school nurses (Arnold & Baker, 2018; Aldridge & McChesney, 2018; Moen 

et al. 2019).  
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In Ireland and Northern Ireland, school is a mandatory institution, in which young people must 

attend until the age of sixteen (Department of Education, 2021; Department of Education NI, 

2021). Although schools have potential to support young people help-seeking for their mental 

health problems, the power imbalances that exist may hinder the development of the trust and 

rapport needed for a supportive environment. It is possible that professionals working in 

schools can be seen, by extension of the institution, as forces of control and oppression to young 

people (Pearow & Pollack, 2009). Young people are not always aware of what services are 

available in schools or how to access them (Fox & Butler, 2007; Jackson Williams, 2012). Staff 

are not always trained properly or in a position to provide information (Aldridge & McChesney, 

2018). Leavey et al. (2011) found that school-based professionals, teachers, school nurses and 

counsellors, were poorly rated by pupils as sources of support for mental health problems. 

Schools in Ireland and Northern Ireland have different support structures for pupils with 

varying compositions of teachers, guidance counsellors, pastoral care teams and counsellors, 

and some of these positions can involve dual roles (Fox & Butler, 2007).  Research reports that 

when schools that employ counsellors, who are also teachers, that this dual role is problematic 

because of limitations of time, fears over confidentiality and confusion about boundaries (Fox 

& Butler, 2007). This was found to be a common practice in the Irish school system (Doyle et 

al. 2017). The school environment itself has been implicated in young people’s mental health 

problems (Fukuda et al. 2016; Aldridge & McChesney, 2018). Help-seeking in schools is also 

affected by the ongoing interactions between adults and students, and any negative interactions 

(Lindsey & Kalafat, 1998) specifically in dual role relationships, or fears of exposure can 

dissuade help-seeking (Loureiro et al. 2013; Doyle et al. 2017).  

Fox & Butler (2007) report that the visibility of attending a school counsellor or low trust due 

to the lack of previous rapport with the counsellor, can prevent help-seeking. Jackson Williams 

(2012) also found similar results with Jamaican adolescents who reported being extremely 

reluctant to turn to teachers or guidance counsellors, regardless of the disorder, due to a lack 

of confidence in counsellor training, concerns about confidentiality, and fears about being 

labelled. Young people have legitimate fears about judgment, stigma, and ultimately social 

exclusion in a public environment that they have to attend regularly (Fox & Butler, 2007; 

Leavey et al. 2011; Wang et al. 2019). Young people can be suspicious of adults in general, 

who can be perceived as controlling or over-involved, which extends to the school context 

(Leavey et al. 2011). Wang et al. (2018) found that the higher a young person’s mental health 

literacy combined with behavioural or emotional problems resulted in increased help-seeking 
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outside of school settings. Young people may perceive that the potential public and personal 

losses to image and self-esteem by help-seeking in school are too large to risk (Chan, 2013). 

Schools have a central role to play in mental support and education (Rickwood, 2020) but 

evaluating the role of the school in providing help to young people with mental health concerns 

is difficult. School environments are not homogenous and may have individual cultures created 

as a result of leadership and governance. Whether a school environment is conducive to help-

seeking or not can depend on the atmosphere that has been cultured (Aldridge & McChesney, 

2018). When a school mental health support system functions well, it is valued and well 

regarded by students and when they are unhelpful and lack appropriately skilled staff, they can 

be harmful and stigmatising.  

3.5.6. Young people's needs in the helping relationship 

Research reports that (Chan, 2013; Rickwood et al., 2005) the role of the therapeutic 

relationship was the third most common facilitator or barrier to mental health help-seeking in 

young people mentioned in a systematic review by Radez et al. (2021). When a young person 

decides to seek professional help for psychological distress, they look for a supportive and 

trusting relationship in which they can feel safe, understood, respected, and guided to express 

and solve problems (Draucker, 2005; Salaheddin & Mason, 2016; Lynch et al. 2020).  

Rapport 

The qualities that young people prioritise in helpers are genuineness, feeling valued, care, non-

judgment, warmth, respect, acceptance, and empathy (Lindsey & Kalafat, 1998; Wilson and 

Deane, 2001; Draucker 2005; Boyd et al. 2007). Young people prefer established relationships 

for help with personal problems (Gilchrist & Sullivan, 2006; Loureiro et al., 2013; Rickwood 

et al., 2007) as discussing personal problems with strangers can cause young people discomfort 

due to the lack of established trust (de Anstiss & Ziaian, 2010; Gilchrist & Sullivan, 2006; 

Gonzalez et al., 2005; Loureiro et al., 2013; Quinn et al., 2009; Rickwood et al., 2007; Burlaka 

et al. 2014). Rapport has been found to be essential to young people’s mental health care (Lynch 

et al. 2020) and young people need time to connect with and assess if a practitioner can provide 

the type of supportive rapport they need (Draucker, 2005; Jones et al. 2017). The role of the 

relationship is essential in young people with refugee experiences (Valibhoy et al. 2017b) 

especially as they can endure compounded stressors from immigration status, stigma, language, 

unstable housing, financial costs, and mental health knowledge (Byrow et al. 2020). 
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Trust and Confidentiality  

In a review article, Lynch (2020) describes trust and confidentiality as central components of 

the helping relationship with young people and are features that are built, maintained, or broken 

within the context of a helping relationship. Adolescents can have fears about their caregivers, 

reactions to knowing they self-harmed, engaged in substance abuse, or had suicide ideation 

(Fox & Butler, 2007; Michelmore & Hindley, 2012; Wilson, Deane & Ciarrochi, 2005) and so 

the establishment of professional boundaries regarding confidentiality upon first meeting 

supports young people in making informed choices about disclosures and supports trust 

building (Gilchrist & Sullivan, 2006; Loureiro et al., 2013; Rickwood et al., 2007; Williams, 

2012). Young people, due to a lack of privacy in their lives, can be hypervigilant about 

confidentiality and trust in the therapeutic process can emerge as a practitioner proves they can 

protect confidentiality and provide the right type of support (Draucker, 2005; Fox & Butler, 

2007; Gilchrist & Sullivan, 2006; Gonzalez et al., 2005; Jones et al., 2017; Lindsey & Kalafat, 

1998; Rowe et al., 2014; Williams, 2012; Wilson & Deane, 2001).  

Helper’s approach 

Research shows that helpers need to provide developmentally appropriate and individualised 

treatment plans (Lynch et al. 2020). The type of approach needed can vary with age, although 

Lynch et al. (2020) states that not enough is known about this across the age range of youth, 

especially for those in emerging adulthood. In general, research suggests that young people 

prefer informal approaches, rapports and environments with younger adolescents requiring 

activities for rapport development (Davison et al., 2017). As caregiver consent can be required 

with adolescents, part of the practitioner’s approach needs to inquire about a young person’s 

participation, if it is voluntary and in what way they want their caregiver to be involved, if at 

all (Persson et al., 2017; Rickwood et al., 2005; Simmons et al., 2011; Wilson & Deane, 2001).  

Young people experiencing severe distress, such as those in in-patient services or experiencing 

suicidal ideation, require practitioners that can be explicit in their demonstration of respect and 

understanding (Hackett et al., 2018; Neilson et al., 2014). When young people have had their 

trust broken by adults and experience state care or homelessness, trust building requires more 

time and looser boundaries (Collins & Barker, 2009; Fargas-Malet & McSherry, 2017). Ungar 

et al. (2018) states that young people in these circumstances need the helping relationship to 

feel “real” and that young people who appear to have higher levels of resilience can better 

manage more structure, expectations, and boundaries. Research shows that helpers need to be 
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trained and skilled at working across cultures and show respect and understanding for different 

conceptualisations of mental health, especially when supporting young people with refugee 

experiences (De Anstiss & Ziaian, 2010; Lynch et al. 2020).  

Collaboration  

Collaboration is described as central to young people’s mental health care needs (Lynch et al. 

2020). What young people require from healthcare may not always be initially evident and can 

only emerge as trust builds (Simmons et al., 2011; Ungar et al., 2018). To work collaboratively, 

research reports that young people want their distress to be taken seriously and for helpers to 

inquire and communicate effectively (Draucker, 2005; Fargas-Malet & McSherry, 2017; 

Lindsey & Kalafat, 1998; Neilson et al., 2014; Persson et al., 2017; Wilson & Deane, 2001). 

Young people primarily require listening interventions and want time to build rapport with 

their helper before disclosing personal feelings and thoughts (Davison et al., 2017; Persson et 

al., 2017; Wilson & Deane, 2001). The process of relationship building is supported by 

collaborative treatment which respects individuation, choice, balance and which puts the young 

person at the centre of all planning (Lynch et al. 2020). Research also shows that young people 

require practitioners that are flexible, creative, and knowledgeable, ensuring that their values, 

and preferences are considered in treatment planning and options (Davison et al., 2017; 

Draucker, 2005; Gilchrist & Sullivan, 2006; Hackett et al., 2018; Jones et al., 2017; Neilson et 

al., 2014; Persson et al., 2017; Quinn et al., 2009; Simmons et al., 2011; Ungar et al., 2018; 

Williams, 2012; Wilson & Deane, 2001; Loos et al. 2018). Practitioners need to explain 

interventions in age-appropriate language and ensure young people are involved in all aspects 

of decisions about their care in an open and transparent style (Jones et al., 2017). The use of 

collaborative methods in themselves can be therapeutic for young people as they support their 

autonomy and can help compensate for feelings of grief over failed self-management strategies 

(Chan, 2013; Simmons et al., 2011). This is very important for young people in in-patient 

placements as Simmons et al. (2011) suggests that being supported with smaller choices can 

compensate for having been excluded from larger decisions, especially as in-patient 

experiences can be retraumatising (Jones et al. 2017). Research demonstrates that failing to 

work collaboratively can result in young people withholding information and exiting treatment 

earlier (Davison et al., 2017; Draucker, 2005; Simmons et al. 2011).  
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3.5.7. Summary of sources of help  

This section has explored the different sources of help that young people utilise when seeking 

help for a mental health problem beginning with a discussion on the pre-curser to help-seeking, 

self-management strategies, and the many ways young people use their personal resources to 

cope with distress. An in-depth discussion on informal supports revealed that these 

relationships are essential pathway agents and can also be the source of distress for some young 

people. Current provision of formal services was described as not meeting young people’s 

needs. The opportunities and limitations of e-help in young people’s mental health care was 

discussed as was young people’s preferred environments which were found to be informal and 

non-stigmatised settings. Other important agents in young people’s help-seeking processes 

were examined such as common gatekeepers and GPs with a discussion on how the school 

environment can support or block help-seeking attempts. This section ended with an important 

evaluation of literature on the type of helping relationship that young people report they need. 

Young people engage meaningfully when they are not considered problematic, disclosures are 

protected, they are respected, receiving genuine care and are with someone who can relate well 

to adolescents (Draucker, 2005; DeAnstiss & Ziaian, 2010; Lynch et al. 2020). 

 

3.6. Theoretical framework 

This research was guided by two conceptual models. The first, by Cornally & McCarthy 

(2011), provides a concept analysis of help-seeking behaviour of help-seeking within 

healthcare settings. The second model was by Chan (2013) and described an integrative 

framework of the antecedents of instrumental interpersonal help-seeking, which provides an 

in-depth and multilevel perspective on the decision to help-seek. Both models are conceptually 

derived from the Theory of Planned Behaviour (Ajzen & Fishbein, 1980) and provide differing 

but complimentary perspectives on help-seeking theory. 

3.6.1. Model 1: Help-seeking behaviour: A concept analysis 

Guided by the work of Walker & Avant (2005) on theory construction, Cornally & McCarthy 

(2011) developed their model by collating, condensing, and presenting knowledge on help-

seeking behaviour across many disciplines. This model describes the antecedents, defining 

attributes, empirical referents, and consequences to help-seeking behaviour (see Figure 4).  
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Figure 4: Help-seeking behaviours: a concept analysis (Cornally & McCarthy, 2011, p.284).  

 

The Model 

Cornally & McCarthy (2011) identify the defining attributes of the complex decision-making 

process as being: problem focused, an intentional action and involving an interpersonal action 

with a third party. According to Cornally & McCarthy (2011), the antecedents are described 

as the necessary conditions required for help-seeking behaviour to occur. The first stage of the 

help-seeking process is problem recognition and definition of a problem, an individual must 

identify that a problem exists in which there is a need to seek help from others. This is often 

determined by the presence, cause, significance, severity, consequence, duration, type, and 

frequency of symptoms. An individual will engage in symptom appraisal, symptom perception, 

symptom evaluation or symptom interpretation (Cornally & McCarthy, 2011).  

 

The next stage in this model refers to planned behaviour. The decision to seek help is 

influenced by demographic factors, fears, sociocultural norms and values, knowledge, 

expectations and attitudes. Personal factors such as self-efficacy, previous help-seeking 

experiences, gender norms and failed self-management will also impact help-seeking 

behaviour (Cornally & McCarthy, 2011). The decision will ultimately depend on a cost-benefit 

analysis, weighted on the personal cost of seeking help and if an individual decides to proceed; 

the next stage of the help-seeking process involves selecting a source of help, which includes 

locating a source of help and disclosure of the problem in exchange for help. An individual 

will choose a suitable helper who appears to have the characteristics, knowledge, and skills to 

assist in solving the problem, or to help lessen symptoms. Sources of help can be friends, family 
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or professionals and this process will happen before help-seeking behaviour is initiated 

(Cornally & McCarthy, 2011). 

 

An important factor that influences the help-seeking process can be described as empirical 

referents. This can refer to the type, source and number of referents involved in help-seeking. 

Instrumental and emotional help-seeking, or a combination of both, are two types of help that 

can be sought. In addition, assistance can comprise of both formal and informal sources of help. 

Some sources of help can be overused because of familiarity and accessibility, such as the 

family doctor, and other sources of help, such as psychologists, can be avoided due to 

stigmatisation (Cornally & McCarthy, 2011). 

 

Cornally & McCarthy (2011) identify the consequences of help-seeking which include problem 

resolution or management and problem unresolved. The first can result in personal satisfaction 

and a sense of well-being indicating that help-seeking was successful. The latter can result in 

no change in health status, invalidation of symptoms, stigmatisation, dissatisfaction, 

resentment, or anger. An unsuccessful resolution from help-seeking can result in a reduction in 

future help-seeking or future help-seeking from an alternative source. 

Discussion 

The model developed by Cornally & McCarthy (2011) provides an overview of help-seeking 

behaviour in healthcare settings and does not present an in-depth analysis of the factors in the 

help-seeking process. Cornally & McCarthy (2011) acknowledge important factors such as 

community and social networks, service characteristics, societal factors, and economic factors 

and how they can act as barriers or facilitators to the help-seeking process. The authors state 

that the aim of this model was not to present a reductionist model of a complex process but to 

present a succinct model, to be used as a guide for nurses on how to improve health help-

seeking behaviour.  

 

3.6.2. Model 2: Antecedents of Instrumental Interpersonal Help-seeking: An Integrative 

Review 

Chan (2013) proposes an interpersonal help-seeking model premised on the Theory of Planned 

Behaviour (Ajzen & Fishbein, 1980) and Expectancy-value Theory (Fishbein, 1963). This 

model synthesised and integrated findings from across disciplines on help-seeking behaviour 
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for instrumental or goal-directed reasons through the use of a constellation approach. Chan 

(2013) describes interpersonal help-seeking as when the need to seek help is triggered by 

difficulties or problems that obstruct individuals from successfully accomplishing the task 

goals on their own.  

The Model 

Chan (2013) refers to the three core tenets of the Theory of Planned Behaviour Model as 

important in the development of the model; an individual’s intention to perform a specific 

behaviour is determined by an individual’s salient beliefs, specifically, one’s attitude towards 

the specific behaviour, the subjective norm about the behaviour and one’s perceived 

behavioural control. Chan (2013) also includes how the task and personal and situational 

factors interact with these tenets to influence whether an individual can expect to gain or lose 

from help-seeking. Chan (2013) provides an integrative review of the antecedents of 

interpersonal help-seeking behaviour. When a difficult problem is encountered which hinders 

a person from successfully accomplishing their task goals, the need for help is triggered which 

activates various beliefs associated with help-seeking. These salient behavioural, normative 

and control beliefs will influence people’s help-seeking intention, subjective norm, and 

perceived behavioural control, respectively, which will in turn impact their help-seeking 

intention. Lastly, people’s help-seeking intention and perceived behavioural control serve as 

proximal antecedents to their help-seeking behaviour (see Figure 5).  
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Figure 5: Antecedents of Instrumental Interpersonal Help-seeking: An Integrative Review 

(Chan, 2013, p.9). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Chan (2013) states that in mental health, individuals can be motivated to learn skills for coping 

with their problems. Chan (2013) refers to this as task-related learning, as opposed to goal-

instrumental learning where personal well-being is the perceived benefit that directs people to 

seek help. Individuals are more likely to seek help if they perceive the help to be useful but are 

less likely if they doubt the ability of the helper or the effectiveness of a treatment (Chan, 2013). 

If a person has an expectancy that help will not assist them with accomplishing their task and 
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their value is based on task accomplishment, they are less likely to seek help. Chan (2013) also 

predicts that if a person expects to acquire learning and also hold a value of learning that this 

will be positively associated with help-seeking. Chan (2013) then proceeds to describe the 

psychological costs of help-seeking as private, public, indebtedness and dependency.  

Private Image Damage 

Chan (2013) states that people are motivated to protect their self-esteem and that if an 

individual expects that this will be damaged by help-seeking then they will not help-seek. Chan 

(2013) also proposes that self-stigma is especially problematic with mental health, and that this 

inhibits mental health help-seeking. If the value of protecting self-esteem and the expectancy 

of self-esteem protection (the likelihood that self-esteem can be protected by not seeking help) 

are both strong, then the intention to seek help will be low. In mental health this can be seen 

when an individual avoids help-seeking because they believe they can manage independently.  

Chan (2013) proposes that if an individual anticipates or perceives failing a task, they can still 

have the expectancy that they can protect their self-esteem. Individuals can shift their attention 

away from their distress and expend more effort or excel in other areas of their lives to counter 

the reduction in self-esteem produced by the mental health problems. If an individual cannot 

pre-emptively cover up the failure of a task, in this scenario of self-management, they can have 

the expectancy that they will not be able to prevent self-esteem damage and they will be more 

likely to seek help.  

Public Image Damage 

Seeking help can damage an individual’s public image of competency. To prevent damage to 

public image, some individuals can prefer to let a personal task fail than seek the needed help 

(Chan, 2013). The concern with public image damage can also be reframed as public image 

protection and those with this value can avoid help-seeking. Previous models have theorised 

that if an individual cannot perform the task on their own and do not seek help, they will 

ultimately fail on the task and will not be able to uphold their public image of competence 

(Chan, 2013). However, with mental health problems, which can be less visible, individuals 

whose self-management strategies have ceased to be effective can still not seek help and 

continue to conceal distress from others to protect their public image (Chan, 2013).  
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Indebtedness and Dependence 

Chan (2013) states that being indebted to helpers is a perceived cost of help-seeking and is 

often described as an aversive psychological state that most people try to avoid. When 

individuals do not seek help, they do not incur indebtedness and dependency on the potential 

helper and this value can have a strong effect on individual’s help-seeking attitude. Chan (2013) 

suggest that individuals with high self-esteem, goals of attaining social status or those with a 

need for power can avoid help-seeking because of this value. However, those individuals who 

are high on interpersonal dependency are more likely to seek help. Reciprocation can play a 

moderating role with regard to indebtedness and dependence; the lack of a chance to reciprocate 

can lessen the likelihood of help-seeking. 

Discussion 

Chan (2013) states the importance of considering the constellation of salient beliefs and how 

the person, task and situation factors affect each of the perceived benefit and cost beliefs of 

help-seeking. Chan (2013) presents new analysis to non-help-seeking from a beneficial 

standpoint and this provides an alternative perspective as to why an individual can be motivated 

to negate help. Chan (2013) also asserts that previous conceptualisations of the role of the factor 

of expectancy (what an individual expects will happen as a result of help-seeking or non-help-

seeking) in help-seeking theory development has resulted in inconsistent findings as a main 

effect predictor in people’s cost-benefit analyses on whether to seek help. Chan (2013) has 

conceptualised expectancy as a moderator in the help-seeking process and proposed that this 

can improve understanding of help-seeking behaviour.  

 

3.6.3. Research framework  

The models provided by Cornally & McCarthy (2011) and Chan (2013) form the theoretical 

framework for this study and Figure 6 was developed to illustrate this combined framework. 
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Figure 6: Cornally & McCarthy (2011) and Chan (2013) - Combined models   

 

Chan’s (2013) complex model of cognitive antecedents can be understood within Cornally & 

McCarthy's (2011) concise conceptual model of help seeking behaviour to elaborate on what 
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is happening within the individual’s decision-making process and whether they will proceed or 

exit a help-seeking episode. Chan's (2013) model provides understanding into the complex 

negotiation that takes place within the individual at each point of the help-seeking process, and 

how new information at each stage can be interpreted and combined into existing cognitions, 

beliefs, and attitudes to inform a decision with regard to the perceived losses and gains of help-

seeking. Each model offers important understanding regarding help-seeking behaviour but 

when explored together, they provide enhanced insight into many of the processes involved in 

an individual’s decision to seek help which provides a sound framework for this research. 

 

3.7. Conclusion 

This chapter has comprehensively reviewed information on youth mental health help-seeking 

across three themes: the personal, the environmental and the sources of mental healthcare 

support. This review has provided a discussion on how the external and wider factors intersect 

with the personal to create barriers or facilitators to young people’s help-seeking attempts. 

There is an extensive extant literature on topic, with predominantly quantitative attitudinal 

research which has provided important links regarding issues such as stigma, help-seeking 

intentions, and mental health literacy. Qualitative research has provided insightful descriptions 

into what is a complex topic, offering a more thorough examination of the depth of the problem. 

This has resulted in a diverse but often incohesive body of literature reporting the barriers and 

facilitators to mental health problems. Quantitative findings can be overly descriptive or 

shallow in analysis regarding young people's motivations, with some taking judgemental or 

disconnected stances for young people’s lack of participation in mental health services. 

Qualitative findings on the topic tend to provide in-depth and insightful findings that aid in 

understanding young people's socio-cognitive processes when seeking help, but ultimately can 

be confined to unique socio-cultural locations. An important conclusion from the literature 

indicates that the decision to seek help is informed by an individual assessment of the personal 

and public costs and benefits, and that for young people help-seeking is both logistically and 

emotionally difficult, involving a complex interplay between personal, sociocultural, 

conceptual, and service factors. A strong qualitative research design, that can address these 

intersecting factors, is thus necessary to explore about young people’s mental health and 

associated help-seeking experiences.  
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4. Methodology 

  

4.1. Introduction  

This chapter provides a detailed and transparent description of how the current study was 

designed to meet the research aim of exploring young people's (aged 16 - 25 years) experiences 

and perspectives on help-seeking for a mental health problem. The chapter begins with a 

discussion of the research design, with regard to the methods employed, methodology, 

epistemology, and philosophical position. This is followed by an exploration of how data was 

collected as well as an in-depth description of the participants in this study, selection criteria, 

sampling strategies, recruitment, and procedures. The next section provides an account of how 

the data was analysed and this chapter concludes with a discussion on the ethical 

considerations and a discussion on integrity in research. 

 

4.2. Research design  

Richards (2015) said that it is crucial to be methodologically prepared for the process of 

collecting and making data because the research design functions as the blueprint for a study. 

This study follows the research design framework as proposed by Crotty (1998) which 

comprises four elements in research design: 1. the chosen epistemological framework, which 

underpins the selection of 2. the theoretical perspective, which in turn directs the 3. 

methodological design for data analysis and 4. methods of data collection. Following Crotty’s 

(1998) framework, the research design for this study, as illustrated in Figure 7, was informed 

from a constructivist epistemology, a symbolic interactionist theoretical perspective, a 

grounded theory methodology and qualitative methods. The following sections describe each 

of these features and how this design was created to ensure the aim and objectives of the 

research were best addressed. 
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Figure 7: Crotty (1998) research design framework  

 

4.2.1. Epistemology  

Crotty (1998) described an epistemology as the theory of knowledge that is both embedded in 

the theoretical perspective and in the methodology. The choosing of an epistemological 

position that is well suited to a topic greatly assists the researcher in deciding how to make 

sense of the phenomena in question (Crotty, 1998). As this research sought to examine the 

multi-faceted topic of mental health, an epistemology that valued complexity and multiple 

realities, as well as supporting the deep exploration of such phenomena, was essential. A 

constructivist epistemology was adopted as most relevant for this research. This 

epistemological position views knowledge as socially constructed (Creswell & Miller, 2000) 

and individual perspectives towards reality are viewed as pluralistic, open-ended, and 

contextualised (Crotty, 1998; Golafshani, 2003). Meaning is not an objective phenomenon to 

be discovered but is constructed and developed by individuals who seek understanding of their 

world and their experiences (Creswell & Creswell, 2017). While the world individuals live in, 

their experiences, relationships, and objects around them can be imbued with meaning, 

constructivism views meaning as created only when an individual consciously engages with 

them and actively interprets to construct meaning (Crotty, 1998).  
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This epistemological position is appropriate for mental health research as it acknowledges 

multiple conceptualisations and facilitates their exploration without having to narrow them to 

reductionist explanations (Creswell & Creswell, 2017). The process of seeking help for a 

mental health problem is a highly complex interpersonal process that requires various skills 

such as self-awareness, communication of an internal state, social interactions, problem-

solving, logistics, decisions, and stigma management (Chan, 2014). This process is embedded 

in an individual context, culture, and place in time. A constructivist epistemology was 

appropriate in this research to engage with people in a conscious conversation about mental 

health, examining how they construct meaning, how they reflect on the impact of these 

experiences and how they communicate and interpret them (Creswell & Creswell, 2017).  

4.2.2. Theoretical perspective 

According to Crotty (1998) the theoretical perspective in research design involves establishing 

a philosophical position from the outset and is important in a strong research design 

(Chamberlain-Salaun, Mills & Usher, 2013). This research adopted a symbolic interactionist 

position which assumes that reality is fluid, socially embedded, contextualised and somewhat 

indeterminate (Chamberlain-Salaun, Mils & Usher, 2013) and is a position that is 

companionable with a constructivist epistemology (Charmaz, 2014). This perspective evolved 

from the pragmatist work of Mead (1932) and was part of a humanistic movement in 

philosophy. Pragmatist philosophy is known for its unification of knowledge and action, and 

the mind and the body, and it was in the applying of theory to practice that distinguished 

pragmatist philosophy from other philosophical positions, which at the time were based on an 

empirical epistemology (Chamberlain-Salaun, Mills & Usher, 2013). Pragmatism views much 

of an individual’s life as routine and habitual, and that it is only when faced with a problematic 

life experience that there is a drive for rethinking, reinterpreting and if necessary, action or 

reform to remedy the problem (Charmaz, 2014).  

Pragmatism influenced symbolic interactionism by emphasising the perspective that the 

individual is as an active and agentic actor with the ability to think, create, reflect, and evaluate 

their decisions and contexts, altering them should they desire (Blumer, 1979; Charmaz, 2014). 

This perspective aligns well with mental health help-seeking behaviour, as it is an interpersonal 

action for a problem that involves thinking, evaluation and decisions, enacted to remedy or 

alter personal distress. Symbolic interactionism assumes that “people construct selves, society 

and reality through interaction” (Charmaz, 2014, p.344), and values the role of people in the 
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creation of their meaningful realities and the use of language and symbols in these 

constructions (Chamberlain-Salaun, Mils & Usher, 2013; Charmaz, 2014). Individual help-

seeking experiences are embedded in a wider social context; humans often act according to the 

meanings they have attributed to others in their social world and structures in the culture and 

environment from dynamic relationships and interactions (Charmaz, 2014). Understanding 

data from within the theoretical perspective of symbolic interactionism supported analysis 

around how young people created meaning from reflections on their experiences of seeking-

help for a mental health problem, and how this meaning impacted future actions (Charmaz, 

2017). Symbolic interactionism also greatly supported the exploration of individual 

experiences and interpretations of help-seeking without separating the individual from their 

social realities (Charmaz, 2014). 

4.2.3. Research methodology  

The selection of an appropriate methodology that is in alignment with the research question, 

the adopted epistemology and theoretical perspective is important in achieving quality research 

(Richards, 2020; Charmaz, 2014). Grounded theory methods (GT) were chosen in this study 

for data collection and handling as they consist of a systematic and focused yet flexible toolset 

for conducting successful research regarding complex social phenomena (Charmaz, 2014).  

Ground Theory Methods 

GT originated with Glaser & Strauss’ (1967) foundational work “The discovery of grounded 

theory: Strategies for qualitative research” and was an important landmark in scientific 

methodology (Charmaz, 2014). Firstly, it initiated the methodological movement away from 

testing existing theories to generating theory from new data acquired from the study of a social 

phenomenon (Charmaz, 2014). Secondly, GT challenged the mid-century 

positivist methodological consensus in research, with its preoccupation with complete 

objectivity and quantitative paradigms, as the only legitimate form of scientific research. 

Thirdly, and perhaps more importantly, these methods offered systematic strategies for 

qualitative research practice, which began the process of moving qualitative inquiry beyond 

descriptive studies into the realm of explanatory theoretical frameworks and helped legitimise 

qualitative research as a credible and rigorous approach (Charmaz, 2014). GT can be surmised 

as a qualitative descriptive analysis and is a powerful approach to facilitate the researcher’s 

attention towards the different dynamics that can provide insight into the abstract and 

conceptual understandings of the studied phenomena, which assists in a much more robust 
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theory construction (Charmaz, 2014; Birks & Mills, 2015). GT are used mostly with qualitative 

methods and is one of the most popular research designs in scientific research with Birks & 

Mills (2015) listing eleven seminal grounded theory texts that have been published. GT are a 

distinctive approach because they aid a researcher in constructing theory from the data using 

an inductive approach (Charmaz, 2014). GT has pragmatic underpinnings as it provides 

methods to study actions, processes, and meanings, and facilitates the exploration of the 

individual conceptualisation of existence and reality, and how people understand their world 

and unique contexts (Birks & Mills, 2015).  

Glaser & Strauss (1967) believed GT conceptualisations should meet the following criteria: a 

close fit with the data, usefulness, conceptual density, durability over time, modifiability, and 

explanatory power (Glaser, 1978, 1992; Glaser & Strauss, 1967). While GT has evolved over 

time, the current defining components of GT practice include: simultaneous involvement in 

data collection and analysis; constructing analytic codes and categories inductively from data; 

using the constant comparative method, which involves making comparisons during each stage 

of the analysis; advancing theory development during each step of data collection and analysis; 

memo-writing to elaborate categories, specify their properties, define relationships between 

categories and identify gaps; sampling aimed towards theory construction (theoretical 

sampling); and finally, conducting the literature review after developing an independent 

analysis. Engaging in these practices helps researchers to control their research process and to 

increase the analytic power of their work (Charmaz, 2014). 

Using GT methods requires practices such as establishing a philosophical position, 

investigating methodological possibilities, planning a study, entering the field, applying 

essential GT methods, developing a theoretical model, developing a dissemination plan, 

evaluating a GT, and implementing strategies to increase impact of findings (Birks & Mills, 

2015). GT practice means collecting data systematically, through observations, interactions, 

and materials, about the phenomena of interest and includes studying experiences, reflexivity, 

following hunches and generating theory (Charmaz, 2014; Birks & Mills, 2015).  

Constructivist Grounded Theory Methods 

This research adopted Charmaz (2014) approach to GT as detailed in her book Constructing 

Grounded Theory. This method dates to the early 1990s and while it was initially controversial, 

for challenging the strong positivist foundation of GT, by the end of the decade, there was a 

natural and visible convergence of GT and constructivism (Charmaz, 2000a). Charmaz's 
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approach emerged in response to her dissatisfaction in part with the social constructivists' 

approach at that time to data analysis which failed to consider their own role in research, 

viewing their analyses as accurate renderings of real life, instead of a construction (Charmaz, 

2014). Constructivist grounded theory (CGT) methods combine "the inductive, comparative, 

emergent and open-ended approach of Glaser and Strauss (1967)” (Charmaz, 2014, p.12) with 

the epistemology of constructivism to provide guidelines for qualitative data collection and 

analysis. Charmaz’s approach acknowledged the important work of social constructivists such 

as Vgyotsky (1962) and Lincoln (2013) who stressed the social context, however, Charmaz 

proposed an ontologically relativist and epistemologically subjectivist approach 

that emphasised the importance of the researcher's unique and subjective role in constructing 

and interpreting data (Mills, Bonner & Francis, 2006; Charmaz, 2014). CGT methods keep the 

position of the researcher in focus which greatly assists in building methodological skills, 

methodological self-consciousness and importantly, enhancing the researcher's ability to 

locate, code and categorise data within its social context (Charmaz, 2014; Charmaz, 2017). 

CGT methods became increasingly popular, and the controversial approach mainstreamed in 

the mid-2000s is widely used in psychology, education, and nursing research (Mills, Bonner & 

Francis, 2006). All variations of GT today can be described as existing on a methodological 

spiral (Mills, Bonner & Francis, 2006).  

Symbolic interactionism as a theoretical perspective shares themes of meaning, action and 

interaction, self, and perspectives with essential grounded theory methods (Chamberlain-

Salaun, Mils & Usher, 2013). The epistemology of constructivism is embedded in Charmaz’s 

(2014) CGT methodology and emphasises the parallel origins in pragmatism of both symbolic 

interactionism and CGT, meaning they are ontologically co-constitutive (Charmaz, 2014). 

Charmaz (2014, p.277) has described this compatibility as a strong ‘theory-methods package’ 

that can expand the methodological and theoretical insights. The practical application of this 

‘theory-methods’ package was evident during data collection. Aspects of help-seeking were 

explored through a focused and open dialogue between the researcher and the participant, with 

each reaching new understanding and creating new meaning of experiences, perspectives, and 

beliefs during their conversation. Each interview or focus group represented a unique set of 

interactions and opportunity for meaning making that impacted how data was collected with 

subsequent participants. This iterative process to develop new meaning and new understanding 

is at the core of both GCT methods and symbolic interactionism.  
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Charmaz (2014) approaches literature reviews and theoretical frameworks more favourably 

than the original GT theorists, suggesting that it is important to draft a literature review and a 

theoretical framework as these are “ideological sites in which you claim, locate, evaluate, and 

defend your position” (p. 305) but to not let them “stifle creativity or strangle youth theory” (p. 

308). Charmaz (2014) argues that once analysis is complete, the constant comparative method 

can be taken outside of the research data to the wider literature and theoretical framework and 

used to critique, extend theory, or challenge dominant ideas. As such, this research has included 

a literature review and theoretical framework. 

4.2.4. Research methods  

When choosing a research method to address a research question, it is critical to understand 

how these connect and diverge. Quantitative and qualitative methods provide different ways 

in which researchers can create and record their observations about the world, and while both 

methods are connected to distinct approaches, either one can be used to inquire about the same 

phenomenon (Richards, 2020). Although qualitative techniques in modern scientific research 

can be traced back to the founding work of William Wundt in the early 20th century (McLeod, 

2011), the dominant social scientific research paradigm, until the middle to the 20th Century, 

was quantitative and positivist in nature (Crotty, 1998; Charmaz, 2014). By the 1960s, many 

social scientists were dissatisfied with the limitations of quantitative methods to address more 

complex aspects of social phenomena and began developing qualitative methods and tools 

(Charmaz, 2014). Over time, qualitative methods became increasingly recognised for their 

ability to address complex social research questions in ways that quantitative research could 

not and became accepted within the scientific community as a legitimate and important 

scientific methodology (Charmaz, 2014). 

Both quantitative and qualitative approaches have their histories, their supporters, and their 

detractors and while they are often pitted against each other as dichotomous or rigid, they 

represent different ends of the same continuum, with neither approach being superior to the 

other (Crotty, 1998; Richards, 2020; Creswell & Creswell, 2017). The decision on whether to 

use qualitative methods or quantitative methods depends on the research question being asked 

and how the researcher wants to answer it. Research methods can be conceptualised on a 

quantitative-qualitative continuum, with each approach offering differing characteristics or 

tendencies in the processes of data collection and analysis (Richards, 2020; Creswell & 

Creswell, 2017). Quantitative approaches can be predominantly described as numerical and 
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deductive with a fixed design, while qualitative approaches provide rich, descriptive, inductive 

and fluid data (Charmaz, 2014; Richards, 2020; Creswell & Creswell, 2017). Some research 

requires aspects of both, and so a mixed methodology resides somewhere in the middle of this 

continuum and incorporates elements of both approaches (Creswell & Creswell, 2017).  

Quantitative methods are best used when testing objective theories to understand the 

relationships between what factors or variables influence an outcome, especially when using 

large data sets. This approach typically uses instruments, so that numbered data can be analysed 

using statistical procedures and is concerned with protection against bias, controlling 

alternative explanations and the generalisability and replicability of findings (Creswell & 

Creswell, 2017). Researchers using quantitative methods work with numbers to find 

associations, groups and patterns but cannot provide an in-depth understanding of the ‘how’ 

and ‘why’ a phenomenon occurs, which is why qualitative research methods are very important 

(Creswell & Creswell, 2017). In essence, it could be argued that quantitative scientists collect 

data and qualitative researchers make data (Richards, 2020). Qualitative methods are used by 

researchers who examine and gather experiential data on a phenomenon that impacts the lived 

reality of individuals or groups in a particular cultural or social context and is guided by a well-

constructed research question (Mills & Birks, 2014). Research questions that require a 

qualitative approach usually have three distinct features: 1. The data needed is complex and 2. 

Data must be understood within context and 3. Data must be handled (Richards, 2020). 

‘Handling’ can refer to how qualitative methods require skilful organising and managing of 

data and data sources with the memos, annotations, background material and reflective essays 

that will happen throughout a project and become part of the data (Richards, 2020). Creswell 

& Creswell (2017) state that qualitative methods are helpful if (a) a concept is underdeveloped 

due to lack of theory or previous research (b) current explanations might be inaccurate or 

inappropriate (c) there is a need to explore or describe phenomena to develop theory or (d) 

quantitative measures are inappropriate for the phenomena to be studied. Qualitative research 

strives to preserve context for increased understanding, often engaging with and celebrating 

the subjective, using the unique role of the researcher to meaningfully develop understanding 

of the ‘how’ and ‘why’ of the phenomena being examined (Mills & Birks, 2014). Qualitative 

research is not concerned with generalisability and replicability and focuses more on 

transparency, reliability, and trustworthiness (Mills & Birks, 2014; Richards, 2020). In the 

making of qualitative data, the researcher is seeking to learn from data, and sometimes make 

new theories rather than test an existing theory (Mills & Birks, 2014).  



78 

In this study, the research question concerned young people’s experiences and perspectives 

around help-seeking for a mental health problem, an interpersonal behaviour that is considered 

complex (Rickwood et al. 2007; Chan 2013). As detailed in the literature review chapter, much 

of the research on this topic has been quantitative in nature and has resulted in a large body of 

literature that has provided interesting data on attitudes towards professional help-seeking, and 

in demonstrating the breadth of this problem globally. However, studies have often used 

hypothetical scenarios or other survey instruments that has resulted in much of the context of 

this phenomena being removed, providing shallow understandings of mental health help-

seeking behaviours and a need for in-depth inquiry (Biddle et al., 2007; Gulliver et al., 2010; 

Richards, 2020). For this research, qualitative methods using focus groups and interviews were 

adopted to create rich data from perspectives and experiences of help-seeking while 

maintaining the unique socio-cultural context and meaning of what it is like to live in Ireland, 

be young and try to access healthcare for a mental health problem (Gulliver et al., 2010; Mills 

& Birks, 2014; Charmaz, 2014; Richards, 2020).  

4.2.5. Overview 

The research aims and objectives were best achieved with respect to the described 

epistemology, theoretical perspective, methodology and research methods (see Figure 5). As 

an epistemology and a theoretical perspective, constructivism and symbolic interactionism are 

highly compatible within this design as they both acknowledge the personal, social, structural, 

historical, and cultural meanings of an individual’s reality, essential factors that shape mental 

health experiences (Golafshani, 2003; MacKenzie et al. 2006; Charmaz, 2016). Qualitative 

methods allow for flexibility to pursue, analyse, and construct theory from interesting data, and 

CGT methods provide a systematic and thorough set of guidelines for facilitating an in-depth 

inquiry into how young people experience, act, examine, create meaning, symbolise, and reflect 

on the physical and mental constructs that determine their beliefs, actions and attitudes 

regarding their lived experiences of mental health and help-seeking (Charmaz, 2014). 

 

4.3. Participants  

This research study took place in the Northwest of Ireland and included two sets of participants: 

young people aged between 16-25 years of age, and practitioners providing youth mental health 

care in semi-formal and formal mental services. A semi-formal service refers to service 
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providers that do not have a specified role in delivery of mental health care but encounter and 

support young people with mental health problems, such as a school pastoral care team and a 

professional youth work service (Rickwood et al., 2012). A formal service refers to 

professional health service providers with a specified role in delivery of mental health care, 

such as community-based counselling organisations, private counselling, and the statutory 

mental health services of the Health Service Executive (HSE) in Ireland.  

4.3.1. Selection criteria  

Youth participants  

This research study examined young people’s experiences, outcomes, and the impacts of help-

seeking for a mental health problem, through data from participants actual experiences. 

Participants were selected because they were mental health service-users, those who had not 

sought help were excluded as inquiring about a hypothetical behaviour for a hypothetical 

problem to a hypothetical service would not meet the research question, aims or objectives. 

Studies have cited problems with investigating hypothetical help-seeking behaviour due to the 

lack of evidence that investigating intentions to seek help can predict or translate into actual 

help-seeking behaviour (Hughes & Huby, 2004; Eisenberg et al. 2012). Medlow et al. (2010) 

stated that speaking to young people who are already engaged in mental health care services 

provides real-life perspectives about what it is that facilitates entry of young people into mental 

health care systems. Raviv et al (2009) and Rughani et al. (2011) have also stated that there is 

a need for additional studies to investigate actual help-seeking behaviour and so hypothetical 

inquiry was excluded as it could potentially diminish or dilute the focus of the study. 

This research included young people who had, at a minimum, made one attempt to ask for help, 

from a formal service or semi-formal service and thus provided data on episodes where they 

attempted, partially completed, exited, or completed help-seeking for a mental health problem. 

Importantly, this study recruited young people who were able to reflect and discuss their 

experiences, who were not currently in crisis or in the early stages of receiving mental health 

support. This study excluded those who were experiencing or had mental health distress and 

had not sought help to a service for a mental health problem. Young people with intellectual 

disability were not asked to participate in this study nor were young people who were referred 

by a practitioner or service employee in a directive manner, as there could be issues regarding 

undue influence or coercion. Participants self-reported how they met the selection criteria 

(Table 1). 
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Table 1: Young people selection criteria 

 

Practitioner participants 

Investigating practitioners who support young people with their mental health was important 

as they are closest to the phenomena being explored (Charmaz, 2014). As the other half of the 

helping relationship, these participants provided perspective from a service level which assisted 

in contextualising the help-seeking experience. The three services chosen, in which to recruit 

participants were: a secondary school pastoral care service, a youth service, and formal mental 

health care setting. Each service is a space in which young people encounter adults who can 

provide help for a mental health problem.  

School is a space where young people spend a significant amount of time and often where 

young people's mental health problems are first noticed (Fox & Butler, 2007). Pastoral care 

teams were chosen as they provide mental health support on a daily basis and are responsible 

for guidance and referrals to formal services (Department of Education and Skills, 2014). The 

youth service is a universal service for young people aged 12-25 years and was chosen as it is 

a voluntary environment where young people can access a drop-in space, engage in informal 

education programmes and can access mental health support. The service also runs projects to 

support young people who experience marginalisation or exclusion, such as, young carers, 

LGBTI+ and refugees.  

Formal settings include a variety of public and private services that exclusively provide mental 

health care. These can include private practice, specialist public services run by the HSE, such 
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as Child and Adolescent Mental Health Service (CAMHS) and Adult Mental Health Services 

(AMHS), or community based mental health services, including the youth specific service 

Jigsaw (12-25 years) or the suicide and self-harm service, Pieta House. This is a basic overview 

of common formal services in Ireland.  

Practitioners were selected for their experience working within a service with supporting young 

people with their mental health in a one-to-one capacity. Permission was obtained from 

management to recruit those working in a school and youth service. The counsellors were 

independent contractors and so did not require permission from management. No health 

professionals, practitioners or employees from HSC in Northern Ireland were recruited as all 

recruitment took place in Co. Donegal. The full list of selection criteria for professionals is 

listed in Table 2.  

 

Table 2: Practitioner Selection Criteria 
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4.3.2. Recruitment 

Youth participants were initially identified and recruited through a local youth service. This 

was completed either by the principal researcher directly or through youth workers who were 

asked to forward participant information sheets (Appendix 2) to young people. Once interest 

in participation was established, youth participants aged 16-25 years met with the principal 

researcher to review the information sheet together, to clarify the terms of participation, answer 

any questions the participant had and self-select to an interview or focus group. Once both 

verbal and written consent were obtained, a suitable time was organised for the interviews. A 

sample consent form is available in Appendix 3. The focus group participants were recruited 

through a pre-existing youth group. A youth worker informed this group about the research and 

many expressed interest in the research. Participant information sheets were distributed and 

procedures were followed as described above. 

An important aspect of recruitment was a drop-in space in which ten participants were 

recruited. This space offered the opportunity to interact with and recruit young people from 

different backgrounds and life experiences. This youth space had a comfortable seated area, 

games table and access to tea and coffee facilities. Young people used this space while waiting 

on buses to go home, to do homework, to relax with friends, or to seek support or guidance 

with a youth work practitioner. With permission, the researcher was able to advertise, discuss 

and promote the research in an open and relaxed manner through natural conversations with 

young people and recruit effectively using a youth-led approach (see Figure 8).  

Figure 8: Recruitment within a drop-in environment 
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Practitioners were recruited through existing professional networks and those who expressed 

an interest in the study were emailed participant information sheets (Appendix 4). Two 

practitioners were interested, and the principal researcher had a conversation over the phone 

with them to answer any further questions they had. Participants provided oral and written 

consent and a suitable time and venue were arranged.  

4.3.3. Sampling strategies 

This study used a combination of purposive sampling and snowball sampling (Barbour & 

Barbour, 2003; Bryman, 2012) with both young people and practitioners who met selection 

criteria (Table 1 & 2). Sampling strategies were thoughtfully considered as researching 

younger people and their mental health involves both a sensitive and personal psychological 

state, and a typically difficult to access population (Faugier & Sergeant, 1997). This was further 

complicated by the qualitative data collection methods, as opposed to an anonymous survey 

accessed through a computer. The planning for sampling strategies and recruitment processes 

were entwined in this study, with participants being recruited predominantly through careful 

conversations within existing networks, and selection criteria checks, before proceeding to the 

first stage of recruitment.  

Youth participants 

Young people are not a homogenous demographic and needs differ across the age range of 16-

25 years. The sampling strategy purposively recruited young people for age, gender and 

ethnicity to ensure the inclusion of a diversity of perspectives and experiences (Bryman, 2012). 

In total, one focus group (N=6) and fourteen interviews were completed with young people 

aged 16-19 (N=5) years and 20-24 years (N=9), totalling 20 youth participants. 

 

Multiple attempts were made to recruit young people who were members of the Travelling 

Community and positive contact was made with community workers. However, due to a 

complication of external factors, recruitment did not proceed. Recruiting young people within 

the 16-19 years age range was more challenging than older youths, due to the need for parental 

consent. Overall, participants responded in an open and non-stigmatised way, expressing 

interest and motivation to share their experiences and perspectives. 
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Practitioner participants 

In total six practitioners were recruited; two community youth work practitioners, two pastoral 

care practitioners, and two counsellors who worked across many formal mental health settings, 

including private practice, community based and public services. This study initially tried to 

get access to recruit formal mental health practitioners through the statutory Health Service 

Executive (HSE) services where young people are referred to if they attend a GP for a mental 

health problem (HSE, 2021). Despite numerous conversations with eleven managers and 

employees over a 15-month period, the researcher was not able to get permission or refusal to 

recruit and so chose to withdraw the request to recruit in this setting. 

Snowball sampling 

Handcock & Gile (2007) stated that snowball sampling is used in different ways and so it is 

important to describe how it is used specifically in individual studies. Snowball sampling is 

often described as a form of convenience sampling, where the researcher makes initial contact 

with an individual or group of people relevant to the research topic who can then refer others 

who they know to take part in this research (Bryman, 2012). Snowball sampling can also be 

described in a relational way, as a method to access specific groups of people through existing 

social networks (Ghaljaie, Naderifar & Goli, 2017). It was through social networks and trusting 

relationships that individuals either responded or identified and referred on participants to this 

research, who were not aware of the study but were connected to the initial participant 

(Bryman, 2012). This strategy was helpful for recruiting practitioners in particular, as they were 

even more cautious to participate than young people. Through connections, rapport building, 

reassurances of confidentiality and anonymity, participants agreed to participate. Colleagues 

contacted other colleagues, young people spoke with friends, youth workers spoke with young 

people and in one instance a young person put the researcher in touch with two practitioners. 

A proxy trust was developed, in which one potential participant communicated trust or a 

positive experience with the researcher to a contact and this led to a conversation between the 

researcher and this contact, who was subsequently recruited. Observationally, this reduced fear 

associated with taking part in research with such a sensitive topic with an unknown researcher 

– by the time the interview began, participants had a rapport with the researcher, and this was 

a significant factor in the obtaining of rich data. A visual representation of the networks, 

strategies, and approaches used, both successful and unsuccessful, in this study is provided in 

Figure 9. 
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Figure 9: Accurate rendering of sampling pathways 

 

 

 

 

 

 

 

 

 

 

4.3.4. Procedures 

Youth interviews took place in a youth service meeting room. Staff were informed of the 

interviews and their expected duration. The participant was welcomed, offered refreshments, 

and given time to settle in the room before recording. Consent was reviewed and once 

participants agreed to proceed, audio recording began. The conversation was initiated with a 

general discussion about mental health which led naturally into different aspects of their 

experiences and perspectives regarding the topic. The interview schedule is available in 

Appendix 5 and the full interview questions are in Appendix 6. Interviews lasted between 20 

minutes and 1 hour 10 minutes. Once the interview was finished, recording stopped, and time 

was made available for participants to talk and ask questions. In one instance, recording began 

again as one participant wanted to communicate more thoughts on the topic. Participants were 

thanked, given a debriefing sheet with information for local services (Appendix 7) and left 

when they were ready. The principal interviewer remained on-site for some time, informed 

staff that the research had finished and left.  

Additional procedures to those described were followed regarding two participants aged 16 

and 17 years who took part in interviews. Parental information sheets and consent forms 

(Appendix 8) were also given to their caregivers. One parent organised a meeting with the 
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principal researcher and consent was given. The other parent posted the documents in a 

stamped addressed envelope provided by the principal researcher. 

Upon meeting the focus group participants, the researcher spent time rapport building. Two 

young people withdrew before beginning and were supported to do this. Refreshments were 

offered and the research aim, and individual consent were reviewed again to ensure everyone 

agreed to proceed. Once oral consent was given, the focus group began with a general 

discussion about mental health, and some participants spoke openly about their experiences 

and perspectives regarding help-seeking. Others listened on and contributed by reinforcement 

in agreement with others’ statements. The group lasted approximately 20 minutes and 

participants were thanked and debriefed afterwards. Two participants after the focus group 

volunteered to do an interview, to explore further some of the topics they had discussed in the 

focus group. The researcher remained on-site until the appropriate time, informed staff that the 

research had finished and left. The focus group schedule is available in Appendix 9.  

The practitioner interviews took place at the practitioners’ workplaces and began in a similar 

format to the youth participants’ interviews, with a general conversation about mental health 

and then referred to specific questions that explored their role as a provider of youth mental 

health care (Appendix 10). All practitioner participants were thanked, debriefed, and provided 

with post-participation information sheets (Appendix 7). A copy of the interview schedule is 

in Appendix 11. 

 

4.4. Data Collection   

4.4.1. Interviews 

Interviews are the most widely utilised data collection method and are regarded as an effective 

way at examining an individual's thoughts, attitudes, beliefs and knowledge about a 

phenomenon in-depth (Lambert & Loiselle, 2007). Regarded as both an ordinary and 

extraordinary method, conducting interviews can be challenging and requires experience, skill 

and planning on behalf of the researcher (Richards, 2020). This study employed intensive 

interviewing, a CGT technique, which was used to support and guide the participants with 

exploring meaning, actions, intentions and experiences (Charmaz, 2014). Interviews also 

offered participants the opportunity to discuss their experiences and individual perspectives in 
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private, outside of the group context, which increased comfort to explore deeply the subjective 

reality of help-seeking for a mental health problem (Bryman, 2008). 

4.4.2. Focus groups 

A focus group can be described as a carefully planned series of discussions designed to hear 

perspectives on a specific phenomenon in a permissive and non-threatening space (Krueger, 

1994). They are a widely used data collection method and can produce qualitative data that 

provides insight into the perceptions, motivations, concerns and opinions of participants by 

generating a collective consensus (Gibson, 2007, p. 474). Focus groups are used extensively in 

healthcare research and their use with younger people is well documented as an important 

strategy as a valuable, interactive, fun and developmentally effective method in gaining 

understanding about young people's views on sensitive subjects, such as mental health (Gibson, 

2007). Focus groups were a useful method in exploring mental health perspectives as they 

facilitated insight into how mental health attitudes, acceptable or taboo, were negotiated, 

created and exchanged among participants in a social setting, albeit created (Litosseliti, 2003). 

Focus groups also provide interaction and narrative data from discussion on how participants 

constructed their experiences, providing depth and perspective to the phenomena of help-

seeking behaviour (Gibson, 2007; Lambert & Loiselle, 2008). Similar to interviews, early 

preparation, the skills and experience of the moderator, location, scheduling, and the 

environment were crucial for a successful focus group (Gibson, 2007).  

4.4.3. Combining qualitative data methods  

The combination of data collection methods in some literature is referred to as methodological 

triangulation and is believed to increase trustworthiness and quality of research and to assist 

in broadening conceptualisation (Creswell & Miller, 2000; Golafshani, 2003). Tobin & Begley 

(2004) prefer to describe this method combination as akin to a crystal as it illuminates multiple 

aspects of the phenomena. Morse (2002) encourages researchers to make use of multiple 

qualitative methods to enhance analysis of phenomenon. While this combination method is 

well established in the wider literature, Lambert and Loiselle (2007) state that researchers need 

to be explicit about their reasons for combining qualitative methodologies as "ad-hoc 

combinations of methods can threaten the trustworthiness of findings" (p. 230). As 

Vandermause (2007) emphasises the need for innovative methods and combinations of 

qualitative methods to address the complexity of healthcare phenomena, it was decided that a 

combination of methods would assist in the collection of reliable data on multiple and diverse 
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realities (Golafshani, 2003) in two ways. Firstly, this allowed participants self-select to either 

a focus group or an interview, depending on their individual preference and comfort levels 

(Lynch et al. 2018). In this study, this led to fewer refusals, minimal withdrawals, and increased 

convenience (Lambert and Loiselle, 2007). Secondly, this methodological combination was 

used for data completeness in researching help-seeking behaviours and meaning construction 

between the group (social) and the individual (subjective) realities on what is both a personal 

and interpersonal action (Lambert & Loiselle, 2008). 

4.4.4. Interview guide development 

This research used a semi-structured interview and focus group guide which included 

predominantly open-ended questions. This approach provided structure and focus in guiding 

the interview process but was also open enough to facilitate reciprocal discussion and for 

deeper exploration to uncover new meanings (Galletta, 2013). Using open-ended questioning 

helped focus the discussion on the most relevant aspects of participants experiences and 

supported both flexibility and structure for exploration of the topic (Bryman, 2008). Open-

ended and semi-structured approaches to data collection are companionable with the 

constructivist grounded theory design (Galletta, 2013), as broad and general questions 

supported participants to construct their meaning regarding experiences (Creswell & Creswell, 

2017). Three guides were created, one for the interviews, one for the focus groups, and one for 

the practitioners. A sample of questions can be viewed in Table 3. 
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Table 3: Sample interview and focus group questions 
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The interview guides were carefully developed from the aims and objectives of this research 

and used Bronfenbrenner’s Ecological Systems Model (1979) to consider the factors that 

encompass mental health and help-seeking behaviour; participants were asked about their 

direct experiences, the influence of family and social networks, as well as wider culture and 

society. As interviews proceeded, the guides were updated and built upon through new insights 

from participants in keeping with a grounded theory approach whilst maintaining flexibility 

and variance (Lambert & Loiselle, 2008; Charmaz, 2014). This meant questions were added 

on themes that were identified during data collection and posed to subsequent participants. 

Deciding to stop was informed by the concept of saturating the theoretical concept; the 

sampling technique was not yielding new properties to the phenomenon studied (Charmaz 

2014). 

4.4.5. Interview techniques 

Young people in general are keen and able to participate in research and decision-making that 

affects their lives, but they do not always have the opportunity to do so (Forde et al., 2017; 

Forde, 2018). Techniques and skills from the researcher’s youth work experience were 

employed to ensure young people were supported to participate and be included in a manner 

that was appropriate for them. This began with reflexivity and consideration regarding the 

position of the researcher. The role of the relationship between researcher and participant was 
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central to the chosen methods in this research, and the researcher spent time developing rapport 

and establishing some foundational trust with each participant, from initial contact to 

debriefing, and experienced a genuine positive regard for participants (Prior, 2018). The 

research was conducted in partnership (Richards, 2020) and participants communicated 

participation as a positive experience and the researcher conveyed genuine respect and 

gratitude for their knowledge and time.  

Aside from checking with the interview guide, no notes were recorded until after the participant 

was finished and exited as this may have caused feelings of objectification. As the research 

investigated mental health, focus, care, and active listening were prioritised to each participant 

to facilitate participants to discuss what they deemed relevant. Reflective practice was used at 

all stages, sometimes during an interview, which led to exploration of interesting and relevant 

topics as they arose. During focus groups, the researcher managed challenges such as group 

pressure, group dynamics, withholding, embellishing and distortion and supported a successful 

group discussion (Richards, 2020; MacKay, 2012). Recording reflections and memos 

regarding the group interaction assisted with understanding during the data analysis stage. This 

approach and skill set combined with open-ended questions, great sensitivity and an 

interactional space were successful in conducting an ethically sound and impactful interview 

that respectfully gathered rich data (Lambert & Loiselle, 2008; Charmaz, 2014; Richards, 2020; 

Prior, 2018).  

4.5. Data analysis 

The data collection process based off the study design was successful in yielding rich in-

depth data about young people, help-seeking and mental health. Charmaz’s (2014) 

constructivist grounded theory (CGT) approach informed data analysis in this study and 

proved ideal for the handling of the rich and detailed data obtained (Figure 10). 
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Figure 10: Visual representation of CGT Methods (Tweed & Charmaz, 2011, p. 133) 

 

 

 

4.5.1. Beginning analysis  

Analysis is embedded in all stages of CGT, for example, theoretical sampling was used 

throughout data collection and involved inquiring in subsequent interviews new lines of inquiry 

that were intriguing from earlier ones (Charmaz, 2014). After data was collected, it was 

transcribed by the researcher in sequential order. A practitioner transcript and a youth 

participant transcript are available in Appendix 12 & 13. The researcher then repeatedly 

listened to the original audio and made notes (Appendix 14) as well as reading transcripts and 

making notes (Appendix 15), which helped increase familiarity with the data. Transcripts were 

uploaded to the Nvivo 12 software programme for coding and systematic organisation of data. 

CGT methods facilitated the researcher to bring the interaction with participants into an 

interactive and analytical space, beginning a process of deeper and focused data analysis. 

During all stages of the research the researcher made many memos to capture burgeoning ideas, 

thoughts and insights, which were transcribed to Nvivo 12 (Appendix 16). Memo-writing is 

considered an important process for a grounded theorist, representing the space between data 

collection, and writing drafts (Charmaz, 2014). The iterative approach or the constant 



93 

comparative method of grounded theory was helpful for analysing data for complementary, 

similar, or different patterns across data, within data and with data obtained from different 

collection methods (Charmaz, 2014). This provided further understanding of different aspects 

of the same phenomenon from different perspectives (Lambert & Loiselle, 2008). 

4.5.2. Coding 

Transcripts were coded following Charmaz’s (2014) framework using a combination of word-

by-word, line-by-line, and incident with incident coding techniques during the initial coding 

stage. This stage focuses on ‘theoretical playfulness’ (Charmaz, 2014, p.137), to try out ideas 

while providing analytic direction in looking for subtle meanings, new insights with the ability 

to return to the data at any stage and make new codes. This stage is more than just sorting and 

organising, it is the beginning stage of theoretical insight (Charmaz, 2014). Each participant’s 

transcript data resulted in an extensive initial coding process which came to a natural end 

(Appendix 17). The next stage was focused coding, which was less time consuming than initial 

coding and brought codes together into categories, sub-categories and concepts (Appendix 18). 

This stage is important for what is termed theoretical sensitivity. Charmaz (2014) describes this 

as an important hallmark of grounded theory, the ‘ability to understand and define phenomena 

in abstract terms and demonstrate abstract relationships’ (p.161). In this process, analytical 

codes are constructed, which lead to abstract concepts that have defined empirical connections 

and are distinguishable from other concepts. Axial coding strategies were employed to 

understand connections between sub-categories and categories by bringing the data, which is 

fractured from analysis, together again to provide dimension and ‘dense texture to the 

relationships around the axis of a category’ (Strauss, 1987, p. 64 in Charmaz, 2014, p.147). 

This stage is connected to theoretical coding which was an integrative process and provided 

coherence across categories of broader structural connections and relationships (Charmaz, 

2014). In-vivo codes represented what was happening in the data theoretically, for example, 

terms that were used to convey condensed but significant meanings or a new perspective and 

were often taken direct from the participant’s dialogue (Charmaz, 2014). Once the focused 

codes were completed, it became clear across participant folders on Nvivo that categories were 

evolving, and so the whole data set was again organised into categories, sub-categories, and 

concepts, all of which fed into the overall theoretical concept of young people’s help-seeking 

journey (Appendix 19).  
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4.5.3. Treatment of data 

There were two distinct data sets in this study, interviews and focus groups. Each set was 

analysed separately but in the same manner. Regarding the combination of qualitative methods, 

using the crystal analogy (Tobin & Begley, 2004) the researcher integrated the focus groups 

and interview data discovering great convergence, little divergence, and predominantly 

complementary data (Lambert & Loiselle, 2008). Grounded theory methodologies were 

appropriate and compatible for analysis of this focus group data and interview data (Gibson, 

2007; Stevens, 1996). This researcher had previous experience with this style of analysis and 

found that when performed meticulously, the integration of individual interview data and focus 

group data was a productive strategy that led to an enhanced understanding and confirmation 

of the phenomenon’s structure and essential characteristics as existing in personal and social 

realms (Lambert & Loiselle, 2008).  

 

4.6. Ethical considerations  

Ethical approval was obtained from Ulster University Research Ethics Committee prior to data 

collection (UUREC No: 180010). Permission was provided by the service providers to recruit 

staff working in their service for this study. This research had elevated risks as it involved 

young people and mental health. The British Psychological Society's (BPS) Ethical Principles 

for Conducting Research with Human Participants (2014) guided the research design. 

 

Participants were provided with an information sheet detailing the aims, methods, procedures, 

the type of data collected, expected duration, how data will be used, limits of confidentiality, 

planned outcomes, prospective research benefits and the contact details of the researcher (BPS, 

2014). Participation was voluntary without incentives and participants were informed about 

their right to withdraw at any stage without adverse consequences. Informed written and verbal 

consent was obtained.  

 

Pseudonyms were used and all personal information and all personal identifiers were removed. 

In addition to this, certain information within in-text quotations was removed, omitted, or 

changed if the researcher deemed it as having the potential to compromise anonymity. Data 

was stored according to the General Data Protection Regulation (2018) and freedom of 

Information Act (2000). Paper documents were stored in a locked filing cabinet and electronic 
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data, including audio, was stored on a private password protected server for the appropriate 

length of time. Only the researcher had access to the data and took responsibility for the data 

storage. No participant withdrew data post participation.  

 

To safeguard against potential risks, such as triggering of distressing feelings, written and 

verbal briefing and debriefing was provided as well as literature detailing local mental health 

services. A distress protocol was developed (Appendix 20). A separate parental information 

sheet and consent form was provided to participants aged 16 and 17 years as they required 

parental consent to participate. These participants were offered the option of having a chosen 

adult present during data collection. The principal researcher was trained in child safeguarding 

and had access to a support structure already in place to deal with any safeguarding concerns. 

No safeguarding issues were disclosed during the research. 

 

4.7. Integrity in research  

4.7.1. Trustworthiness and authenticity 

The provision of a transparent and thorough description regarding the design of this study has 

increased its trustworthiness (Golafshani, 2003; Lambert & Loiselle, 2008). Acknowledging 

the methodological triangulation and the associated epistemological assumptions and how they 

were analysed also promotes integrity and trustworthiness in this research (Cresswell & Miller, 

2000; Lambert & Loiselle, 2008). Trustworthiness checks can be done within the data itself 

through the production of thick and rich descriptions of the setting, the participants and the 

statements (Creswell & miller, 2000). The researcher adopted a strategy for trustworthiness 

which involved developing an in-depth knowledge of the people and the phenomenon in 

question as Charmaz (2014) suggests this can reduce the likelihood of making assumptions or 

projecting preconceived ideas into the work. Careful reflection on the data, the codes and the 

concepts, engaging in initial and focused coding and checking for how concepts and data 

increase understanding, and revisiting the context to ensure that the data supports assertions, 

can all contribute to revealing preconceived ideas (Charmaz, 2014).  

The sampling strategy was thoroughly considered and detailed. Questions were carefully 

constructed for their wholeness, their ability to inquire about the phenomena, and for their 

appropriateness, sensitivity, and flexibility (Galletta, 2013). An important validity check in this 
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study was to test the trustworthiness of the researcher’s analysis and understanding of data 

through the use of member checking where the researcher shared the results with some 

participants (Creswell & Miller, 2000). One participant reported back that they valued hearing 

others’ experiences while reviewing research findings and how this validated their mental 

health experiences and participation in this research Also used was the peer debriefing where 

peers who were familiar with the topic and grounded theory but who were not conducting the 

research were engaged throughout the whole process (Creswell & Miller, 2000). 

4.7.2. Reflective Analysis 

An important validity check in qualitative research is the reflection on the researcher's position. 

I have used guidelines form Creswell & Miller (2000), Galletta, (2013) and Charmaz, (2014) 

to explore and acknowledge my privileges, perspectives, reality and self-disclosing 

assumptions beliefs and biases.  

My interest in this research comes from my professional experience working with young people 

for over 15 years in the community youth work sector. I trained in psychology, and I initially 

wanted to pursue clinical psychology but through volunteering in youth services, preferred 

youth work for its broad application, its creativity, and its flexibility. I have both provided 

mental health care to young people over this time, and supported young people to care, in a 

variety of ways and methods. I also have a network of colleagues in other semi-formal and 

formal services who I work with, socialise with, and share thoughts with regarding different 

methods and strategies to support young people. Over this time, I have engaged with many 

young people and observed how they navigate their way through youth and development while 

managing a mental health problem. I feel that I have seen most outcomes, positive and negative, 

while simultaneously observing the quality of care for young people by services and other 

adults in their lives. I have observed systems succeeding and failing, with different young 

people in different contexts. It always seemed complicated and uneasy to predict whether a 

referral would result in help or harm.  

My biases move around, I have been a champion of all services at one time or another. Some 

days I feel quite neutral about mental health services and there are other times where I am sure 

one type of service is better than the other, and then other days where I am provided with 

evidence of the contrary. This has greatly informed my research – all services work well, some 

of the time – but why don’t they work well most of the time? Something felt deeply wrong 

about the current options for mental health care being a matter of chance as it is an essential 
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healthcare service. I wanted to critically examine youth mental health care within context and 

was motivated towards a deeper analysis, to purposively stop for a moment and consider what 

is actually happening? To take stock in how far we have come but what do we need to do? How 

can I figure out what can work for young people? 

I have also been motivated to do this research as a result of my direct experience of young 

people telling me about their mental health care journeys. I have seen young people with a 

problem get timely support and how immediately and quickly they adapt and resolve problems, 

returning to growing and developing. While I have seen some of the most amazing young 

people cope in ways I could not have imagined, despite poor mental health care, I have 

witnessed the outcomes of not having support when problems first emerge; in their quality of 

life, their development and how they grow into adults; their ability to pursue and build their 

own lives, their relationships, their children, their physical health, their addictions, their 

suicides. I just wanted to do something rather than remain a silent witness. 

I believe young people are often othered, dismissed or discriminated against because of their 

age, and how important opportunities are missed to improve their lives. Understanding early 

intervention and an appropriate way to provide mental health care to young people seems 

obvious and important to me. I knew that young people were willing to talk about their needs 

if asked in the right way and at the right time; I have heard hundreds of volunteered stories of 

help-seeking experiences and felt in a position to start exploring that in a formal academic way. 

I am in the privileged position of being an adult, yet I have experienced adolescence; youth is 

a type of marginalisation that you can grow out of. I can connect well with others and provide 

space for them to tell their stories. I see my adult role as an antenna, with some grounded 

understanding, in having experienced youth. I view my primary role as to create spaces for 

story-telling, listening and meaning making, which when recorded could have the potential to 

be communicated respectfully and transformed into action, through my analysis and write-up.  

 

4.8. Conclusion 

This chapter has provided a transparent and thorough account of the methodological aspects 

undertaken in this research which were designed in line with the study’s aims and objectives. 

In the examination of complex phenomena, such as mental health and the subjective 

experiences of help-seeking with personal distress, constructivism as an epistemology and 
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symbolic interactionism as a theoretical perspective were successful (Golafshani, 2003; 

MacKenzie et al. 2006; Charmaz, 2016), especially when used within the highly compatible 

methodology of Constructivist Grounded Theory. This chapter also detailed how both young 

people and practitioners (N=24) were selected and recruited, as well as providing a discussion 

on the importance of a well-designed sampling technique. In addition, an examination of the 

importance of interview skills and ensuring a good rapport with participants was provided, with 

insight into how these factors supported trust in the data collection process. It has also 

addressed the methodological challenges and how these were negotiated, with reference to 

important risk and ethical decisions. In the interest of ensuring trustworthiness and authenticity, 

this chapter concluded with a reflective analysis. The careful preparation of study design was 

important as it led to the collection of rich and in-depth data. 
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5.  Findings  

5.1. Introduction 

This chapter presents the findings from research with young people aged 16 - 25 years and 

practitioners who provide youth mental health support, investigating participants experiences 

of and perspectives on being young and help-seeking for a mental health problem. Data were 

collected and organised into two sets for analysis using a constructivist grounded theory 

informed approach (Charmaz, 2016). Research is presented in two parts, representing the two 

perspectives investigated; young people, who took part in interviews (N=14) and a focus group 

(N=6), are presented in Part A and findings from practitioners, who took part in interviews 

(N=6), are presented in Part B.  

 

5.2. Part A – Findings from the Young People  

This study recruited eighteen young people whose demographics are represented in Table 4. 

Information has been presented in a way that protects anonymity.  

Table 4: Youth participant demographics (N=18) 
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Part A explores findings regarding young people’s direct experiences of help-seeking for a 

mental health concern, in four categories (Figure 11). Category 1, Young people’s lives, 

illustrates participants’ environmental and interpersonal contexts and provides a foundation for 

findings in Category 2, Managing mental health problems. This category describes how 

participants’ conceptualisations of mental health, and their social relationships influenced their 

decision to search for help, and their experience of asking for help. Category 3, The help, 

explores in rich detail, participant’s experiences of services, interventions, and helpers. The 

final category Impact and outcomes, examines how their experiences affected them and the 

key elements that young people need from mental health care.  

 

Figure 11: Part A categories 

 

5.3. Category 1: Young people's lives 

This first category presents findings from participants descriptions of their individual life 

circumstances and their personal conceptualisation of mental health. Before understanding 

help-seeking experiences, it is essential to first appreciate what context young people help-seek 

from, and how this impacts their journey of help-seeking and engagement in mental health 

care. This category discusses findings from four sub-categories: 1. Participants’ Early 

experiences; 2. their Conceptualising of mental health; 3. the impact of Cultural and society; 

and 4. their Social networks (Figure 12).  
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Figure 12: Young people’s lives 

 

 

 

5.3.1. Early Experiences  

Participants shared memories of their childhood and the environments they grew up in, with 

more females than males able to recall early life experiences. Participants described what was 

“normal” for them in childhood including refugee and immigration experiences, and 

experiences of being in state care. 

“Normal” Childhoods 

Many participants described childhood as a time where they experienced different and 

challenging life situations. Some participants described not having their needs for attention or 

love met during childhood: 

“You want to feel loved by somebody… it’s a natural thing…and you’d get put down for it” – 

Cathy  
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Many participants described having caring responsibilities during childhood often as a result 

of parental bereavement. Gerard described caring for his mother who had severe mental health 

problems which resulted in missing school regularly; unsupportive experiences with social 

work, and Laura described her experiences as a young carer for differently abled family 

members: “I went there [school] to get a break because I would go home and then I would get 

to work!”  

A few participants experienced parental separation and divorce during childhood. Claire 

discussed her parent’s drawn-out separation, their eventual divorce and how moving to a new 

house triggered her subsequent and ongoing mental health problems: “… being that young and 

not understanding, that it seemed far worse than it is, because I don’t have the pieces to put 

together”. 

 

Many participants indicated that their mental health problems in adolescence and emerging 

adulthood were either a direct result of early life experiences or a continuation of the issues 

they faced as children: 

“I remember just wanting to hurt myself… and of course you never know what it is, you just 

think you’re a crazy little kid …but then that carried on through and got worse as I got older” 

– Cathy 

Overall, mental health distress was described as present in childhood with some participants 

describing a general awareness:  

“Just there was always something itching at me, just I wasn’t feeling right” – Cathy   

While others recalled memories of intense distress as a normal part of childhood: 

“I started having panic attacks when I was about five or six, so I was really young” – Laura  

Andrew described that when the distress that he carried from his childhood was finally 

addressed in later adolescence, that these experiences could be reframed and contributed to his 

resilience in emerging adulthood: “and I think when you actually go through some stuff … and 

you get past it … you go woah, you’re actually a lot stronger than you think”.  

Participants talked about others they knew who had similar challenging childhood experiences 

and did not view their own experiences as abnormal but part of a wider range of circumstances 

that children in general experience.  
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Refugee and immigration experiences 

Four participants in this study described experiences of immigration to Ireland during 

childhood or early adolescence. As a member of a family seeking asylum, Thomas described 

his experiences of feeling powerless and overwhelmed: “I don’t want this [laughs]… It’s not 

like I wanted to come to your country … it wasn’t my decision, it was out of our hands ... it can 

be very, very tough for especially African children that emigrated here”.  

Language and accent barriers greatly impacted Thomas’ ability to communicate with others: 

“they could be just trying to understand the accent alone!”  

Thomas discussed the difficulty of connecting to other Irish children and making friends with 

other African young people due to similar life experiences: “African kids in Ireland, the ones 

that came here whether through like refugee or whatever, they feel like they always like 

separated themselves from the culture but it’s not that it’s just that they hang around with 

people from similar backgrounds ‘cos they know they seen the same things… even though they 

may not talk about it, it’s like there’s almost an unsaid unity, whether it be struggle or it’s like 

you can identify and that they’ve been through hardship as well, so that’s why … the bonds are 

so tight”.  

Thomas described how he felt unable to talk about his experiences of trauma to others within 

his culture or outside of this culture: “I’ve seen [pauses] … I’ve seen a man being killed in 

front of me… they burned him… like scary do you know what I mean? I was a kid and I saw 

that and I’m like [face astonished], like nobody? [pauses] like it was like a normal thing…”  

Asylum seeking can compound other issues such as intergenerational differences, cultural 

differences, and family dynamics: “you see your [Irish] friends… telling their parents how 

they feel and you can’t, my Mum said “why you sad? you have food at home? …you have 

somewhere to sleep? you have your own house? you have a uniform? you have shoes? you 

have a jacket? [laughs] why you sad?” – they just don’t get it… they had to go through a lot 

to survive and I always say like they honestly believe they’re doing a better job than their 

parents” – Thomas 

Two participants described feeling alien, othered and isolated from how others treated them: 

“…then coming to a whole new place … they try to make friends; they’re really trying but 

people look at them different” – Thomas  
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Especially when others in society, such as teachers and taxi drivers, repeatedly question their 

origins: 

“Their biases are very real … I don’t know how to explain it but someone going as far as, ‘oh 

where are you from’, and you say '[large town]' and they say, 'no where are you from?', you 

know what I mean? that kind of thing” – Thomas  

Thomas described how inexperienced, racist or poorly trained Garda officers rely on racial 

stereotypes from media to inform their interactions with young African men: “I’ve met some 

Gardai…who’ve literally just come from one town somewhere in this country and come up 

here right and all they ever knew was that, so when they see foreigners they just, they only 

know them through tv, does that make sense?”  

Racism, on top of the stress of immigration, exacerbated participant’s distress. Parents advice 

was to ignore racism and focus on creating a new life, which was the purpose of immigration. 

Andrew described this as an impossible task: “if somebody is being racist to you, don’t pay 

attention to them … but then they [parents] don’t know that there is only so much you can 

take”. 

Andrew spent his childhood in foster homes and described feeling different and disconnected 

from his wider family. This practice was a private arrangement between Andrew’s parents and 

another African family living in Ireland, who took on his legal guardianship and fostered him 

and his siblings until he finished his education: “it’s just different from everyone else because 

everyone else has got either a mum or a dad, if not both, or aunties and extended families but 

as for me it’s just [pauses] it’s just you and your [siblings]”.  

Andrew reflected on how many difficult life situations were compounded by instability in 

foster homes: “I just grow really, really fast, because I wouldn’t have had my parents around 

me… I lived in this person’s house, this and that… no parents, just us three like… there’s so 

many stuff you go through as a young person”  

Immigrating as a child is extremely difficult and has a lasting effect on mental health: “African 

parents should take into consideration more about mental health”. 

Some participants immigrated on their own in an attempt to improve well-being and to search 

for connectedness. James decided to immigrate to Ireland, to live with extended family, due to 

feeling unsafe, unwell, and unable to get support and acceptance in his home country. The 
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recent cultural resurgence in the popularity of extreme right-wing political views across 

countries in Europe resulted in attitudes becoming increasingly less accepting of people in the 

LGBTI+ community: “…I think my health was kind of deteriorating, because well first I live 

in [home country], it’s not very friendly environment for LGBT people, I was still in the closet… 

I was very tired of pretending and came to Ireland hoping that I could find some acceptance”.  

James struggled with his expectations of immigration as a solution to his distress: “not that I 

was disappointed, but I had some, maybe too big expectations, because I still felt a bit too 

weak, um to be honest with myself and others”.  

Rachel, who experienced parental abandonment, also immigrated to Ireland to live with 

extended family and seek connection, find identity and live a better life: “I was like, no I’m 

going to be fine … I was so excited but six months later I was in a new school in a new country, 

and I didn’t know anybody, am [pauses] and I became very suicidal”.  

Rachel described living in Ireland with a family member who had addiction issues, how she 

was unable to escape distress she carried from childhood, and how she ended up in state care: 

“…this was meant to be a good thing that I came to Ireland, I’m safe now and going to school, 

why is not everything going to plan? But she kind of knew everything would be difficult for me, 

but she had her own issues too I guess.”  

How immigration impacted participants mental health was a result of different factors 

including choice and support networks. Immigration was a complex and unique process for 

each participant and while it mostly offered physical safety, it intensified some participant’s 

mental health. 

State care 

Two participants reported experiences of spending time in care of the state in childhood and 

adolescence. Participants discussed their experiences of going into care, an act of institutional 

safeguarding, as traumatic and lacking emotional support: 

“You have people who are social workers, who have the power to take away children, they 

don’t look at the emotional side of it …but it was almost like after the safeguarding is done, 

their job is done - they just leave you to wonder about all of these depressing feelings” – Rachel  

Aine described her experience of living in a care home, having limited confidentiality and 

privacy, and not being able to find the help she needed: “So I had no trust in them because 
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anything you say when you’re under 18 goes straight back to whoever in the care home…even 

when you know it’s not a child protection issue it still goes back, I could have told them ‘I think 

the sky is green’ and they’re repeating what I said.”  

Participants described social workers as being allied with other professionals and colleagues in 

the health services:  

“Because my legal guardian was a social worker, who was also in the health service, they were 

kinda like, well we’re on the same power as you, we’re a health service, we should be involved 

in everything got to do with this young person. I think that’s mainly why they told them 

everything.” – Aine  

Participants developed deep distrust towards professionals in health and social care services. 

Rachel discussed how after admission to a psychiatric unit, due to previous and ongoing 

unhelpful experiences she still would not reach out to her legal guardians (social workers): 

“even though I was under their care I would never actually go to them for a problem… even 

when I was admitted into the psychiatric hospital… the person I told was Mary… and she came 

to visit me every day and she was like Rachel you need to tell your social workers, you need to 

tell people that are looking after you and I remember I was like – no” – Rachel 

Aine described how the constant turnover of staff resulted in few opportunities for developing 

trust with social workers: “So you don’t trust them in that sense and then you kind of give up 

on them because … it always changes. The person always changes.”  

Participants shared experiences of instability in placements which resulted in new schools, new 

friends and repeatedly trying to develop new support networks: 

“I first moved to [large town] when I was 17 and I didn’t know a single person” – Rachel 

Aine identified that ‘being in care’, specifically the instability of placements, resulted in 

instability in mental health care: “I think my biggest one [barrier] was probably actually being 

in care, because I moved so much, so by the time they were getting the referrals sent I was 

being moved… straight back to the beginning… of having to wait, and it’s like no wonder I 

ended up in crisis so many times.”  

Aine discussed how attending care plan meetings left her feeling objectified, excluded, 

disrespected and othered: “they still always talked about you like as if you weren’t there and 
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said things that like any human would know would be hurtful to anybody and especially to a 

teenager…” 

Both participants discussed having mental health problems before being ‘in care’:  

“…any kid in care is going to have issues already. You didn’t end up in care for the fun of it” 

– Aine   

Participant’s overall experience of this system was overwhelming, unstable, and involved 

recollections of incidences of psychological harm. Aine and Rachel, who were already dealing 

with intense distress, found that their placement in ‘state care’ further compounded their mental 

health. 

Summary of early experiences 

Findings from this first sub-category indicate that childhood is a period of life in which many 

types of varied and challenging experiences can occur and are normal for the individual 

experiencing them. Experiences of asylum seeking and immigration and being in state care can 

be a barrier to formal help-seeking. Young people experienced unmet needs, family caring 

responsibilities, family separation, family mental health problems, caregiver addiction, abuse, 

parental bereavement or abandonment, and trauma, which was found to contribute to distress 

in childhood and youth. Childhood experiences were found to shape participant’s 

understanding of their own distress and conceptualisations of mental health.   

 

5.3.2. Conceptualising mental health 

This sub-category explores participant’s ideas, analyses and understanding of mental health 

(Figure 13). Participants discussed the normality of mental health, the broad spectrum of 

human experiences, the mind as a complex and at times perceived as an independent force, 

connections to physical health, their knowledge of the topic and the role of problem-solving 

and personal responsibility in managing mental health. 
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Figure 13: Conceptualising mental health 

 

 

 

As a part of life 

All participants believed that mental health was a neutral phenomenon, one that could change 

depending on the context or the challenges they face:  

“We could be thinking really well and living a good life and happy or we could be struggling 

with our mental health meaning that we’re going through some kind of phase or depression” 

– Cathy  

Liam depicted his experiences of ongoing mental health problems as a normal part of his life: 

“it’s a fact of life you know?” and Joseph discussed the ubiquitous nature of mental distress: 

“it is like the common cold in Ireland, everyone in Ireland is touched by it in some way”.  

Some participants took comfort in the commonality of mental health problems, identifying and 

connecting with other’s pain, and feeling less othered:  
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 “I think everybody is kind of a bit mad [smiles]… even the psychiatrist or counsellor I was 

talking to actually has to go see somebody else! [astonished smile] ... everyone is struggling at 

the end of the day” – Rachel  

Mental health problems were described as stigmatised and some participants observed that 

although a lot of young people suffer distress, it can be ignored, denied or rejected: 

“it’s like your normal health really and a lot of people probably ignore it… they deny 

themselves the fact that they do have mental health sometimes…” – Laura 

One participant in the focus group expressed frustration at the persistence of extreme 

stereotypes about mental health:  

“…not only do they think negatively, they think the extreme end of negatively, they think the 

whole schizophrenia, bipolar, total breakdown … rather than just depression” – FG Aine  

Andrew stated the need for cultural acceptance of distress as a typical part of health and human 

experience: “it’s not a disease, it’s not a sickness that you have to hide from everybody”. 

Participants regarded mental health as a normal part of life, an aspect of being human that all 

people have to manage, despite the stigma from others. 

As a complex phenomenon 

When asked about what mental health is, many participants described it as primarily 

concerning emotions and feelings discussing intrapsychic processes and abstract and intangible 

aspects of the self. Erin succinctly stated, “it’s the part you can’t see” and described how 

mental health encompassed cognition, memory, and perception. She also described it as a lens, 

which filters how she perceives the world, interacts with others and also how she remembers 

experiences.  

Andrew initially explained mental health in a binary manner but later conveyed a more fluid 

understanding of the phenomenon: “… you can have bad and good at the same time”. 

James discussed how intrapsychic processes are directly connected to the external expressions 

of the self, in an input-output analogy: “Well it’s the state of your well-being or not… if it’s not 

bad then it’s good, if you’re healthy mentally, you’re happy”.  

Some participants described an internal duality between the self, as experiencing the distress, 

and the brain, as having independent qualities, inflicting the distress. Cathy expressed: “it’s 
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just the way our minds go”, describing her experiences of: “trying to redirect your brain from 

thinking about the bad stuff”. 

Joseph described this internal duality as an adversarial relationship and felt defeated when he 

acknowledged his need for external help to manage his distressing behaviours with food: “I’m 

kind of thran, it’s like I can win this battle myself, but that wasn’t the reality…so it did take a 

few years for me to finally give in to the illness and just say I need something else here because 

this is not working”.  

Liam stated: “the mind is a terribly confusing thing and it’s good to get some context and 

perspective from the outside every now and then”. Andrew reframed this confusion as a 

positive challenge: “it is just a fact of digging in deep and finding it… I take life as a big 

puzzle”.  

Participants discussed in detail the internal struggles they faced with their mental health. They 

offered language to explain the complexity of their internal and abstract experiences and their 

impact, which was often based on their knowledge of mental health.  

Conceptualizations  

Participants discussed how their knowledge of mental health has affected their ability to notice 

and manage it. Participants usually referred to schemas of physical health to explain mental 

health, describing an interconnected and interrelated nature between them:  

“it’s just as important as physical health and if one isn’t too well then the other suffers and 

vice versa” – Robert  

Some participants described learning how to recognise, understand and attribute personal 

distress as a mental health problem: 

“I didn’t realise that like that I’d get sick a lot every Christmas and every birthday and someone 

said to me once, ‘I think you’re just having a panic attack’ and I was like - what? [laughs] are 

you being serious? I thought it was a normal part of my life, I didn’t realise that it was 

something that I could solve” – Laura 

Andrew expressed how his own self-awareness, knowledge and positive attitude to mental 

health only came to him in emerging adulthood through experience: “… I only developed that 

about 2 years ago”. 
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Erin described how knowing about and comparing other’s experiences of mental health caused 

her to minimise her own experiences as not severe enough to warrant support: “…relative to 

what some other people are going through it seems little, but at the same time trying to compare 

yourself against other situations, it just makes yourself feel worse and feel guilty for feeling the 

way you do… it might just end up causing you to feel more shame and to go into that hole even 

deeper”  

Most participants described learning about mental health by themselves or through friends or 

family. Aine attributed a lack of knowledge about mental health with formal education: “…we 

were never taught about mental health or anything like that”. 

Andrew believed mental health was something to be monitored and prioritised, that mental 

health had a problem-solution dynamic. Andrew also conceptualised his mental health as 

controlled by the brain, and was motivated to take care of his mental health for better 

performance in sports: 

“Mental health is probably one of the most important factors of human life because I think 

your brain controls absolutely everything that goes on through your body… how can I make 

my mental health better so I can play better?” – Andrew  

Many participants stated that it was their responsibility to maintain their mental health:  

“Everyone has to look after their own mental health they just can’t say ‘oh I don’t have mental 

health issues’ but like you never know down the line you might have” – Robert  

Enda discussed how problem-solving in mental health was about trying to articulate thoughts, 

feelings and images from an emotional space into the physical world through language, in an 

attempt to connect with another person and to help relieve distress: “just trying to vocalise 

whatever’s going on up here and then relate it in terms to other people”. 

Some participants described problems as defects, that they could get fixed but developed more 

helpful conceptualisation over time: 

“…I wanted help to stop it and I needed somebody to analyse it and to be like okay this is 

what’s wrong here and we’re going to put you on this for a while and we’re going to get you 

help … [pauses] they can’t stop the flashbacks…I don’t feel like that there now” – Laura  
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Knowledge of mental health directly impacted how they viewed their role in managing their 

distress or in further getting support. 

Summary of conceptualizing of mental health 

This sub-category presents findings regarding how participant’s conceptualised mental health. 

Young people view mental health as a normal but complex part of human experience, existing 

on a spectrum and connected to physical health. Findings show young people differ on how 

they view problem-solving and personal responsibility, with personal understanding and 

knowledge of mental health described as learned from experience and others. 

 

5.3.3. Culture and Society 

This sub-category presents findings regarding how culture, societal attitudes and gender norms 

impact young people’s understanding and experiences of mental health and help-seeking. This 

section also explores how participants manage culture, intergenerational divides and navigate 

life and mental health in a modern, globalised, and technological world undergoing a climate 

change crisis. 

Attitudes to mental health 

All participants relayed their views about attitudes regarding mental health in Ireland, with the 

majority concluding that awareness has increased, and conditions were improving: 

“I would say it’s a lot better… compared to years ago …there’s definitely a lot more support” 

– Robert 

Some participants noted an increase in mental health as a visible and relevant topic on social 

media and believed that this has contributed to foundational mental health literacy: 

“it’s much more topical now, everyone at least has a basic understanding of what it is” – Liam 

This increased public discourse around the commonality of mental health has contributed to 

increased help-seeking:  

“At the time I think I was the only person I know in my immediate circle of friends who had 

gone to any kind of counselling … in that year I have been speaking to some other friends and 

they have started on it themselves… so whatever is going on whether it’s like the increased 
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recognition of it or like the push to get people to start talking it seems to be working” – Liam  

Other participants reflected on the helpfulness of increased awareness of mental health and 

questioned whether this translated into increased availability of access to help:  

“We’re great with words but we’re not great with action, so I think it has to be worse seeing 

everyone saying that and nobody actually doing nothing about it… awareness is great, but it 

doesn’t do anything if you don’t actually follow up on awareness” – Aine  

Rachel discussed how that despite increased awareness, families and friends are unsure how to 

help or understand the impact of mental health: “… they are aware of mental health, but they 

don’t know how to deal with it, and they don’t realise like what they say affects the person”. 

Participants in general observed attitudes to mental health problems as becoming increasingly 

positive over time and those trends indicate more acceptance in public discourse towards 

distress and seeking help.  

Gender norms 

All participants discussed the impact of gender on help-seeking with most agreeing that being 

male added an extra barrier to seeking help for mental health:  

“it’s very common here… there’s like this macho effect that nobody wants to talk about, it’s 

hard” – Thomas 

Joseph attributed male help-seeking behaviour as reflecting what is modelled in the home: 

“…the male culture for asking for help is non-existent, unless you have family behind you that 

is quite progressive and, maybe understanding of those kind of things…” – Joseph  

Thomas discussed parental role modelling regarding emotional expression in an African 

household: “apparently at the funeral my Dad was crying and for me to hear that I’m like ‘so 

he’s human?’, that’s how much of like a crazy idea it is to be a man in an African household 

and cry, it’s just unheard of, that’s part of why I found it like very hard to talk to people as 

well.” 

Robert stated that while gender may play a role, expression style can have a larger impact: “I’m 

a bottler” and Richard believed that ideas regarding masculinity and help-seeking were in 

transition: “men have more suicides than women, because women talk … I think it’s changing; 
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I really hope it’s changing, and I feel it’s becoming more common to talk about things” – 

Richard 

Laura discussed how young men’s externalising behaviours communicating distress are 

misunderstood: “a lot of them [young boys] … are very, very scared, they don’t know how to 

ask for help”.  

Many male participants labelled women as more natural, open, and therapeutic than men and 

are the preferred gender for support:   

“…the way that people talk about that stuff is with girls” – Joseph 

Some participants stated that the role of gender in the ease of help-seeking was relative: 

 “…it is still very hard for a woman to come out about certain things as much as it is for a man 

to come out about other things” – Cathy  

Participants discussed how help-seeking was difficult for all young people, for many reasons, 

and discussed how they manage culture and stigma. 

Managing culture 

Many participants described Irish culture as in transition. Claire referred to the influence of the 

legacy of asylums and institutions that fed into stigma in Irish culture: “…like ages ago you 

would have been locked up if you had anxiety… and like obviously we have gotten better at 

looking at it but it’s not where it should be”.  

Aine discussed the impact of transgenerational trauma on mental health and believed Irish 

culture was practiced in concealing problems and lacking in accountability and apology at a 

structural level: “… we like to be seen as being such a friendly and accepting country that if 

that means brushing everything under a carpet, we will, and we have for centuries and we’re 

very good at it. We’re not good at admitting our faults and actually rectifying them – we’re 

good at admitting it and then going ‘okay we’re sorry we did this like that 50 years ago’ – 

under a carpet. Gone. Instead of going ‘right I’m sorry we done this this let’s do something 

about it’”. 

Laura described typical Irish cultural responses to mental health as secretive and dismissive: 

“the Irish culture is very much joke about it… don’t really take anything seriously… very hush-

hush, we know it’s happening but let’s not talk about that sort of thing.” 
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Laura also discussed transgenerational trauma and how legacies of abuse affected many areas 

of Irish life. Specifically, she discussed how the Catholic church, and their authority across 

personal and public life, helped cement a culture of concealment and shame: “I think as well 

with the way that like everything to do with the church and all this here kind of stuff has messed 

with so many men’s heads, so many women’s, it’s messed with all of them, and then the shame, 

constantly under a cloak of shame to try and [pauses], and then they don’t open up and they 

don’t talk about it and then nobody wants them to talk about it as well, nobody wants them to 

come out and say it, I don’t know, I just think the Irish culture is very, very bad for mental 

health and the people don’t realise how closely linked probably the church is with a lot of that 

stuff”. 

Cathy also recalls dismissive reactions when asking for help from her family in early 

adolescence: “the Irish family being… ah sure there’s nothing wrong with you… you’ll grow 

out of it”.  

James offered contrast, discussing how positive values were in Irish society compared to his 

home country, and how support was easier accessed: “I think Ireland is like, sure it’s not 

perfect, but it’s in the top countries where you can actually find help…”. 

Two participants from an African background described managing African and Irish cultural 

influences, and how mental health was viewed as a ‘myth’ in their family environments: 

“As a black African, I grew up in an African background, in an African home, Africans just 

don’t really believe in mental illness, mental health or whatever it is” – Andrew  

Thomas explained that stoicism was the primary cultural expectation around emotional 

expression for both men and women: “a big part of like why … I don’t like talking about, like 

the emotion, it’s very emotional to talk about stuff like this and the fear of showing emotion 

[with emphasis] especially from an African household”. 

As a result, mental health professionals can be viewed with stigma and suspicion:  

“…our parents have kinda like passed down to our brain, it’s like, they get paid? [looks 

sceptically] Just – to – talk [with emphasis]?” – Thomas     

Participants discussed varying experiences of stigma: 
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“… the stigma of shame and embarrassment attached to mental health … there’s still a lot of 

secrecy around it and this whole having to pretend everything is fine” – Aine  

Rachel commented on how despite mental health conversations being more acceptable in peer 

groups, stigma still exists regarding derogatory terms used to disparage others: “one of my 

good friends …was like messaging her and it stopped, and I said what happened? and he said 

‘ah, she is crazy’ and I sat and I think, the amount of people who have sat and said that about 

me, like your mental, there’s something wrong with you”.  

Many participants expressed annoyance and frustration, viewing stigma as redundant:  

“It’s hard… there’s still a stigma to it but the sad part is, I don’t know why there is a stigma 

when it’s so common” – Thomas  

Young participants described more fears of the effects of stigma, especially on social media: 

“There is such a bad stigma around it…I was scared to put something up on my Instagram 

about mental health which is so weird because I shouldn’t be scared to do it” – Claire 

Participants in emerging adulthood communicated less fears of stigma, believing that the 

promotion of encouraging messages in public spheres had reduced aspects of stigma, and 

increased positivity around mental health:  

“… there’s a lot more services saying it’s alright, talk to your friends, talk to family, so it’s 

getting better thankfully” – Cathy  

Some participants believed that for mental health to be acceptable, change begins with the 

individual: 

“Trying to cultivate a culture that is a bit more open and things like that, people talking to 

each other and just having a cuppa tea with someone else that suffers…it takes massive 

bravery, and it takes yourself to change the way things are at the minute” – Joseph  

However, Laura explained how more common aspects of feeling unwell, such as anxiety and 

depression, states that can be attributed to thinking styles or personality traits, are less 

stigmatised and more acceptable than other types of intense distress: “…people think you’re 

really fucking crazy if you have got PTSD, because people think if you have anxiety, you’re 

just a worrier”  
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Some participants described stigma as present in physical buildings and in the cultural fabric 

around mental health: 

“I think especially in Ireland, as much as we want it to be gone it is still there” – Claire 

While attitudes towards mental health were described as transitioning, participants explained, 

in the interim, having to manage cultural values and expectations, often passed down from 

older generations. 

Intergenerational divides 

Most participants discussed differences between generations with younger generations 

expressing more open and accepting attitudes towards mental health. Liam noted that there has 

been significant change within the last decade alone: “I think it is much easier to bring up in 

general context than it would be to even five, ten, five years ago”  

Some participants described how family units can transmit or leave behind the attitudes of 

previous times and specifically how the coping strategies of previous generations are not 

appropriate now:  

“They just have different methods of dealing with it, go say your confession and have a pint, 

job done, [laughs] so that’s why they are very well-adjusted now [sarcastically]” – Liam  

Claire noted how stoicism, concealment and reticence are transmitted to younger generations 

and how older generations have different conceptualisations and language around mental 

health: “you don’t see granny and grandad’s chatting, ‘that one has depression’ you don’t 

hear that!... and that has been passed down because they didn’t talk about it, we don’t talk 

about it now”. 

Andrew discussed how growing up in Ireland with African influences emphasised 

intergenerational differences: “they [parents] don’t understand … because of the environment 

that we are in now… black African teenagers are in, it’s a lot different from what they had 

back then”.  Andrew discussed traditional African cultural expectations: “it is breeded into 

you, that you must have this strong mentality, which is true” and how he negotiated this value 

by incorporating help-seeking as a modern way of maintaining a strong mentality: “... they 

have been brought up in a way that means they just have to get on with it, back then, it is not 

the same as it is now… if you need help you go and get it…”.  
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Thomas discussed intergenerational trauma and how older generations can dismiss younger 

people’s problems: “Such taboo, such taboo [with emphasis] Like imagine if me at 7 and I saw 

like a lot of crazy stuff, imagine what my parents have seen? So, you go to them, it’s like ‘at 

least that’s all you got’ [laughs]?”. 

Some participants discussed how older generations expect younger generations to be happier 

because they are materially better off than their parents, leading to unhelpful comparisons and 

debates regarding mental health: 

“it’s complex, because I mean from one perspective, we have it so good, like you know we’re 

in a real time of peace, nobody is going off to war … [older people say] well look what we had 

to go through, we went through this, you went through nothing, you've nothing to be sad 

about…” – Erin  

Thomas empathises with the sacrifices of his parents and their experiences of seeking asylum: 

“they suffered… the reason why I never like blame my parents or anything is ‘cos I know how 

hard they’ve had to work to be there”. He believes the intergenerational differences represent 

different but equal struggles: “I felt like yeah my parents were literally trying to survive, 

whereas for us, it would be in the mind”.  

After much consideration, Liam decided that “it’s very hard to say whether one generation has 

it harder than the other”. 

Participants described how intergenerational divides deepened with new technology and social 

media, often bringing new challenges and stressors not experienced by previous generations. 

Modern life and the role of technology 

Some participants discussed the mounting pressures of modern life and technology on young 

people’s biology: 

“I think that society is evolving faster than we can evolve to catch up with it… advancements 

in technology and social media, say in industry … and our bodies don’t fully know, and our 

brains don’t fully know” – Erin  

Liam discussed information overload and the internet providing access to an unprecedented 

amount of information: “…and of course I don’t know if this is just like due to the increased 
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globalisation and social media and the fact that everybody is aware of everything that is going 

on now”. 

Cathy stated that access to too much information affects young people’s developing identities: 

“there’s too many variables being posted that kids can overthink, they see too many 

possibilities, so the mind can’t focus, which I think is a big contributor to overthinking and 

anxiety”. 

Liam commented on how the internet has created a platform for expression and has normalised 

the broadcasting of personal information to a wide audience: “The introduction of social media 

has given everyone an external monologue… some dark personal stuff, people are willing to 

share that out to the entire world, that’s good in some ways, if that helps people be able to 

process”. 

Liam examined some deeper anxieties he had arising from modern life describing how his 

generation have been dealing with a “constant existential dread … like its constant low-level 

worry for me that you know the way things are going climate change, the rise of horrible global 

inequality and the international fascist movement, ah things are getting pretty bleak and pretty 

dark and maybe it’s just me… but it is something that I am very, very concerned about and you 

know, the planet is on fire and the Nazis are back so think I’m pretty justified being a little bit 

concerned”. 

Liam also discussed climate issues: “I definitely think it is a worry… that is beginning to affect 

my generation and will probably have an impact on the next generation below me who have 

spent their entire lives dealing with constant, like climate issues”.  

Liam expressed a profound sense of helplessness and powerlessness feeling overwhelmed by 

global issues stating: “It is beyond my individual capacity”. Liam also expressed hopelessness 

about his mental health problems in the face of global issues: “… I have dealt with it and tried 

to get my own internal house in order, but as much as that helps and as much good as you do, 

[pauses] I don’t personally see things getting better”.  

Liam described how the economic conditions since the 2008 Global Financial Crisis has 

impacted what would have been common life goals for previous generations and have resulted 

in his adolescence being prolonged: “Oh I’m never going to have like a career, job, family, 

I’ve had plenty of discussions with people of my generation about like the lunacy of the idea of 

owning a house, the staple for generations”. 
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Despite these concerns, he takes time to acknowledge the discrimination he observed his 

partner of a different ethnic background enduring and his own protection from that:  

LIAM: …I got very kind of lucky, in the fact that I am a heterosexual white guy [both 

laugh]  

CI: Is that helpful? 

LIAM: It is! As much as I’ve been dealing with, I started life in easy mode…there are 

certain things I am never going to have to deal with but if I was like a minority of any 

kind in this day and age along with all the anxiety of never going to own a house and 

the planet - there are people who want you dead in leading governments around the 

world…” 

Participants described trying to manage mental health problems within the context of 

technology, globalism, social changes, and climate change and how this could impact 

motivation and opportunity to seek help.  

Summary of culture and society 

In this sub-category, findings show that young people are directly impacted by a multitude of 

factors within Irish society. Wider values and societal attitudes around mental health were 

found to have been significantly impacted by the legacies of institutional abuse and 

concealment. Although described as in transition, participants discussed cultural change as 

slow and stigma and intergenerational divides as impactful on mental health. Findings also 

show that being young today in a globalised, technological society that is facing climate 

change, is extremely challenging. 

5.3.4. Social networks 

This last sub-category describes findings from participant’s discussions of their social worlds. 

Participants explored their family and friend’s roles in their mental health and how their social 

environment supported or exacerbated their problems.  

Role of family in mental health 

For many participants, their family circumstances, conflict in the home or strained relationships 

were found to be a major contributor to their mental health problems: 
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“I realised that there was an awful lot… going on in my family and that I just couldn’t deal 

with it on my own” – Erin 

Claire described being overwhelmed by her parents’ new partners and new family 

arrangements after their divorce: “…almost like I was an adult before I was a teenager”.  

Cathy portrayed growing up in a family with unhelpful or stigmatising conceptualisations of 

mental health and trying to find an alternative: “you’re kinda brought up with it so you’re 

trying then to phase out of it”. 

Some participants discussed caregivers that did not have a lot of knowledge about mental health 

or a limited capacity to provide emotional support: 

“Why how dare you? do you know how lucky you are to have an education? … so like you feel 

almost ungrateful for even bringing it up” – Thomas  

Robert described supportive family members: “she has done a lot of work with mental health 

herself”. 

Many participants stated that their family members had mental health problems. Joseph 

confided in his father because: “he has been strong himself in the past” and Thomas sought 

help from his mother when she openly shared her experiences of depression and how this 

modelling encouraged him to re-examine his understanding of mental health and his hope to 

one day speak with his father about it: “… I know 20 years down the line, God willing, me and 

my dad will probably talk about it but as of right now there is not a chance … but my Mum? 

Because she went through it, it’s so much easier to talk to her about it”. 

Gerard regrettably discussed how his mother “wouldn’t go for help” and how it resulted in 

family breakdown, estrangement, and homelessness. 

Claire described about having to manage openness and concealment within her family due to 

stigma: “Most of my family doesn’t know what I deal with… on my mummy’s side, my aunties 

and uncles would have had a sense that I was going through something … my daddy’s side of 

the family, would know nothing”. 

Some participants discussed concealing mental health problems from family because of stigma, 

distrust, to protect, not to burden or for autonomy:  

“… I had to go outside first and then later on talk to her about it” – Thomas  
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Some participants discussed often talking with family members for support with distress due 

to their proximity and experience, but others described friends as offering more options for 

support. 

Role of friends and partners 

Most participants discussed the role of peers in their mental health. Liam explained how in 

recent times the offering of support from friends has become more common and Robert 

described how reciprocal support was helpful: “we can help each other through things, so say 

if I’m in a good spell and she’s not so good, I make sure to go see her and go to her house and 

we chill and we chat and we enjoy each other’s company”.  

Thomas also described supporting others by being open about their own struggles: “I’m always 

telling people… it’s okay… sometimes I feel alone… so it makes it easier for people to open up 

to me I think”. 

Supportive friends were often described as the ideal and preferred type of support:  

“I am lucky enough to have one… fella, must be just as sensitive as me but we just meet for 

coffee and ah last year I was telling him that I was suicidal, having thoughts or whatever, and 

he told me about how he was feeling and everything else, honest to say, it’s invaluable” - 

Joseph 

Some participants described keeping the more intense aspects of their distress to themselves: 

“bits and pieces… so when I do certain things, when I don’t want to do certain things at least 

they have that little bit of me… and then two months down the line, maybe I’ll say something… 

they understand you a little bit more, not fully, they may never” – Thomas  

Other participants described caution due to previous confidentiality breaches and finding it 

difficult to find friends who could understand or support them:  

“… many people like they really feel for you in that moment…but give them five minutes they’re 

going back to their lives… and you’re still in it” – Thomas 

Thomas, who manages two cultural influences, described finding it difficult to find support: 

“my Irish friends kinda wanted to get it but my African friends were like ‘suck it up’…”  
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A few participants discussed how their romantic partners could contribute to their problems or 

were unable to understand, leading to the breakdown of a relationship:  

“…like my ex-boyfriend, I finished with him because he was not mature enough to understand 

what I was going through” – Claire  

Several participants mentioned the suicide of a peer, and two participants discussed their direct 

experiences with peer suicide as having affected them profoundly. Thomas described his 

friend, who had taken his own life, had recently spoken about his mental health problems 

openly: “when he talked to me about it [mental health] he was cool… and then I told him I was 

going through the same thing… and I just found out like two days ago… I see him and then he 

was okay, he was fine you know?”.  

Thomas discussed how mental health problems can lead to suicide: “for a minority it can result 

and end in suicide…”. 

Joseph described the impact of his friend’s suicide as devastating to their peer group: “it is a 

very emotional thing for all of us… it has an effect, it's not just his family, it has affected the 

whole place”. 

Joseph expressed about the hopelessness, after his friend’s suicide, that many people felt with 

regard to prospects for treatment: “there must be 10 to 15 people that are suffering anxiety or 

depression or whatever, who are scared, scared to talk, and the suicide didn't change things.” 

Rachel discussed how her peer group openly discuss the disillusionment they feel about the 

potential for help with their distress: “it’s like almost like everyone has given up on the system”. 

While friends were an appropriate and preferred support for mental health problems, some 

participants found difficulty in finding the right type of support, especially when friends and 

peers are simultaneously experiencing their own distress.   

Social environment 

General findings regarding young people’s social environment described the importance of 

having a positive social environment and how mental health was exacerbated by negative 

treatment and bullying from others:  

“I remember them calling me and just been like go lie in your bed and cut yourself” – Rachel  
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Joseph described conversations with a sports coach that triggered eating problems: “that two-

minute conversation caused 10 years of turmoil, [I’m] still going through it.”  

Laura also discussed her experiences of growing up in a community in which predatory adults 

were known for sexually abusing children, and some who were abused took their own lives: 

“there’s a good few of the ones that I would have known who would have killed themselves and 

their am, grandparents were known paedophiles but nobody did anything and they still lived 

out their lives but nobody ever got arrested and nobody was ever brought to court and the kids 

killed themselves and sure they [the community] didn’t have to think about it then”. 

Richard believed that the quality of friendships was deteriorating because of technology, as 

impacting his mental health: “It’s detrimental to health like because you’re not forming social 

connections other than the phone”. 

Many participants discussed how they try to protect their public image from mental health 

stigma. Rachel described how she “will observe, I will look at how people act around here and 

try and gel in” whereas Claire described how she adopts the role of helper: “I wouldn’t want 

to chat to my friends about it because I am the kind of person where I love helping people”. 

Claire described going to Northern Ireland to access services due to privacy issues in smaller 

towns and Gerard, who lived in a very rural area with no access to public healthcare described 

the financial stress of having “to get a taxi” to another townland to access a private counsellor. 

Niamh described limited transport and services in rural areas: “there’s not a lot of services for 

young people here for us culchis”. 

A few participants discussed how the lack of social connections in Western rural regions with 

traditional farming communities can compound mental health: “especially for younger, the 

straight farmer juck from Connemara or like Glenties or whatever, his head is deeved in and 

I’m sure it’s very hard”. 

A few participants discussed lasting stigma in rural communities:  

“everybody in town thinks I’m crazy [laughs]” – Rachel 

Participants described positive and negative experiences in their social environments and how 

the impact of infrastructure affected participant’s access to services, which often further 

affected their mental health problems. 
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Summary of social networks 

In this final sub-category of category 1, social networks were found to have a significant impact 

in either supporting or exacerbating mental health distress. These roles are complex but 

essential in help-seeking and whether young people would continue to self-manage or help-

seek to professionals often depended on the resources from families and friends. Lack of 

services, transport or privacy in rural areas was found to impact young people’s help-seeking 

behaviour.  

5.3.5. Summary of category 1 

This first category, young person’s lives, presented findings from four categories regarding 

young people’s interpersonal and environmental contexts. Findings describe childhood as a 

time when young people can experience challenges related to both development and adversity 

and that these early experiences in life are significant, with distress often being carried with 

them into adolescence. Mental health problems can be compounded by other experiences of 

marginalisation such as being in state care, immigration, or homelessness. Wider cultural and 

societal factors were found to shape young people’s conceptualisations of mental health and 

associated help-seeking behaviours. Mental health was also found to be impacted by the 

pressures of being young in the modern age of globalism, the internet, social media and climate 

change. Friends and family were found to play a significant role in mental health and help-

seeking, both being involved in the causes and solutions to distress. The findings presented 

from this first category are essential in providing understanding around young people’s 

contexts and lay the foundation for understanding further how young people experience their 

mental health problems, how they self-manage, and how they subsequently seek help from 

services. 

 

5.4. Category 2: Managing mental health problems 

This second category develops upon the previous findings by exploring how participants 

managed their mental health problems. Findings are presented in two sub-categories, 1. 

participants lived experiences of a mental health problem; and 2. their personal journey of 

help-seeking (Figure 14).  
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Figure 14: Managing mental health problems 

 

 

5.4.1. Experiences of mental health problems 

In this first sub-category, participants described what it is like to be young and live with a 

mental health problem, the different strategies they use to manage distress, and for navigating 
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living from crisis to crisis with low quality of life: “just surviving and that’s it”.  
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mental health” – Rachel  

All participants discussed how their daily lives were affected, including sleep, eating, self-care, 

interest, motivation, relationships, and planning for the future. They described becoming 

exhausted and withdrawn: 

“just insomnia, depression, everything so you’re like, this is really shit” – Cathy 

Laura described reducing her work hours due to traumatic flashbacks and discussed how her 

employer was unsupportive of her missing time for counselling appointments: “it ruined work 

for me going to counselling”. 

Gerard described his experience of homelessness and the intense loneliness he felt trying to 

manage mental health problems alone: “I didn’t have anything; everything was just shit and I 

was on my own and everything was awful” 

Participants shared experiences of living with intense emotion, anger, feelings of chaos, and 

sometimes behaving aggressively. Richard shared: “…I put my fist through the window” while 

Laura described using self-harm to manage intense flashbacks: “… I’d beat the shit out of 

myself, and I couldn’t sleep at night unless I had one of my rage outs”. 

Liam described intense distress over a difficult few years: “it was specifically the 

circumstances of my life at the time were the primary cause of it snowballing to what it did” 

and how he took time off from the pressures of life to recover: “I needed some recovery after 

that, like mental rehab”. 

After a sports coach told him to lose weight, Joseph described developing obsessions with 

eating that consumed his everyday life: “I started putting more and more pressure on myself… 

around that time I definitely had an eating disorder as well”. 

Some participants discussed enduring mental health problems because they did not 

conceptualise them as problems: 

“if you can’t identify the problem how can you fix it?” – Thomas 

Most participants noted that awareness of distress developed in mid-adolescence and was 

usually marked by a significant change in behaviour: 
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 “My mood was more in a down stage rather than elated or hyper … I just lost a lot of 

motivation with going to school, doing work… helping out around the house you know that 

kind of thing, got very stuck in a wee bubble”. – Robert  

For some, such as Rachel, distress was indicated to them by another: “As soon as I came here, 

I was told that I needed help”.  

All participants discussed how self-management and autonomy was their initial preference, or 

at least had been, before wanting to seek help to others:  

“I like to deal with things by myself” – Laura  

Rachel described how learning to self-manage was important for self-esteem and developing 

self-efficacy: “I don’t want to take this to feel better, I just want to feel better on my own 

[without medication] and I was never able to vocalise that”. 

In the end, the personal impact of enduring and suppressing emotional pain over long periods 

could cause emotional exhaustion: 

“It led to a very painful road” – Joseph 

Self-management strategies  

Participants discussed a variety of ways in which they managed their mental health. By 

emerging adulthood, some participants had learned the benefit of earlier intervention:  

“If you feel yourself starting to get down it’s best to kind of deal with that now and acknowledge 

that that’s happening” – Liam 

Others described learning more effective ways of managing distress but the difficulty in 

translating the theory into action:  

“… even now I don’t manage my mental health in the way that I should, until there is a crisis” 

– Rachel 

Claire described how withdrawal was a helpful self-management strategy: “I just want to stay 

at home have a bit of a cry have some chocolate, and I should be okay”. 

Laura described concealing painful emotions from others so she did not have to manage their 

reactions: “see if I am in a bad place I need to be alone and I can’t let anybody see it”. 
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Suppressing and concealing pain was described as an important strategy to ensure continued 

participation in daily life, especially in attending school in adolescence:  

“I am the master of faking stuff like you wouldn’t believe” – Claire  

Laura described withholding information from her therapist until she had first resolved an 

important personal problem: “so after I broke up and got out of the situation, I told them the 

truth”.  

Some participants discussed using denying and minimising behaviours as strategies in self-

management or distraction through humour, watching TV, or waiting for distress to pass. 

Rachel found suppression not helpful in the long-term: “you’ve been feeling these feelings for 

so long… you suppress it and then it just kind of explodes”. 

These strategies were often advised or learned from others and generally represented a 

temporary fix: “just play football and forget about it? [Laughs]… but it’s still there” – Thomas  

Liam discussed using alcohol and how this became ineffective with time and could cause 

embarrassment: “I would have the occasional drunken breakdown with friends… just one 

whiskey too many and all the walls breakdown, a blubbering mess… that happened more and 

more frequently when I was going through some really bad stuff”. 

Some participants described using exercise, enjoyment and making plans: 

“… doing things, you enjoy in life and look forward to” – Joseph  

Andrew described acceptance of his problems and using his imagination to create solutions: 

“they’re a part of life”. 

Some participants praised the effects of art, playing music or writing about feelings:  

“I found a lot like writing and making stories about like, the way that I express my emotions” 

– Laura  

For some participants, removing themselves from difficult environments, economic conditions 

or relationships, and making fresh starts helped manage their mental health: 

“I moved out of home… left Ireland for a while … found a new job, met my girlfriend” – Liam  

Andrew discussed problem solving in stages and reframed help-seeking as a choice; that 

finding help for a problem was an autonomous and a decisive self-management strategy.  
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“There is a lot of ways that you can help yourself, I think, number one is definitely talking to 

someone… talking to people would be, a way that I would deal with it” – Andrew  

Sometimes knowing support was available could help manage distress: 

“Okay I’m feeling shit now, but it’s okay I can go and talk to someone tomorrow!” – Cathy 

Rachel managed intense emotions by talking with someone and letting herself “mini-explode” 

to limit mental health crises. 

Joseph discussed having confidants and using them when needed: “having that maybe one or 

two people you confide in” and Robert also found regular socialising as a helpful self-

management strategy: “I just find social things that helped me like, a cup of tea with a couple 

of friends… it’s wee simple things, that make my day a bit better” – Robert 

Liam described how he would connect with others for a bit of “cheering up and touching base 

every now and again” and some participants described connecting with others aggressively as 

a way to release tension: “I was a bitch in school for a while and if the teacher started on me 

by God, I would finish it” – Claire 

Liam gained perspective by saying something out loud: “when you say things out loud, and 

see how people react to that, oh! That’s a load of shite!”  

Participants described and discussed many varied types of self-management strategies they had 

learned, some of these were reflexive and some were learned over time and was often connected 

to protecting their self- image. 

Managing Stigma 

All participants described managing stigma and self-stigma. Some participants labelled 

themselves negatively, such as “freak” or “crazy” when retelling instances of intense distress. 

A few participants described feeling defective:  

“I felt like there was something wrong in my brain” – Laura  

Liam used humour to explain his view of his mental health: “I was half functioning two years 

ago and I was a ball of neuroses held together by substance abuse! [laughs]” – Liam  
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Laura also described how she perceived herself as looking like “an insane person” whilst 

trying to manage panic attacks: “which you hate being compared to but it’s so true 

sometimes!”.  

Some participants described how the need to protect self-image resulted in not help-seeking: 

“I thought mental health was a very big deal of course and that it was very important, but I 

was one of those people who was like I wouldn’t go and do that sort of thing” – Laura  

Thoughts of help-seeking could trigger or compound distressing feelings: 

“I don’t know how to explain this like a shame, you feel like you’re being ungrateful, you feel 

embarrassed, you feel weak … the stigma is like you’re weak, am it may not be the case but 

that’s just how you feel” – Thomas  

Some participants discussed how going to counselling can cause embarrassment: 

“you know it’s not easy as a 19-year-old to be, going to counselling on campus where your 

friends probably are” – Joseph 

Laura discussed trying to avoid the associated stigma of generational labelling: “the ‘snowflake 

generation’ and the ‘millennials’ … it’s a spiteful thing, you don’t want to show anyone else 

that you’re hurting, especially if they make fun of you for being a cry-baby, you’re still going 

to cry about it [laughs] but you don’t wanna show them”. 

Some participants discussed how long-term endurance of mental health problems impacted 

their identity development: 

“I’m like well this is the person I have become … I don’t know what I’m like when I’m not like 

this. I’ve grown up with it, so it is already embedded in me… I don’t know if I want to get 

better, I don’t know if people will like me when I’m like myself” – Claire  

Experiences of stigma often impacted how participants made decisions about managing their 

mental health problems and to protect themselves, delayed help-seeking. 

Summary of experiences of managing mental health problem 

In this sub-category, participants described their daily reality of living with mental health 

problems and how they used self-management strategies to, both helpful and unhelpful, to 

manage their distress. Findings suggest young people endure mental health problems, stigma, 
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self-stigma, and personal pain for many years on their own. Making the decision to seek help 

usually occurred after self-management strategies became increasingly ineffective.  

5.4.2. Personal journey of help-seeking 

This second sub-category presents the findings of participants’ experiences regarding their 

decisions to seek help, the role family and friends played in that decision, their search for help, 

their overall experience. This section also includes a discussion on LGBTI+ experiences, and 

the impact of hearing about others’ experiences.  

The decision to seek-help 

All participants discussed the factors involved in their decision to seek help (see Figure 15).  

Figure 15: Deciding to seek help 

 

 

 

 

 

 

 

 

 

 

 

 

Some participants discussed prioritising self-managing mental health problems throughout 

adolescence but naturally reaching a point in emerging adulthood where the time felt right: 

“Then when I was 21, I was like okay it’s time to talk to someone” – Laura  
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Others struggled internally with the competing needs for external resources and self-managing: 

“I thought I can beat this on my own and probably took me a couple of years just to realise 

that… I needed to reach out” – Joseph 

Richard delayed help-seeking as he thought he may be taking up the place of others:  

“Because I feel like people have worse problems than I do” – Richard 

For Laura communication difficulties initially prevented her from seeking help sooner: “I 

couldn’t understand myself, so I didn’t know how I was meant to tell someone how I was 

feeling”. Once Laura decided to go to a service for help, it took a long time to go into the 

physical building: “I’d always be… like going in tomorrow for the entire month and I just could 

not do it”. 

Most participants described the decision to seek help as mediated by an internal emotional 

barometer of distress. Some participants reported low-mood and struggling with daily life as a 

signal for the need to talk, while others described aggressive behaviour and relationship 

difficulties as signalling the need to seek help: 

“Things were going really down-hill so I had to speak to somebody” – Richard  

For some, exhausting self-management strategies and reaching severity was a necessary 

process for participants to be open to engage with help-seeking pathways:  

“I think going in at a low moment, kind of took down all the barriers that I may have put up” 

– Liam  

Liam described how this decision was easier in emerging adulthood: “the ball is a bit at least 

in your court, when you are older and more emotionally mature, it definitely helps with that”. 

A few participants described recognising the need to seek help once they were in crisis or 

having suicidal feelings: 

“You have the choice of whether you’re going to go and get help or going to attempt suicide” 

– Rachel 

Some participants recalled moments of intense periods of distress during crises: 

 “About a week, but it was a very difficult week” – Gerard 
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For some, suicide attempts were a way accessing mental health care. Aine described, after 

being unable to access support elsewhere, how stopping an essential medication to manage a 

medical condition would result in an A&E attendance, and this was her way of communicating 

that she could not continue living with her distress: “I knew that if I stopped taking my 

medication chances were it would kill me”.  

Two participants described signalling to others that they wanted help. Laura described 

changing her behaviour and hoping someone would notice: “I didn’t want to go out and reach 

out for help I just couldn’t…”. Thomas described how he changed his communication style: 

“he kinda knew where I was coming from, that was my way, I thought I’ll be able to wake him 

up like, open his eyes to like - I want to talk - to you” – Thomas. 

Some participants described teachers and school counsellors who noticed a change in their 

behaviour and approached them to offer support: 

“She noticed my attendance and so she called me up for a wee chat into her room” – FG Josie  

A couple of participants, after disclosing distress, discussed how a school counsellor made 

referrals or contacted caregivers without their knowledge or consent:  

“I’ve been very mad ever since” – FG Niamh  

Some participants felt the need to keep help-seeking secret from extended family, but others 

described being offered extra support:  

“There was never like, in the extended family, any stigma” – Gerard 

Once the decision to seek help was made or made for them, participants then had to find the 

right support which meant asking a GP for a referral to public services or attending a 

community service or private practice directly. 

The search for help  

Most participants expressed that help-seeking was complex and occurred over numerous 

episodes. Initially many participants were not sure where to go for help or what type of help 

was available, especially when they were younger: 

“I wasn’t aware at the time that there was any services for underage people” – Robert  
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Many participants, who were under 18 years of age at the time, required their caregivers to 

provide consent for them to attend a mental health service. Some participants directly asked a 

parent to search for help on their behalf: 

“I just said to my mum one day I’m not feeling the best, is there any way, could I chat to 

somebody?” – Robert 

Some recalled persuasion: “Mum essentially persuaded and persuaded and persuaded until I 

finally gave in” – Richard 

Others recalled coercion: “I was taken to the GP” – Cathy 

Richard described how when he did not like his helper his mum helped him find someone else: 

“Mum didn’t like her either” – Richard  

Some participants described how families provided emotional and financial resources as well 

as transport to services: 

“When I was 13 we went to a professional counsellor, we had to go out of our town” – Erin 

Some participants discussed fears around accessing the service, meeting professionals, and 

what the processes for assessment and subsequent diagnosis or labelling would be like:  

“I was a wee bit wary in getting there” – Cathy 

When help-seeking outside of the family, many participants searched for an adult who could 

sign-post them to the right help:  

 “…I need to talk to someone, so she sent me to the guidance counsellor” – James 

Some participants discussed not knowing what they needed in early adolescence but with 

experience and time figuring that out in emerging adulthood:  

 “I know what I need from you, just sit there and let me talk” – Cathy  

Others knew what they did not need: 

“I’m the one that knows me the best… I’m with me twenty-four seven” – Aine  

Searching for help meant finding someone to trust, which for some participants was a process 

that took years:  
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“I think a part of why it took me so long to talk to someone was ‘cos I didn’t like trust anybody” 

– Thomas 

Some participants observed potential helpers in school or youth services over a long period for 

trustworthiness and predictability: 

“… like scouting him out… looking at his movements getting to know him a little bit…” – 

Thomas  

In earlier adolescence, trust was often based on previous rapport but Joseph discussed how in 

emerging adulthood, trust was based on proven ability to help: “…somebody’s got the 

knowledge and the tools and they’ve got the professionalism and everything else, is going to 

help you”. 

Laura required a deeper trust, as her distress regarded family secrecy and sexual abuse, and she 

was afraid of the consequences of help-seeking: “I was keeping a lot of secrets for other people, 

and I got very scared… I just didn’t want anybody to be upset”. Laura knew she could trust her 

counsellor when: “she handed me over a leaflet, for like am, childhood abuse, and I was just 

like thank you! Finally! somebody has got the tips I’ve been dropping!”. However, she was not 

able to talk about her distress due to the counsellors training and had to begin searching for 

help again: “she wanted to refer me onto someone else who could help me, because she didn’t 

feel like she would be able to talk about it”. 

Participants described the search for help as complicated and experiences of help-seeking were 

often different from what participants expected. 

Experiences of help-seeking  

Participants had varying experiences of trying to find an appropriate service or helper. Many 

participants did not know what to expect and some described excitement at the prospect of 

recovery: 

“I remember being in there and being like a bit excited… I’m going to counselling and going 

to be able to talk to somebody and sort out my shit, yes!” – Laura 

Some referred to stereotypical expectations:  

“a Freudian scene where you had to lie down on a couch! [laughs]” – Liam  
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Others expected a therapist who would assess, diagnose, and fix their problems:  

“I just wanted her to solve my anxiety” – Claire   

Participants expected support and change and above all, to be helped:  

“I suppose there was real hope there that it would help in some way” – Joseph 

For some, the help received was the opposite of what was expected. James expected his teacher 

to be judgemental about him looking for help with gender transitioning: “normally religious 

people are rather am, not that open-minded [laughs]”. 

Due to previous negative experiences, some participants had low expectations:  

“By the time I was seeing the youth worker, I didn’t really have [pauses] good expectations so 

it massively exceeded them! [laughs]” – Aine  

Many participants explained how they were not helped: 

“There is no point in me going back to this counsellor, I was only 18 but I knew, this woman 

is not helping me” – Joseph   

Most participants described how challenging disclosing personal distress and painful memories 

to someone else was:  

“I think it’s much easier for me to talk about now ‘cos I’ve talked about it more times before 

… but imagine having to like bring stuff up that was almost unspoken of like since you were a 

kid” – Thomas  

Aine described disclosure with an unknown person as a risk: “I took a gamble obviously! 

[laughs]” 

Many participants discussed how help-seeking can trigger shame and feelings of weakness. 

Cathy described how experiences of being shamed for disclosing distress in childhood and 

adolescence meant having to make new meaning regarding help-seeking in order to help-seek: 

“because of your experiences coming into your teenage years… coming out to an adult or 

something like that is a lot harder because you don’t want to be shamed by an adult… just a 

process you go through and just you have to learn that it’s okay to chat about it”.  
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James described distress from issues surrounding gender transitioning and placing all his hope 

in that his disclosure would be met with support: “Yeah I had no idea about how it goes when 

I tell everything”. 

Most participants described anxiety before attending the first session as it meant going into an 

unknown situation:  

“it was like I have to go to this place, oh my God, I don’t know who this woman is, I have to 

sit in this room and have to smell this room” – Rachel 

Some participants described physical reactions to help-seeking such as shaking with fear, 

freezing, or feeling a blockage in their throat and not being able to speak: 

“I would just freeze and go very mute, and I couldn’t get the words out, no matter what I tried” 

– Laura 

Rachel stated that before meeting her psychiatrist: “I used to get sick before I would meet her 

because I was very nervous”. 

Some participants described their overall experiences of disclosing distress as a helpful event 

in their life. Thomas stated that he: “would look for help again” if he needed it and Laura was 

surprised with her help: “they did more than I thought they could do!”. 

Even when help-seeking was helpful, it was still difficult:  

“I’m not saying it was all sunshine and rainbows chatting to her either” – Cathy 

Weeks into therapy, Laura discussed how she had still not fully disclosed what she wanted to 

talk about: “so I’d always be in my head, I want to talk about this today, but I never would talk 

about it”. 

Many participants described multiple help-seeking episodes and outcomes, with large gaps 

between help-seeking episodes:  

“Even when I went to college then it took me a couple of years to go and seek help” – Erin 

Some participants described how negative experiences of help-seeking were still strong in their 

memories and how it deterred them from help-seeking again in the short-term: “it was negative 

I didn’t like it at all” – FG Niamh, but not in the long term “If I was to get back to that point 

yes” – Cathy 
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Some participants described losing motivation after multiple help-seeking episodes:  

“What happened to me then was that I had a little bit of a mid-teen crisis, where I was like I 

don’t want to get better” – Claire  

 

Some participants described help-seeking being complicated by the limited capacity of their 

caregiver to support help-seeking when they were also managing their own mental health 

problems or when caregivers did not support attendance:  

“I remember when I got my first appointment letter, [she] didn’t want me to go” – Rachel  

Many participants talked about their friends’ role in their help-seeking journey. Robert 

described a friendship of 10 years: “she understands what I’m going through as well, because 

she’s been there and wore the t-shirt”.  

Liam described how a friend’s knowledge of services helped him find the right help: 

“…pointed me in the direction, like made the introductions … it was important in that like the 

friend had some experience with it knew like what I was getting into”. 

Some participants described the helpfulness of connecting with others’ experiences:  

“I feel when I meet someone who has the same thing as me, or is relatable… you have real 

conversations, those real conversations are nearly as good as counselling sometimes and 

they’re free” – Joseph  

Others described how friends can be unable to offer any understanding or direction for help-

seeking: “nobody knew like what mental health was about so how are they going to tell me to 

go talk to somebody” – Thomas  

 

A few participants discussed openly about their sexuality and identity in relation to mental 

health problems. Aine described how young people in the LGBTI+ community will look for 

signs of acceptance from a potential helper or service, such as the placement of posters 

supporting young LGBTI+ and will sometimes not seek help for their mental health because 

of the risk of being outed: “If you didn’t know whether you could trust them and whether 

they’re going to out you or not”. 
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James described fatigue and distress from concealing his need to gender transition and how 

help-seeking for his mental health would mean coming out: “basically my problem was being 

forced into the role that didn’t fit me”. 

Aine described a homophobic response she received from her psychiatrist who referred to her 

sexuality as “a phase” and another incident with a female GP: “who when she heard that I 

was a lesbian actually got up and opened the door… because she was a female, you never know 

what might happen”. 

Aine also discussed how young people in the LGBTI+ community suffer mental health 

problems because of discrimination: “Now let’s just clarify, not because you’re more likely to 

have mental health problems, because of the way you’re treated and bullied… you’re more 

likely to end up with mental health problems”.  

 

Participants described hearing a range of experiences from other help-seeking experiences and 

learning vicariously through friend’s experiences about how to help-seek and what to expect: 

 “I saw my friend going through the same sort of stuff and then I saw her get better” – Laura 

Gerard discussed how his experiences with his mother’s mental health problems encouraged 

him deal with mental health differently: “she would lie and tell social workers and myself and 

my sister that she was going to get help”. 

Participants discussed hearing discouraging accounts of others on long waiting lists, 

involuntary participation, inappropriate in-patient experiences, children in adult units and 

people not being helped: 

“I only heard one story about a guy who was depressed… he had to wait so long that while he 

was waiting… he tried to kill himself and then the next day he was put on an emergency list, 

and he still had to wait half a year for it” – James  

Joseph believes that: “if this is the way the services are you know? What is the point in 

bothering?” 

In particular, one participant described the anger and trauma he experienced at his close friend’s 

suicide: 
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“He was failed by the services… he went up, actually attempted suicide a couple of times and 

went up to the services or whatever to become an inpatient and said listen if you do not bring 

me in now, I will kill myself, he stated that, they said to him he was not sick enough to go in 

and so he killed himself the next day”. 

He described the community impact: 

“… you can’t believe that the fella is dead, a fella that young, dead and buried, he had so much 

to live for, he was just married, and everything else, and the HSE have a lot to answer for… I 

know there is a lack of resources there and stuff as well but how any human being questioning 

him, them people who turned him away, like what are you doing in your job that somebody is 

dead? that you knew were suicidal and you turned away? how can you do that as a human 

being? It’s beyond me”.  

He also disclosed his fears over other young men hearing stories about his friend’s help-seeking 

and suicide and he worries about what he states is a silent epidemic in the Northwest of Ireland: 

“It’s grim, it’s grim. HSE is very, very grim. I just hope young fellas don’t hear the stories 

because you need hope and if a young fella heard these stories, the three or four of them 

[stories] that I have outlined… they’re not gonna go for help.” 

This participant stated that his reason for participation in this research “to be honest that is the 

reason I came here today” was to tell the story of his friend’s help-seeking experience which 

ended in suicide. This finding reminds and reinforces the reality that some young people’s help-

seeking and mental health care experiences will never be heard. 

Summary of experiences of help-seeking 

In this sub-category, findings were presented regarding participants experiences of deciding to 

seek help and how others helped initiate this process when requested and sometimes without 

their consent. Participants also described the search for the right help, how expectations were 

met and unmet, LGBTI+ experiences, learning vicariously through others’ experiences. 

5.4.3.  Summary of category 2 

This second category managing mental health problems presents findings regarding 

participants’ individual experiences of the day-to-day reality of managing mental health, the 

varied strategies they developed to self-manage, the role of friends and family and their 

experiences of protecting themselves from stigma. Differing levels of distress could signal the 
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need for help from others and participants also discussed their search, their fears, personal 

disclosures, the risks and their expectations in looking for a trustworthy helper. Participants 

also discussed the compounded stress of being LGBTI+, learning from others’ journey of help-

seeking, and the impact of suicide, which can be the result of mental health problems. These 

findings build upon category 1, by providing insight into participants overall experiences of 

help-seeking. This understanding is important before further exploring how young people 

engage with services and helpers. 

 

5.5. Category 3: The Help 

The third category explores the next stage of participants help-seeking journey, their 

experiences at a service, with findings presented in four categories: 1. Their experiences of 

passing through the service administration checkpoint; 2. Their experiences of interventions; 

3. The help provided by a helper and 4. Their experiences of the helping environment and youth 

spaces, school, and community youth work services (Figure 16).  

Figure 16: The help 

 

 

The term “help” and “helper” is defined as any service or individual who provides an offer of 

support, and the term “support” refers to a participant’s experience of being helped. Young 
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people in this study described using both private and public mental health services on both 

sides of the border, with some using private in-patient services. Young people in this study did 

not speak of border activities distinctly, as these actions are very much ingrained in their way 

of life. Most participants in this study were resident in Donegal, with three participants in this 

study came from native Irish speaking regions. No participant spoke of the Troubles or referred 

to any border dynamics in their interviews.  

5.5.1. Navigating administration 

This sub-category presents findings on participants experiences of requesting help with a 

mental health service (MHS) for support. They described their experiences with referrals, and 

waiting lists, and how they navigated the administration processes discussing initial access, 

assessment, and diagnosis, as well as first appointments and time frames for recovery. 

Referrals and waiting lists  

Participants discussed accessing formal mental health support through their GP, public 

healthcare, private counselling, college counselling services, community based mental health 

organisations. Figure 17 details the process of help-seeking outside the public system.  

Figure 17: Help-seeking outside the public system. 
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and Figure 18 shows the process of help-seeking within a public system. Participants also 

received mental health support with semi-formal services such as community youth services 

and school pastoral care services. Once participants located a service, they were required to 

engage in either an initial conversation, interview, or assessment, essentially exchanging 

personal information in hope of an offer of support. Most participants experienced a referral 

from their GP to a public MHS or a place on a waiting list. 

Figure 18: Help-seeking within the public system. 

 

All participants described waiting on an offer of help from two months to four years. Most 

participants accessed mental health support through their GP and were either referred or not 
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referred, publicly or privately, at the doctor’s decision: “he sorted me out with a counsellor” – 

Gerard 

Cathy recalled being shamed by her GP for having mental health problems: “…’you’re only 

doing this to act out on your parents, it’s all to do with you, get yourself sorted’ and I was like, 

shit, it’s all my fault…”. Cathy also described how the GP’s description of her to the public 

MHS stereotyped her distress as normative: “they were given a note by the GP, which was 

coming across as an angry teenager who is acting out”.   

Rachel described the referral processes as “like a ladder” and how being placed on a waiting 

list forces further self-reliance and decreases motivation to engage in help: “If I can go … nine 

months without killing myself or harming myself then what’s the point in me going to see this 

doctor to talk about all the things that I have suppressed for the past nine months?” 

Participants attending public MHS transitioned to adult services at 18 years. Robert described 

it as a “really smooth” experience but Rachel, who was in state care, described her transition 

as “horrific”. Rachel was re-traumatised as she lost nearly all the supportive professional 

relationships that she had built over the previous 5 years. She waited 12 months for an initial 

appointment in adult public MHS, without support, whereupon she was deemed too unwell, 

and was discharged and referred back to her GP, who referred her to another service who could 

not help. Eventually her GP referred her to in-patient services: 

“…okay I can’t access the service, and this is the only service I can come to? where am I meant 

to go from here? … sent me to my GP and my GP sent me straight up to the psychiatric hospital 

and there was like no in between. It’s just from doctor to doctor to doctor, when you are an 

adult, and once you are in the loop, it’s very hard to come out of it” – Rachel  

Other participants also described experiences of the “referral loop” (Figure 19), being 

continually referred between professionals in services, and not accessing mental health support:  

“Every time I seen a new psychiatrist, psychologist, whoever the hell it was, I have to repeat 

the same stuff again and again… they then decided, oh no I’m not qualified enough for this 

let’s send you to the next person, so I’m just on the repeat...” – Aine  
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Figure 19: The referral loop 

 

Aine discussed eventually being referred to in-patient care for self-injury and having that 

treatment discontinued for continuing to self-injure: “So I got kicked out and was sent back 

under the care of my psychiatrist who sent me there in the first place who clearly felt she 

couldn’t help me. That’s who they then sent me back to [bewildered tone]”. 

A few participants described watching their mental health deteriorate while waiting:  

“It’s almost like [pauses] everyone is waiting for you to do something [suicide attempt implied] 

and that is the worst feeling, you’re sitting there, and you’re thinking – I need help…” – Rachel  

Erin described grief over the time lost on a waiting list: “…all of those months that I could 

have been… working towards myself, I could have had an easier time…”.  

Claire described feeling powerless on a waiting list: “you have to wait” and unclear 

expectations for help: “...it could be six months, or will you get a letter? I don’t know?” and 

feelings of guilt once she received an appointment: “I got a feeling that I don’t deserve this… 

there could be someone out there that is worse than me that is waiting longer, and I could be 

taking up their time”. 

Aine stated: “I’ve never seen anybody getting an appointment with the [public MHS] in under 

a month, never.” 
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Rachel described how being put on a waiting list as re-traumatising, as she spent: “six months 

without any care” and experienced: “a lot of anger, shame”. 

Joseph describes after an assessment by a college counsellor being referred to a book: “… and 

then basically told to come back if I needed help... there wasn’t even an offer of her helping 

me with the book… it was the worst experience I have ever had with services”.  

Laura described her own experience with a community MHS, where she was assessed as not 

“in immediate danger” because her experiences of CSA were historical, despite experiencing 

severe distress. After being placed on a six-month waiting list, and waiting, nobody contacted 

her: “…so it wasn’t that it was my choice to not go there for help, I just never heard back from 

them”. Laura sought further help again through her GP and was referred for counselling, 

waiting a further two months for an assessment: 

CI: What were those two months like? 

LAURA: It was like hell ... some of the worst months of my life like… I spent like every 

single night crying myself to sleep, I was constantly having panic attacks, every single 

day… and I’d be very violent, I would break so much shit and… I had bruises all over 

my body.  

The processes of referral and waiting for help were at best neutral but mostly harmful 

experiences for most participants, who often experienced an exacerbation of distress and 

powerlessness. When the time came for an appointment, participants described varied formats 

in how they were assessed or offered help. 

Access, assessment, and diagnosis  

Once participants received an initial appointment with a service, or accessed a service directly, 

they described various experiences with assessment and offers for support. Richard described 

ease of access through administration and helpful staff at a youth community MHS: “The lady 

at the counter has a really nice voice, she’s just like very calm...”. 

Participants described access to on-campus counselling as conveniently located and free. 

Joseph stated that being able to email this service reduced stigma: “the receptionist and things 

like that was a hundred percent”. 
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A few participants described experiences of assessment and diagnosing, during their first 

appointment with a service, as helpful: “…she did the right test... she kinda found out where I 

was like” – Joseph  

Liam described in his initial meeting with a youth worker how they prioritised offloading over 

an assessment: “…we just really did do that word vomit, [she] was really kind and considerate 

about it”. 

Rachel described being denied access to support at a public MHS due to mental health history: 

“I actually went to a service before, very recently, and they opened up my file, and were like 

‘no’. They haven’t even spoken to me…”  

Participants described assessments as an unhelpful or inappropriate experience, especially in 

early adolescence: 

 “…the whole um clipboard in front of you, ‘do you feel like this?’… just kinda crossing things 

off the list rather than asking, ‘well how are ya?’ [astonished laugh] … trying to put words in 

your mouth rather than you coming across as what you feel…” – Cathy     

Cathy described feeling that their diagnosis did not match their personal understanding of their 

own experiences of mental health or that the professional focused too much on symptoms 

during an assessment: “… is it bipolar? is it something else? is it just depression? what’s going 

on here? They were going by that, instead of - is this wee girl okay?” but how she received an 

appropriate assessment at a college MHS: “they were very helpful in the assessment; they were 

quite sympathetic and empathetic…” 

Other participants discussed how the assessment criteria and subsequent diagnosis were 

gatekeepers to help. Erin described how it took 7 years and several assessments for her to get 

access to support: “…once I was actually diagnosed in college, all these services came in”. 

Rachel described being excluded from many MHS’s for being too unwell: “… I’ve had that so 

many times, where I have been referred to a service and they’ve been like ‘you’re too unwell, 

you are too unstable, we can’t help you’ and then there was nowhere for you to go”.  

Aine discussed multiple assessments at different stages in her life. She described how 

dissociative behaviour would be mistaken for coping and her experiences with not meeting 

clinical assessment criteria: “So they kinda like, ‘you don’t have a mental health illness’, what 

they would see as stereotypical illness like bi-polar, schizophrenia, whatever… you have 
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mental health problems, but that’s because of your life experience …’we don’t know how to 

treat that’”. For Aine, no diagnosis proved more harmful than an inaccurate one as she 

described the unsafe decision she took to try and meet assessment criterion: “It’s the same 

thing with feeling frustrated and hopeless all over again, and then sometimes you get angry to 

the point of – well I’ll have to prove you wrong then – which is very dangerous when someone 

is suicidal”.  

Overall, participants had differing experiences regarding access to services with a few getting 

immediate support, most having to wait and some not getting access to help at all.  

Appointments and timeframes 

Participants described varying frequencies regarding offers of help timeframes from MHS’s; 

some received weekly appointments, others every six to eight weeks, and the length of offer of 

help varied from one session to what Laura described as being offered, “an open-ticket”. 

For participants help-seeking under 18 years of age, appointments were often scheduled during 

school, which Robert disliked, as it meant catching up. Richard enjoyed time off from school 

but was too tired to talk in morning appointments and did not need to offload as much: “I think 

I’d rather have gone after school because in the morning … she had no other time so…they 

close early”. 

Appointment times varied from 20 minutes to 1 hour. Some participants preferred longer but 

others felt they had sufficient time and their needs were met: “... which was great, you didn’t 

feel like oh I’ve got 10 minutes left” – Robert  

Erin discussed how generic 6-8 week “recovery” time frames put pressure on her and the 

counsellor: “…they can work out a way to again help me as best as they can within that time 

limitation, but it definitely stunted or affected whether I felt better.”  

Sometimes a supportive episode ended because of staff leaving: 

“She was so nice, she was brilliant and then she went on maternity leave” – Claire 

Rachel stated that “everyone is different, everyone has different time limits…” and discussed 

how time was the most limited resource in public MHSs, especially in appointments and in 

helping her examine and develop understanding of her distress: “… who will give you the time? 

... nobody had enough time, the system doesn’t have enough time for that”.  
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Joseph expressed his belief that all access to MHSs needed rethinking: “…something has to 

change, some sort of progressive thinking, some sort of way of doing things.” 

Some participants received support in a youth service and found it easy to access, with no 

dictated timeframe. Claire described texting a youth worker as and when she needed support: 

“so if I needed somebody to be like remind me, I’m not crazy, I’ve got this”. 

Participants’ experiences of appointments depended on the type of service system they 

accessed with under-resourced services proving more unhelpful with long-waiting lists. 

Summary of navigating administration 

The findings in this sub-category demonstrate that young people are negatively impacted by 

administrative processes on the help-seeking journey. Easier access and timely responses were 

associated with improved mental health, and long waiting lists and referral processes were 

considered harmful. In some instances, findings show that some young people, often the most 

distressed, received no mental health support despite repeated requests. For most, access was 

determined by their assessment or diagnosis, eventually receiving an offer of help. 

5.5.2. The interventions 

This sub-category presents reports of participants’ experiences of helping interventions. Once 

proceeding through a referral or assessment process, participants received an offer of support 

from a potential helper. Participants discuss these experiences of being provided with help in 

the form of treatment plans, interventions, and medication.   

Treatment planning  

Few participants described an open and transparent conversation with a helper about their 

treatment plan. Some participants discussed how a lack of treatment planning or choice around 

helping strategies was unhelpful and discouraged them from engaging in treatment:  

“…and that plan wasn’t scripted at all that day” – Joseph  

Participants who entered the public system under 18 years of age did not recall any discussion 

or choice regarding treatment and often described experiences of coercion or being “brought” 

to appointments which impacted their ability to engage with treatment:  

 “I don’t feel that… worked for me because of the way I was kind of entered into it” – Cathy  
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Participants also discussed how personal expectations of treatment plans did not match 

professional expectations: 

“Some weeks I wouldn’t want to talk and then the mental health service, they would take that 

badly, they’d be kind of, ‘you’re not helping yourself’” – Aine   

Rachel described involuntary participation in a treatment plan and experiencing intense fear 

and discomfort with her psychiatrist: “I was so young, I was so scared and I didn’t want to 

take this medication …”.  

Aine, who had received multiple interventions over ten years, described her role in her mental 

health treatment plan:  

CI: I was thinking back to you describing how you were “given” antidepressants, I 

was “sent” here, I was “moved” to this person… 

AINE: No, I had no choice [laughs]… it wasn’t my decision, it was you’re doing this 

and you’re going there that’s that. 

Some participants discussed accessing private healthcare in emerging adulthood, and how 

treatment plans and needs were negotiated:  

“…they’re not doing it to the point of being overworked, you have more of a choice over things, 

you decide who you’re seeing and when you’re seeing them” – Aine  

Joseph’s experience with private CBT, while offering choice in treatment was costly: “I was… 

paying €120 per session up in [Hospital in Dublin] I was going up once a week”. When it did 

not work out for him, he found suitable and affordable private healthcare that met his treatment 

needs: “…unless I’m paying for something, I’m not getting anything”.  

The lack of a treatment plan that met participants needs and provided them with consistent care 

was a prominent experience in public systems. Many participants described beginning 

interventions without choice or transparency which often resulted in unhelpful experiences, 

especially in earlier adolescence.  
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The helping interventions 

Participants described the intervention strategies they experienced, ranging from appropriate 

to inappropriate. Some participants discussed how the lack of information regarding the 

interventions used caused mixed expectations and limited effectiveness:  

“I don’t know what I expected, I didn’t understand what counselling would be like, but are we 

just going to fucking talk about it or are you going to fix me?! How am I meant to do this?!” – 

Laura  

Claire reflected on being provided with anxiety and anger management techniques that she did 

not understand properly and found difficult to use in her daily life. She also experienced age-

inappropriate interventions: “…and playing with sand and all, like I’m not a five-year-old, just 

let me talk”. 

Laura discussed the limitations around the counselling she attended and how certain problems 

were not being addressed: “I wasn’t eating and … I was very confused because I did not 

understand why I wasn’t being sent to maybe a psychiatrist or something”. Laura described 

how a CBT intervention, accessed through a youth service transformed her life, and provided 

strategies for panic attacks and self-care: “it’s like doing math, when it comes to CBT, you can 

see your problem written down and you can solve it”. 

Joseph described how a private CBT intervention with homework exacerbated his problems 

with obsessive and compulsive behaviour and Erin discussed how a CBT intervention at 

university was completely inappropriate: “…I would spend an entire day in bed, but this blank 

page where I didn’t do three things, and then feel like even more of a horrible person… because 

I wasn’t just failing in my life… they’re willing to help me and I couldn’t do what they wanted 

with my life, I couldn’t even ‘I brushed my teeth today’ [laughs]” – Erin  

Many participants discussed receiving listening ear interventions in different services, either as 

an intervention in of itself or as part of a wider therapeutic approach. All participants valued 

helpers who actively listened over helping techniques or strategies: “she was the only person 

that would actually listen to me” – Rachel 

Rachel described her interventions in the public services as predominantly clinical and 

involuntary, but she also described a non-clinical weekly meeting with a support worker, as the 

most helpful aspect of her treatment: “…it was me who would go to Mary… I wasn’t dropped 

off”. 
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Niamh described her experience with being referred to community group mental health 

intervention with early morning starts while trying to manage insomnia: “it was very 

patronising, and it was really aimed towards like getting you into work and there was no focus 

on like, like recovery…”.  

Aine describes being part of an unsuitable group therapy intervention: “the first time I was 

involved in mental health services I would have been eight and I was made go to group 

counselling and it was horrendous”. Aine also described seeking help to a local community 

mental health service: “…they told me I was too high risk because I was suicidal”. She was 

immediately referred to A&E but was declared not high enough risk and discharged: “…the 

next day I was rushed into hospital having nearly died from having too many seizures…”. Once 

her seizures were under control she was discharged again: “Anybody who has made an attempt 

on their life is not well enough to be left alone”. Aine recalled another time in which she was 

referred to A&E for self-harm and was sent to in-patient services: “Self-harming is a coping 

mechanism; it’s trying to stay alive. So, I get sent to the psych ward for trying to stay alive 

yeah? I get sent home for trying to kill myself”. Aine described this experience at an in-patient 

facility for self-harm as inappropriate and left her feeling punished: “like being in a psych ward 

is bad as it is, but if you’re not actually that unwell it’s even worse…”. 

Rachel commented that in her experience: “The people providing help are often under others 

who control terms and conditions of mental health treatment… The people who help the most 

have the least power”. 

Many participants discussed how their GP prescribed psychopharmaceutical interventions for 

their distress, usually solely but sometimes as a combined treatment. Some participants found 

this helpful: “…which I am on to this day and continues to work” – Joseph  

Aine and Rachel discussed being prescribed medication in early adolescence. They both 

discussed side-effects as making them feel worse or physically unwell and how they were not 

offered appropriate counselling treatment alongside medication:  

“I was on an anti-depressant, two different anti-psychotics and a sleeping tablet by the time I 

was 15 … for anxiety and depression and post-traumatic stress you should not be medicated 

to the point of, you don’t know what day of the week it is.” – Aine  

Some participants wanted medication:  
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“…I went back later… to see about some medication because I was like right, I need to be able 

to work, I cannot do this anymore, and they just wouldn’t do it” – Laura  

Others described coercion: “I absolutely refused to take medication first time… and then I was 

made to… she knew I didn’t want to take it, and she would give me a glass of orange juice and 

put the medication in my hand” – Rachel  

Others described wanting counselling and being offered medication instead due to long waiting 

lists: “I was pushed at that age [20] a lot towards medication, and I didn’t want it” – Erin  

Some participants described not being instructed on how to take medication properly or 

expecting a cure: “it was ‘here you go just take this and that’ll kind of like solve life’s 

problems” – Aine 

A few talked about using medication not as prescribed or using it to attempt suicide: “the only 

reason I was seeing anybody after I started those drugs, was because I took an overdose and 

ended up in hospital and then they decided I might need to see a psychiatrist!” – Aine 

Liam believed GPs were limited with mental health: “their heart is in the right place and bless 

them they are trying to keep up with things, but they are pretty much not trained for that sort 

of thing” – Liam 

Participants described different experiences with interventions, some receiving many, with 

different helpers in different services, and others having relatively uncomplicated experiences. 

Summary of the interventions 

This sub-category presented findings that young people are not often involved in treatment 

planning and can receive inappropriate interventions for distress. Whether a helping 

intervention, such as the use of medication or CBT, met the participants needs or not was often 

influenced by treatment planning and communication with their assigned helper. 

 

5.5.3. The Helper 

This third sub-category presents findings on participants experiences with their helper. 

Participants described the personal characteristics of the helpers they met in services, how 

rapport was established and maintained as well as the helper’s overall approach to their needs 

and mental health care. 
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Personal Characteristics  

Participants described how their helper’s personal qualities impacted how they connected with 

them. Some participants described negative experiences with helpers who were dismissive, 

lacked understanding and who did not communicate well. Claire describes attending a 

psychiatrist who was difficult to understand, who used offensive language and did not listen to 

her: “… he did not understand what I was saying, and it was so frustrating… I can’t be 

bothered to go…”. 

A few participants discussed experiences with guidance counsellors, who were not suited to 

the role. Laura described being chastised after a panic attack: “…I just really don’t get it 

because the counsellor was awful, I was being given out to”. At another service, Laura 

described disclosing to a helper who was unable to manage her own emotions: “I was just 

talking away and then the woman just burst out crying”. 

Participants described experiences of listening to their helper, or helpers trying to impart 

wisdom or guidance inappropriately:  

“it’s more for [pauses] her trying to let you know what she knows rather than her getting to 

know you.” – Richard  

Some participants described helpers who were biased, judgemental or made decisions based 

on their own belief or value system. Joseph described his experience with a counsellor accessed 

through a GP referral in the public healthcare system: “…I think it was a very Roman Catholic 

approach… and she told me that she didn’t believe I should do that”.  

Rachel discussed the lack of options in helpers: “it’s hard when you don’t click with somebody 

because there isn't enough people”. 

 

Most participants stated the importance of feeling welcomed by a friendly and non-judgmental 

helper who created an open, warm and emotionally safe dynamic: 

“Very nice, very supportive, made me feel completely welcome… there was an openness and a 

warmth there that really made it easy to open up” – Liam   

Other’s described helpers who were knowledgeable, insightful, enjoyed their work and had a 

good sense of humour: 
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“She was still, laugh at it sort of thing, and I was like this is good [laughs]” – Laura 

Several participants discussed genuine and compassionate helpers, with some describing the 

most supportive helpers as having innate qualities that ensured they were suited to their role:  

“Training can’t teach you care, compassion and being non-judgemental, which is what you 

need… that’s just the way someone is” – Aine 

Rachel recalled two people who helped her throughout her adolescence who she described as 

“special” people, describing the comforting nature of her guidance counsellor: “that was the 

first person ever that I felt comfortable to say to that I don’t feel well, I don’t feel safe”.  

Once participants connected with their helper, the process of building rapport was the next 

important step in being supported. 

Rapport 

Some participants described the ability of helpers to create an instant rapport, while others 

discussed needing time for rapport development to engage in therapy:  

“There are certain people who genuinely care about you and give you the time and that’s what 

you need” – Erin  

Many participants described how a genuine rapport with good boundaries, in which they felt 

connected and understood, provided them with a safe place to explore distress:  

“Because you know they won’t judge you, you know their personality, you know that they do 

actually care” – Cathy  

Erin described how time limits in services could prevent the development of a deep rapport 

with a helper: “yeah and by the time I could build up kind of that friendship and trust with a 

person it was already the ending”. 

Participants who had experiences with being in state care, homelessness, fostering and asylum 

seeking, needed more “real” rapports:  

“it’s like, she knew that it was all about the relationship” – Rachel  

Rachel described her support worker’s commitment to her: “she did do so much, just the 

simplest things, being there no matter how much I fucked up or messed up, no matter how alone 



157 

I was when I had lost absolutely everything, from the transition to teenage years, moving towns, 

from being in care”. 

Gerard, who experienced homelessness, described building a supportive and lasting rapport 

with a youth worker: “…she has been incredibly helpful, I have told her many times that 

meeting her is the best thing that has ever happened to me”.  

Thomas valued a pre-established rapport with his guidance counsellor: “just seeing him around 

always saying hello… I think that’s what led to me eventually actually going to him as a 

counsellor”.  

Aine described the benefit of getting to know her youth worker within appropriate boundaries: 

“she’s told me about her, whereas professionals they barely like telling you their surname… I 

actually knew her as a person… yeah I don’t need to know her life story… but I don’t want to 

talk to a stranger either”, and how she felt like she contributed to the relationship: “I helped 

her decide that that’s what she definitely wanted to do in life”. 

Participants who experienced abuse and parental abandonment discussed how helper’s going 

above and beyond repaired trust and communicated care. Rachel described being supported 

with daily tasks: “She used to take me to school every morning… and she used to knock on my 

door and made sure, and if I didn’t, she’d be like - okay! [laughs]”. Rachel described her 

support worker visiting her daily in in-patient services: “I felt like I was a burden, but she would 

always reassure me that, ‘Rachel I actually care about you’ and that was very special”. When 

Rachel turned 18, she had to transition to adult services and experienced terror at losing this 

professional relationship. The helper, with adapted boundaries, stayed in a supportive role in 

her life: “and she just laughed at me and said Rachel, I’m not going to go, and she still 

messages me to this day, you know ‘how are you?’”. 

 

Participants described the ability to relate as an important part of rapport: 

“Whenever I go to a counsellor in the first one or two sessions, I know whether that person's 

been through something” – Joseph 

Aine described how a poor rapport resulted in professionals blaming her for being 

“uncooperative” and “not helping myself”. 
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Some participants described how a helper sharing either their own or another’s experiences 

with distress and coping, in an appropriate manner, enhanced rapport and balanced power 

relations:  

“The best counsellors that are out there are people who have suffered in the past and have 

gone through something, some struggles and they know what it is like” – Joseph  

The ability to relate was very important for participants needing support with LGBTI+ related 

concerns:  

“I remember she told me that she was in similar situations, like she had to hide… and her life 

changed… it was good to meet someone who knows how it feels, who understands you” – 

James 

All participant’s described trust as foundational to rapport and engagement in treatment. Trust 

development could take anywhere from 1 session to a couple of years, with the earliest 

interactions rated as important:  

“It could take me months to get to just a stage where I trust this person enough…” – Erin  

Appropriate sharing of information supported trust and rapport building:  

“There has to be mutual trust – if she doesn’t trust me, why am I going to trust her?” – Aine  

Many participants discussed a preference for a prior relationship, but some discussed how they 

would not consider help-seeking to someone they did not know:  

“I would have never talked to anybody if I had no relationship with them” – Thomas  

Prior relationships gave participants an opportunity to observe a potential helper to assess for 

predictability, trust and faith in the helper to support distress in the way needed:  

“Once you have that connection with them that you know, aye. this is the right person who is 

going to help with this” – Andrew 

Some participants described trusting helpers who had assisted them previously: “…if they have 

helped you with problems before, like you can definitely trust them like… like that’s where the 

trust starts building…” – Andrew  
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Thomas described how prior trust could alleviate other help-seeking fears, especially in earlier 

adolescence: “I don’t know what I thought it would be like, but I knew I trusted him”. Cathy 

described how it was easier in emerging adulthood to approach talk without a prior rapport: “I 

suppose being able to chat to adults at that point, I was 20, so it was easier.” – Cathy  

The time to build a supportive rapport with a helper was described as crucial to most 

participant’s therapeutic engagement and services differed on whether they were able to 

provide participants with the opportunity to do this. The quality of the helping relationship was 

often connected to the helpers’ approach. 

Helper’s approach  

Regarding the helper’s approach to support, participants described both helpful and unhelpful 

experiences. The first helper for many participants was their GP who was described by some 

as approachable and encouraging but by others as clinical and not providing enough guidance:  

“The doctor just gave me a list … the next they will see you is in like two months, or there are 

people out in other places who will give you other opportunities” – Liam  

All participants valued an informal, personal, and friendly approach: “…rather than just sitting 

on a hard seat and just staring at this person like an interview [laughs]” – Cathy  

Intrinsic to this informal approach included hiding administration. Cathy described receiving 

the most help from a counsellor who “…never picked up a pen and paper” and Aine described 

how a youth worker remembered their conversations without notes: “…I’m sure she’ll do it 

afterwards! but she doesn’t do it when I’m there!... there’s no forgetting”.  

When participants described positive and collaborative support, they used “we”. Participants 

valued helpers who took individual approaches, taking feelings seriously, who inquired about 

needs and validated concerns: 

“…she didn’t just have one way to deal with every other person, she sort of listened to me and 

considered what I may need” – James 

Others valued the immediate comfort of refreshments:  

“…whenever they give you tea, offer you biscuits [smiles]” – Richard  
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Erin noted the importance of physical closeness and active listening: “…the woman was just, 

no further away than you are now, just like a foot, was looking at me… ‘and I am going to 

listen to you’, really on my level and that made me feel a lot more comfortable”. 

Some participants discussed how their needs could change throughout their support. They 

valued learning new skills and strategies for coping with distress, after an appropriate length 

of time being listened to:  

“At the end day you need to see a result like” – Joseph  

Claire described how helper’s encouraged appropriate self-management: “… then like I thought 

like okay I’m not completely better but I’m okay to do this on my own” and Cathy discussed 

how a helper using multiple interventions or strategies: “it was more holistic than I thought 

was going to be!”  

Challenging at the right time was helpful for gaining perspective and feeling better and building 

self-esteem:  

“She challenged me a lot definitely, for sure, and I needed that you know” – Robert 

Erin described a counsellor who challenged her feelings of helplessness effectively: “…it is 

not something that has stuck itself on me, it is not something ingrained in who I am, it’s part 

of life and I can deal with”. 

 

Some participants commented that helpers, particularly in schools or youth services, 

“checking-in” and “noticing” were signs of genuine care:  

“…even just “you’re looking a bit down today I will put on the kettle”, something as simple as 

that… you would feel like they actually care, they are actually noticing stuff” – Cathy  

James described help-seeking to a teacher who gained reputation amongst peers for their 

approach: “she is just the kind of person that everyone can turn to, she will always do her best 

to help”. 

Aine described how a youth worker upskilled in response to her mental health needs: “So it 

wasn’t like right yeah I’m not trained in this, go somewhere else. It was… so we’ll figure this 

out and while we’re figuring this out, I’ll get trained. [both laugh]”. 



161 

In a crisis, some participants valued a helper who responded in a calm, sensitive and reassuring 

manner. Gerard described his need for an impartial helper and an outside perspective after a 

family crisis: “someone that wasn’t involved in the whole situation and wasn’t didn’t have 

anyone’s interest at heart other than my own, or in mine” and how they provided much needed 

hope: “I told her everything that happened, and she told me I’d be fine”. 

Aine explained how a youth worker took a non-judgemental approach to her self-harm: “…has 

never ever tried to tell me not to self-harm, never. They never obviously encouraged it, but 

they’d never been like ‘no you need to stop doing that now’” and how when she was fatigued 

from managing distress, her helper was appropriately persistent and creative: “…you don’t 

have the energy actually to do it yourself so I will help you go to the park!”. 

Some participants described helpers who located extra support for them. Gerard’s counsellor 

provided him with direction to a housing service and a youth work service: “she got me a 

couple of numbers and I got people to talk to out here then”. 

James’ guidance counsellor connected him with specialised support for gender transitioning 

and Robert described how his public health nurse identified his need for community: “…the 

great thing was you know then I was about to come out to friends and family then, and it was 

herself who referred me on to [LGBTI+ service] … and I really, really became a part of that… 

and that’s helped me along with my mental health as well”.  

Some participants described helpers who were not appropriately trained or who offered limited 

approaches:  

“That was the style, and would either work for people wouldn’t work for people” – Erin 

And how helpers in peripheral roles could offer more help than those in assigned ones:  

“I got more care and support from her than anybody, like from a counsellor or a nurse” – Aine  

Joseph described the helping approach he valued: “there’s learning … through books and 

through academia and then there’s having been there, and the best counsellors have both”. 

 

Regarding unhelpful strategies, participants described unhelpful experiences of being 

stereotyped, stigmatised or othered by their helper: 



162 

 “… I was trying to discuss issues with my father, this guy just, tried to downplay everything I 

was feeling and said your father sounds like a nice man maybe the issue is with you?” – Erin  

A few participants described the impact of clock-checking and notetaking: 

“… are you really listening to me like? When they’re concentrating on this pad of paper… I 

would lose my train of thought and would be looking down at it thinking like what are they 

doing?” – Robert 

All participants described aspects of clinical approaches as unhelpful or uncomfortable. For 

some this was due to caregivers’ presence at appointments, the formulaic or repetitive nature 

of appointments or the manner of psychiatrists and consultants:  

“…she would ask me about medication and very to the point questions, like did I feel suicidal? 

Did I feel like harming myself? Did I feel like hurting anybody else? …  it was just literally a 

checklist and I found that very hard” – Rachel  

Aine believed clinical approaches did not prioritise relationships: “they didn’t value the 

relationship enough” and throughout her experience could not remember having anybody’s 

role explained to her: “…it was never explained, um [pauses] who done what or even who they 

were”. 

This lack of explanation of roles combined with an expectation of support resulted in some 

participants thinking that their helpers were not qualified:  

“She was really nice, but I don’t think she was really qualified?” – Richard  

Some described clinical approaches as communicating a distinct right or wrong approach to 

getting better:  

“…they’re like ‘you need to find the strength, you need to find out who you are’ but then they’re 

like ‘this is what’s wrong with you’” – Rachel  

Aine also relayed how practitioners invalidated her distress: “…so they’re telling me I’m not 

suicidal so that must mean that I’m not? so why did I just try to take my own life? I don’t 

know?”  and inappropriate approaches from helpers: “…when people over-react, they come 

across that they’re angry and so then you think, they’re angry with me and I’m in trouble and 

I’m never telling them again and then”. She also described how under-reacting invalidated 

disclosures: “if people under-react, you’re like, so am I exaggerating this and maybe this is all 
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in my head?”. Both responses were unhelpful and could decrease future help-seeking: “so 

you’re going to stop asking for help both ways”. 

Aine described the clinical approach to self-harm as to obstruct it rather than to address it: 

“…but not actually dealing with the underlying issues, you’re then going to take away the one 

coping mechanism I have. It’s gonna make things worse, not better.” 

Participants also discussed how consistency in the public healthcare system affected support. 

Robert stated feeling consistently supported throughout his treatment, even during staff 

changes while many others described having a different psychiatrist at each appointment: “at 

the time I was going for it there wasn’t a resident psychiatrist at all… you’d have a different 

fella, then a woman then a fella, then a different woman…” – FG Niamh 

Most participants who attended public healthcare under the age of 18 described a lack of 

privacy and confidentiality throughout their treatment. Cathy discussed how conversations 

about her treatment between her psychiatrist and her mother, while she waited outside, were 

unhelpful: “It’s a bit uncomfortable, you’re kind of like, shit what are they talking about? are 

they talking about something that I don’t know?” 

Many participants described helpers neither reading files properly nor following up with 

referrals, and inappropriate questioning or pace of intervention by helpers: 

“… rather than just intervene all the time because he did that a lot” – Claire  

A few participants described observing a lack of resources in public services, such as lack of 

physical space, lack of appropriate in-patient facilities, and a lack of staff: 

 “there’s no option you’re lucky enough to get what you’re given” – Rachel  

A few participants referred to professional-led ending of treatment, in particular when their 

psychiatrist or psychologist was not available over the summer months, resulting in earlier 

discharges from treatment:  

“that was really hard because I felt like I was building a relationship with her” – Erin 

Rachel described having no choice but to accept inappropriate care at public MHSs: “like they 

have to do their job, they have to judge you”. 
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Helper’s approaches were often described as being rooted in a wider service approach and 

could be dependent on the individual capacity, training, or ability of the helper to meet their 

needs. 

Summary of the helper 

Participants were able to recall rich and detailed memories of their rapports with their helpers 

as the helper was central to their experience. Findings demonstrate that the helping relationship 

and associated approach are central to young people’s experiences. Helpers with unsuitable 

character or inappropriate approaches exacerbated young people’s distress. Others recalled 

feeling supported and cared for by helpers who prioritised rapport, genuine care and who 

provided creative and supportive interventions, which met their treatment needs. 

5.5.4. Helping Environment and Youth Spaces 

This final sub-category presents findings from participants reflections on the role of the 

environment in mental health support. Two sub-categories deal specifically with important 

youth spaces that offer mental health support; a mandatory space - the school and a voluntary 

space - community youth services.   

Helping spaces  

Most participants discussed how the location and buildings of public MHSs could become 

stigmatised: 

 “If you’re going into the mental health service then it’s separated, everyone knows why you’re 

going in there [with emphasis]” – Aine  

Robert, speaking of the same service, perceived it as better at managing privacy than schools 

or the youth services: “…it’s more private… you got a private room, like I know we have that 

here but it’s kinda on view”. 

Claire believed that a community MHS’s location in town inferred stigma: “…it’s almost 

hidden and I don’t know if that’s intentional … and nobody ever walks up that road…”.  

Richard described how meeting other young people he knew in the service waiting area was 

problematic: “…you’re kind of afraid people are watching or whatever”. 

Regarding the appointment spaces, most participants preferred comfortable and private spaces 

designed for support and connection: “… and you were sat in a cosy office and cry, and you 
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felt comfortable and again there was no clipboard there was no paper it was just talking” – 

Cathy  

Thomas described the lack of privacy at the guidance counsellor’s office in school: “No I 

wouldn’t say, I wouldn’t it was a good location at all… they couldn’t hear anything, but they 

could look in”.  

Claire was uncomfortable with CCTV in her counselling room: “…almost like a one-way 

mirror and like cameras in the corner and I was kind of like I don’t know if I like this”. 

Aine stated that the use of public spaces could reduce stigma: “I was also out in public [park] 

there was no like secrecy to it…  there was no like ‘okay you’re coming to me because you’ve 

mental health issues, let’s be quiet about this…’” but also the benefit in the anonymity of a GP 

waiting room: “…you could be going in for anything”. 

Many participants described the impact of the environment as waning in priority as they got 

older and more comfortable with help-seeking:  

“…it was a good environment, but I don’t really think the environment affected my decision-

making one way or another” – Liam 

Robert described how being involved in a youth service offered a counterbalance to his formal 

care: “the great thing about that service that helped me was that it wasn’t so clinical”. 

Overall, participants described increased comfort in community settings with clinical and 

medical settings increasing distress:  

“…hospitals are upsetting” – James  

Formal mental health services are primarily in clinical or community environments, however 

semi-formal mental health provision often occurs in school and youth work settings and can be 

easily accessed by young people. 

Role of School 

As schools are spaces where most young people spend a lot of their time, many participants 

described disclosing distress to staff they knew. Teachers were in a good position to sign-post 

and support help-seeking:  
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“It was my Irish teacher who referred me on … she just knew that there was a lot going on and 

she wanted me to just talk about it” – Laura 

School pastoral care staff can be key gatekeepers to external services but also providers of 

mental health care to students:  

“…I remember doing breathing exercises and just talking and I kinda got over that” – Thomas  

In some instances, pastoral care did not provide appropriate support, and other staff stepped in: 

“a few teachers that would have caught me in the middle of a really bad panic attack and they 

would have been really, really nice” – Laura  

Some participants discussed the problems with dual relationships, lack of understanding of 

roles and school-focused guidance:  

“I think the only teacher who did that in our school was a religious teacher… it was more 

veered towards career guidance” – FG Josie  

Josie described a teacher who offered a space in school to relax, which resulted in better self-

management and avoidance of clinical services: “… never a huge focus on her to try and 

discern what was wrong with me it was just her saying ‘if you need to unwind, I am here’ and 

that helped me so much”. 

Some students discussed how school could contribute to their mental health problems, how 

other students and staff could further stigmatise them and how this was ultimately part of a 

wider school culture:  

“…they did just took us all as emotional girls sort of thing” – Laura  

Some discussed the lack of mental health education in schools:  

“I’ve never been in a class, and they were like ‘oh let’s talk about mental health’, the most I 

got was a lollipop in our science class” – Claire  

Laura described how school was not a priority for her but a break from her caring 

responsibilities at home: “I needed them to understand as well that not everything revolved 

around school a lot of us had a lot more stuff going on all”. Laura also described teachers as 

disconnected from student’s problems: “I wasn’t even concerned with that [exams] because I 

thought I was going to be dead before the leaving cert”. 
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Thomas highlighted how young people not in education are likely to go unnoticed: “a lot of 

people that are not in education are the people that talk to me about stuff” and may rely on 

their peers or become involved with community youth work services. 

Role of community youth work services  

Many participants described youth workspaces as accessible, appropriate, and supportive 

environments for their mental health:   

“It was a lot more comfortable because I was coming here with friends before, and it was a 

very welcoming place, all the youth workers were friendly” – Cathy     

Help-seeking for mental health was made easier because it was a familiar space:  

“It’s just like opening up and talking to someone that you really trust and people that you really 

feel comfortable around” – Andrew 

Some participants discussed drop-in spaces as providing time and opportunity to observe, 

choose and build rapport with youth workers who can potentially help:  

“I do think that in this youth service there is a lot of variety, different cultures different 

specialities” – Cathy 

Andrew noted how role modelling and scaffolding in problem-solving or being guided to solve 

more practical life problems, encouraged him to seek help for more sensitive issues: “but I’ve 

felt like, whenever I speak to someone, people in the youth service, it’s like they showed me the 

action that I have to take”.   

Some participants engaged in multiple programmes, which offered distraction and respite from 

problems:  

“…it was great it would take you away from everything, you are concentrating on something 

else, and it was brilliant” – Cathy  

Some participants stated that the youth work methodologies used in mental health work 

encouraged them to use other community mental health support services:  

“… it’s great for everybody to see other people sharing their experiences and talking about it, 

people in there sitting in circles talking about it, so from that you could go on then to other 

ones” – Thomas  
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Participants disagreed on privacy in youth work settings. Richard described privacy as built-in 

to a multi-functional space: “it’s really easy to go to without being spotted or judged or 

anything” and how it was easy to speak with a youth worker: “on the down low”. Gerard stated 

that drop-in spaces were unsuitable for young people who require more privacy: “Well that has 

drawbacks because then you can run into people”. 

Rachel discussed how youth services have stigma and can be associated with young people 

who experience marginalisation: “…that everyone comes here is unwell and it is filled with 

freakers and stuff like that”. 

Participants who had experienced state care, homelessness and immigration described youth 

work as the most appropriate service for mental health support for them, as it offered more 

autonomy, a longer-lasting supportive relationship, and ease of access as and when needed:  

“I was given the choice of whether I wanted to be there or not…with the youth worker there 

was no pressure of when and if you wanted to. I might want to talk to you for a few weeks and 

then I might not! Who knows? [laughs]” – Aine 

Aine described the flexibility of the youth work approach in providing support: “…if you don’t 

show up in the mental health service - you’re in trouble. I don’t show up to a youth worker – 

it’s ‘oh my God are you okay?’”. 

Gerard described how a drop-in service relieved the loneliness he experienced living in a 

hostel: “Because it always makes me feel better, if I just sit in my house, I don’t do anything 

and I don’t talk to anyone and I feel miserable and it’s not fun, so I come here and I see the 

people that I enjoy seeing, and that I enjoy spending time with, and I feel a lot better”. He also 

described how drop-in services can attract young people experiencing similar issues and an 

opportunity to connect and create community with peers: “we’re weird, we all have stuff going 

on, we are all kind of, we fit in because we don’t fit in, and it’s nice”.  

Richard valued the ability to offload in an informal way and the opportunities to develop a peer 

support network: “…just like playing a game of pool and you’re like ‘ah I had a shit day today’ 

and then like ‘ah well talk to me about it’, everybody tends to chat to their friends and it’s hard 

to make friends whenever you’ve nowhere to go”. 
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Rachel, who spent time in care, described developing rapport with many different staff: “I got 

to know more youth workers, I got to know them individually” and Andrew, who grew up in 

foster homes, spent 10 years attending a youth work service and described finding community: 

“…once you know people, once you know you can trust them, once they have done so so so 

much for you, and once you have given them so so so much back, it makes it so much easier… 

yes that’s my community”. 

 

Participants described youth workers providing them with ongoing support during a crisis, 

advocacy while attending other services and out of hours support:  

“if I was suicidal and felt that I could no longer keep myself safe even for a minute longer I 

took up the phone and ring her, whereas [pauses] there’s no other profession really you can 

be like okay it’s 2 o’clock in the morning that’s fine…” – Aine  

Some participants described youth services as appropriate for mental health support: “I think 

here is just honestly amazing and I think the best we’re very lucky to have it… all the hope is 

in organisations like [youth services]” – James  

Laura felt that youth services had much to offer regarding mental health support: “There is a 

lot that goes on, and it covers about as much help as they can…” but was concerned about how 

access to youth services varied across Ireland: “like I know ones down the country that would 

not have anything like that around them at all and they’re just waiting there, just going to their 

GPs and are still on the same old awful waiting lists”. 

Summary of helping environment and youth spaces 

This sub-category presented findings regarding the impact that the environment has on mental 

health support, especially regarding how stigma is maintained, and privacy managed. Young 

people dislike clinical environments and feel more comfortable in community or public spaces, 

especially when there is opportunity for rapport building. School presents opportunities for 

rapport building and intervention while youth services were found to provide opportunities for 

respite, recreation, and community building.  

5.5.5. Summary of category 3 

This category the help presents important findings regarding participants individual 

experiences help-seeking. Findings show that access is difficult, and young people were often 
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placed on waiting lists, with some not accessing support at all. Young people were rarely 

included in treatment planning, and choice and collaboration in mental health care was 

associated with private counselling and more likely in emerging adulthood. Findings also 

showed that offers of help received could be conditional, time-bound, and engagement was 

dependent on the characteristics and approach of the helper. All agreed on the essential role of 

the helping relationship and how different environments could impact feeling supported. 

Exploring these central experiences of mental health care is critical in understanding how 

participants were impacted by services and what their core needs are in mental health care. 

 

5.6. Category 4: Impacts and Outcomes 

This final category of Part A presents findings regarding participants reflections on how their 

lives were impacted by their experiences of help. This category presents findings on the 

personal impact of help-seeking and what participants, as experienced service-users, stated 

were their core needs in mental health care (Figure 20). 

Figure 20: Impacts and Outcomes 
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5.6.1. Personal impact of help-seeking 

Participants discussed their journeys through services for a mental health problems and the 

outcome of that experience. This sub-category explores how a help-seeking episode impacted 

their lives, considering positive and negative effects. 

Positive impact 

Participants described the search for help as being rooted in a need to feel connected and heard 

and finding a helper who would listen: 

“It’s not like my problems were solved, disappeared but at least… I have some to talk to” – 

James  

Many participants described a reduction in distress: 

“I just started settling into my body again and not feeling disgusting or anything and it stopped 

me having panic attacks” – Laura  

The feeling of receiving genuine care could be profound:  

“… there’s no words to put down how much that woman helped me” – Rachel  

Important positive outcomes also included increased self-worth, confidence, self-efficacy and 

self-image and a reclamation of power over life:  

“I just did not care anymore, like fuck it, go cry, I’m not going to cry over it” – Laura  

Joseph described his desire to take personal action: “I wouldn't have been able to do it if  not 

for what happened to my friend giving me the courage to just speak up, fuck that, this isn't the 

way we need to be” and how he used social media to openly discuss and share resources to 

tackle stigma and taboo of mental health: “I started blogging and I have my own Instagram 

page with the aim of showing that regardless of struggle and regardless of the bad services 

there is things out there that can help you”.  

Through positive and non-stigmatising experiences of help, Andrew described new meaning 

for mental health: “I don’t think anybody should be afraid about speaking about the mental 

health”. 

Some participants described increased self-knowledge, and the processes of learning to 

“understand triggers” and trying new skills:  
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“…if that like vicious internal monologue ever starts coming back, I know what it is, and I 

know where it’s coming from and how to deal with it if I need to” – Liam  

Many participants experienced personal growth: “I completely changed” – Laura  

Helpers who modelled and fostered trust assisted participants to repair and build trust in their 

personal lives:  

“…that only comes from the fear going away… I trust people way, way easier now and I think 

that was part of it” – Thomas  

Some participants described feeling grateful, fated or fortunate to receive helpful support:  

“I am I was extremely lucky, I think… I don’t know how my experience would have been if I 

had someone completely different…” – Rachel  

Positive outcomes were described by participants as powerful and encouraged them to seek 

help again, reporting increased quality of life and better social connections. 

Negative impact 

Most participants described the impact that unhelpful or inappropriate treatment had on their 

life. Some impacts were short-term, others had lasting effects. After long waits for help, 

participants experienced confusion or disappointment:  

“And I was just thinking what am I doing here? – Laura  

A few participants described experiences of being stereotyped or stigmatised:  

“… if you’re female it’s seen that, well you’re just a teenager you’re being a drama queen, so 

your emotions are just all over the place, it’s puberty, that’s the end of that.” – Aine 

Many participants described experiences that left them feeling uncared for:  

“How can it make you feel? Like shite. You know like, like they don’t give a fuck. Sorry about 

the language” – Joseph  

Aine described how when professionals did not model care it increased feelings of 

worthlessness: “why should I care if they don’t care?... it makes no odds if I do commit 

suicide”. 

Abrupt endings to treatment triggered feelings of abandonment and rejection:  
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“Just felt like she was cutting me off as if I was nobody” – Erin  

Repeated rejection triggered anger for a few participants:  

“That was the point where I was fuming, I was absolutely ready to kill people” – Aine  

Others experienced blame for not getting “better” in time and Rachel described guilt and self-

blame for developing positive relationships with her helpers: “I know I shouldn’t have became 

attached to them and become dependent on that service”.  

Joseph felt judged: “… and for that there to tell me who I should, who I’m meant to be?” 

Niamh felt patronised: “we had so many rules and things we had to follow….and if you’re a 

bit late you would get an eating”.  

Aine felt punished for not feeling well and missing appointments as well as shamed for self-

harming: “I technically got kicked out for self-harming in front of two other patients. So the 

reason they sent me there is the reason I got kicked out  

Erin experienced counselling as “alienating at times”. 

A few participants discussed regret at disclosures:  

“You shouldn’t have told them” – Aine  

Rachel described how being on medication damaged her self-image:“…what it felt like? there 

is something wrong with me and I need this to feel better…I was on Prozac… and it was like 

she was feeding a sick person”.  

Erin also discussed how inappropriate interventions contributed to the eroding of her self-

image: “…they are the person that is trained in this and the experience and all the knowledge 

… I feel like, if it’s not helping me at all, then I feel like the problem is with me”.  

Aine was disappointed by repeated inappropriate treatments: “… because I wasn’t given the 

help I needed at 8 that by the time I got to 15 I had got ten times worse and by 16 I had given 

up on the mental health services by then.”  

Unhelpful services or helpers increased distrust in services:  

“I think what they want to do, if they do get in there, is put drugs in you and let sit and look at 

the walls” – Joseph  
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Many participants described how public healthcare left them feeling like a burden within an 

overcrowded system:  

“…just trying to get as many people in and out as possible, diagnose them and push them on, 

but that was my thinking behind it at the time” – Cathy  

This could cause feelings of being objectified or dehumanised:  

“Like you’re just invisible and like it’s also as if you’re just a number to them” – Aine   

Or feelings of violation at having your life history in a file with someone you do not know: 

“It was almost like I was going to this lady who knew everything about me, and I hadn’t even 

said a word” – Rachel 

Assessments and approach of helper could exacerbate negative feelings:  

“… this person had a clipboard and was ticking boxes and that just made me feel worse…” – 

Cathy  

Rachel felt scrutinised and mistrusted by helpers: “it’s like they are so sceptical of everything 

that comes out of your mouth, and they are so observant of how you act and eye contact and 

everything… what you say if you stutter, if you’re shaking, everything”. 

Some participants described how their experience of help exacerbated their mental health 

distress and some were left feeling helpless:  

“Maybe I can’t be helped” – Erin  

Aine described feeling hopeless: “if you are suicidal… what is the point of me not doing it, 

because it’s not like as if I’m going to get help”. 

Summary of personal impact of help-seeking 

This study found that young people experience a range of positive and negative effects as a 

direct result of help-seeking. Positive experiences of feeling listened to and helped were 

powerful and unhelpful experiences caused or triggered intense emotions including 

hopelessness and suicidality. 
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5.6.2. Young people’s needs in mental health care 

This last sub-category, within the final category of Part A, presents findings that are central to 

the aim of this research, to identify the key elements participants needed when help-seeking to 

services for a mental health problem (see Table 5).  This sub-category explores needs from a 

service, approach and rapport, interventions, and a discussion on developmental needs. 

 

Table 5: Young people’s needs in mental health care 

 

 

 

 

 

 

 

 

 

 

 

 

Service factors 

Participants described aspects of service provision that facilitated them to attend. Receiving 

positive regard and being welcomed by staff could alleviate fears and anxieties about accessing 

help:  

“…friendly people is huge, someone to be friendly to you when you walk in a door can change 

your day” – Cathy   
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Most participants needed staff to provide them with information about the service:  

“Maybe make it a bit easier for people … it’s not always easy to understand what services are, 

need a better sense of clarification around what the services provides” – FG Enda 

All participants needed information on different helper’s roles and limitations: 

“Education on their roles and why they’re there are those are why they’re important, how they 

can help, that’s the most important, how they can help” – Thomas  

Participants needed empathy and sensitivity during assessments: 

 “Have a conversation, assess them without them knowing they’re being assessed” – Cathy  

Many participants stated their need to choose a helper to ensure compatibility:  

“You should be able to decide who you want to see” – Aine 

Meeting the same helper at each session was a core need for participants:  

“Like how can somebody get better if they see a different person every week?... where is the 

progression, where is the hope, where is the path forward?” – Joseph   

Participants stated that they were already highly distressed when they asked for help and so 

required a timely response:  

“If they’re in crisis and you’re like all like “wait a week”, feeling like this? I might not be here 

in a week” – Laura  

And some required an immediate response:  

“there’s quite a lot of young people that like, it’s bad, they just desperately need help right 

then and there” – Laura  

When young people were put on waiting lists or were referred elsewhere, participants needed 

services to provide “reassurance that you’re going to be helped” – Claire  

Participants described their need for appropriate scheduling of appointments, especially in the 

evenings:  

“I only wake up around this time [interview is taking place after school]” – Richard 
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Young people who experienced state care described needing out of hours support:  

“She would say any time you need me just call me and I’ll come down” – Rachel  

 

Participants described their need for appropriate, calming, and private helping spaces:  

“She had a lovely wee art room with all these pictures and sculptures, it was such a nice thing” 

– FG Josie 

Some participants in small communities needed access to services that ensure privacy:  

“…I have to go somewhere else outside of where my dad works like” – Claire  

Participants described needing flexibility around where their support took place:  

“It could’ve been in the youth centre, or we could’ve in a café somewhere, or we went to a 

park” – Aine  

For some young people with experiences of asylum seeking, immigration or state care, trust 

was connected to the environment, and they needed access to familiar community-based and 

non-clinical settings:  

“…if it’s an environment that you trust, if it’s a positive environment, if you always go there, 

if they have helped you with problems before” – Andrew  

Aine stated that young people identifying as LGBTI+, need explicit advertising of acceptance, 

such as the placement of posters in receptions and waiting areas: “if they have nothing up my 

answer is gonna be ‘well I’m not telling you!’”  

Richard described how a multi-functional environment, such as a drop-in centre, helped him 

manage stigma and discomfort: “I wouldn’t have it mental health specific, well the whole basis 

and grounds of it would be mental health, but it would be somewhere like this”  

Participants discussed their needs regarding service factors and how this can affect engagement 

in interventions and treatment. 

Interventions and treatment  

Different participants described needing different types of interventions at different times. All 

participants needed one to one support. Rachel described how a weekly appointment, without 
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pressure to talk, provided her with a “safe space” to gradually build trust: “… and I wouldn’t 

even have to say anything at all, and I gradually obviously became comfortable”.  

Clear boundaries around confidentiality needed to be established from the beginning of an 

intervention:  

“…  you need to make sure that the young person is 100 percent on board with confidentiality 

and that the person they are talking to is on board” – Claire  

Aine stated that helpers need to check or manage child protection concerns and inter-agency 

work in an appropriate way: “…it wasn’t a case of okay so mental health’s already involved, 

social workers already involved, so I’ll just ring them and tell them you’ve said blah de blah 

and see you later”. 

Time for trust-building was a core need for participants in their mental health care:  

“The main issue that because people need time to open up to gain trust to feel like they can 

connect with the person they talk to” – Rachel 

 

Consistency with a supportive and trusting helper, for as long as needed, was the intervention 

young people in care described needing most:  

“It was all about consistency, because I knew I had an appointment like every Wednesday, it 

was every Wednesday for years and years and years” – Rachel  

For participants who had little or no social supports, a single helper in a service could not meet 

all their needs, they needed to be connected with multiple helpers and opportunities to build a 

support network:  

“I know if I rang [school counsellor] and said ‘oh my god what? I do’ she would be there, and 

obviously Mary is always there she still messages me, even if I came here to the youth service, 

I know I would be supported no matter what” – Rachel  

Cathy discussed the need for artistic or creative interventions as an option for young people: 

“I would always encourage artistic activities to be done with in mental health” and emphasised 

how respite from distress through other activities, alongside support, is important: “…getting 

them into activities that take them away from what’s going on”. 
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Robert described his need for time to learn how to be in a supportive relationship: “I was just 

able to take my time … that was really important because you know some people find it hard 

to maybe express their feelings, they don’t know how to do it, what to do”. 

Participants in later adolescence or emerging adulthood, stated needing structured interventions 

to learn skills and strategies for self-management:  

“Sometimes you do need to learn how to live” – Laura 

Some participants described how being provided with space and time for self-management in 

school was the intervention they needed:  

“It was positive for me definitely” – FG Josie 

Erin stated that helpers need to manage timing in appointments respectfully: “… I would say 

try to be sensitive… and not try to come across like pushing people out the door at the end of 

the session”. 

When participants were asked what they ultimately needed when they were distressed, the two 

interventions that all participants valued, above all other approaches, techniques, and therapies, 

were listening and offloading:  

“Just listen. That would have been problem solved… just sit down and actually listen” – Aine  

“I just needed someone to listen” – Rachel  

“Just to listen more than anything” – Cathy  

“I think that was the real thing that I needed; I don’t think it was the technique” – Claire    

“I needed him to listen and am try to understand” – Thomas  

Most participants described needing to offload distress and be heard:  

“I just needed the release of just being able to say all these things” – Liam  

“I just wanted someone, I wanted to tell someone without them squirming away from the 

conversation” – Laura  

“I just felt like I need someone to know” – James 

“I already had a shit ton on my brain, it was just talking to someone” – Claire  
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“I just needed someone to chat to, really and just say what’s been going on” – Robert  

Some participants needed to offload during a crisis:  

“It was just having someone listen to me… that was all I wanted her to do, I just wanted to talk 

– Gerard  

Participants described needing to hear their problems said out loud:  

“You do just need to get these things out, and like the act of seeing things out loud I think really 

helps” – Liam  

Regular offloading in of itself was often enough to manage distress:  

“It is good to just let it out because once you let it out, you just feel so much better” – Andrew  

“It was like, so you don’t bottle things up, like [youth worker] she just let me rant [laughs]… 

but she let me complain so that’s what I need” – FG Josie 

“once I got everything out I felt fine” – Rachel  

Participants discussed their needs for interventions and treatments on an individual basis and 

how their ability to engage in treatment was affected by their rapport with and approach of their 

helper. 

Rapport and approach 

Many participants need to feel emotionally safe with a helper:  

“Something as simple as I’ll make you a cup of tea, straight away you get a comfortable 

feeling” – Cathy   

Participants described needing a helper who could communicate well and appropriately:  

“The person has to be very comfortable they have to be able to have a good conversation with 

them … somebody who isn’t uptight, somebody isn’t like scientifically smart about psychology” 

– Claire  

Participants needed helpers to inquire, from the outset, about their well-being and their needs 

for mental health care and then collaboratively devise a care plan:  

“So, you like the layout of this plan? do you think this will work for you? do you know what 

you need? and if you don’t that’s okay, um, there are other counsellors in the service that may 

do it this way or different ways” – Erin  
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Participants needed the helping relationship to feel like a partnership: 

“I would describe the relationship between therapist and patient is like being a relationship 

between two partners” – Joseph 

Participants described needing to assess a helper before disclosing to them:  

“The young person has to learn the person that they’re with and analyse what they are like, 

what do they like? how are they with them? are they comfortable in my presence? that’s very 

important” – Rachel  

Aine stated needing open, honest, and transparent helpers: “teenagers can tell when someone’s 

bullshitting them… so I knew she wasn’t bullshitting, so that’s probably the most important”. 

All participants stated the need for a person-centred approach:  

“It was my decision so what we discussed, and when we met, if we met, it was always because 

I wanted to” – Aine  

Participants also needed a flexible approach:  

“For some people talking therapy doesn’t work or it might work one week and not the other” 

– Aine  

An informal approach was preferred:  

“You called your doctor by their first name and you called your nurse by their first name” – 

Robert  

All attendance and participation with a service needed to be voluntary. Participants needed to 

have their autonomy appropriately supported to make informed decisions, from the beginning 

of help-seeking to participation in a service:  

“Forcing somebody to talk when they don’t want to is actually more detrimental to their mental 

health” – Aine  

Aine needed her helper to support her autonomy and respect her choices, and stated how this 

was part of trust-building: “I trust you to be mature enough to know”.  
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Some participants needed an established rapport before engaging in support, while others stated 

that working with a stranger was acceptable if the helper prioritised rapport building:  

“…like I know a bit about you now, I know you like cats! little bit of context about that person 

to talk to” – Claire  

All participants said they needed a good rapport, centred on trust, to engage with counselling: 

“if there is no relationship between you and the other person, then the method of counselling 

is not going to work” – Joseph  

All participants needed varying lengths of time to establish trust, including when participants 

met and what they wanted to talk about: 

“Choosing whether you want to even speak about something is more important than choosing 

what type of therapy you want” – Aine  

Trust was connected to time and duration of relationship and young people in care needed extra 

time for trust-building:  

“Um, it took me a very, very long time to open up to Mary. A very long time.” – Rachel  

Participants who had previous experiences of trust being broken by adults needed a 

commitment of support from a helper for the long-term:  

“I will help you through every process that you are going through” – Cathy  

For many, a supportive and trusting rapport, was the intervention they needed:  

“I needed, like this foundation level of ‘you’re not a horrible human being and everybody 

doesn’t hate you and you deserve to live’ and then I can get to writing things in books” – Erin 

Participants needed to feel genuinely cared for:  

“If they’re genuinely aren’t interested in your well-being, it’s not going to work” – FG Aine 

Aine described a long-term and caring relationships with a youth worker from ages 17 to 25 

years as the intervention she needed: “…you know especially after so many years she’s not 

doing it because it’s her job, she’s doing it because she actually cares about me”. 

Some participants stated that they needed helpers to check-in, provide after-care, follow up 

after referring on, and ensure that they were receiving the right support: 
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CI: How did you know she cared?  

Aine: “Because she followed up – pretty much [laughs]”  

Many participants described getting “better” and how they needed a helper who took time to 

get to know them:  

“How do you expect someone to get better or to help them if you don’t know them? If you don’t 

actually care for somebody, how can you help them?” – Rachel  

For some participants, they needed a “real” feeling rapport:  

“Just needing… wanting to be wanted in that room, and not feel like I was a burden, I felt like 

I was a burden in every other aspect of my life” – Erin  

Some participants wanted to be liked:  

“She actually liked me as a person you know [laughs]” – Rachel  

Many needed some attention:  

“Because you do need a bit of attention at the time” – Laura  

 

Richard described needing connection, acceptance and community from helpers: “really down 

to earth and not stuck-up, just really real people that sit down and chat to you and take time 

out of their day to ensure you’re okay, everyone wants to feel like they matter… if you walk in 

here and somebody remembers your name… and have a conversation with you, it’s huge, in 

fact it’s helped me it’s helped hundreds of people”.  

Joseph needed a compassionate rapport: “caring and compassion are basic human, basic 

human qualities and it should be especially inbuilt, especially with people working in a mental 

health service”. 

Liam described feeling vulnerable and his needs for emotional warmth and empathy from his 

helper: “it’s a very kind of personal thing and the relationship… is going to have an impact on 

you …. just really warm, really friendly and made it very easy to just”. 

Participants did not need sympathy:  
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“…looking down feeling sorry for you manner, but understanding that you need to sort out 

some shit up here” – Laura  

They did not need to be patronised or dismissed:  

“I didn’t want it normalised what I was going through, at the time, I didn’t want someone to 

say aww it’s just a phase and you’ll grow out of it you’ll be fine” – Cathy  

Nor stereotyped or othered:  

“Especially my generation where everybody’s there’s so much like bullshit, excuse my 

language, like going on, not everybody’s trying to be an idiot…just take it serious” – Thomas  

Participants described needing relatable helpers:  

“The one counsellor I had, that I clicked with, had been through something” – Joseph  

All participants needed non-judgemental helpers who can manage their own distress:  

“Give me a way where I can get it out without worrying about your reaction” – Laura  

All participants needed to feel understood:  

“I need someone to be there to understand what I’m going through” – Claire  

Some participants needed a helper who could see how mental health can affect an individual’s 

ability to attend appointments: “It really doesn’t work, sometimes you’re too sick to see people 

and you’re like I can’t deal with talking to you… I’m too depressed and too tired and there’s 

no point, I just don’t want to do anything today” – Aine  

Participants needed to feel respected, validated, and that their distress was taken seriously:  

“At the start I needed her to tell me I am not crazy” – Claire  

LGBTI+ youth needed demonstrations of acceptance:  

“I think they needed someone to really genuinely understand and just accept me the way I am, 

and I just got that straight away” – James  

All participants needed hope and reassurance:  



185 

“It's them counsellors that give you hope and make you feel like there is a way forward here… 

you need what every kid needs that struggling, you need hope” – Joseph  

Participants described that they needed helpers to encourage personal power:  

“I needed someone to tell me yes you can deal with it” – Erin  

Participants needed an ally, especially when they were experiencing family conflict:  

“To speak to someone about that, that was entirely impartial and there for me and not anyone 

else was what I needed at the time” – Gerard  

Some participants needed support with romantic relationships:  

“I needed someone to be on my side ... I needed someone to tell me that you’re not making it 

up in your head” – Claire  

Professionalism was important to participants which included clear boundaries, even for 

participants who needed a more ‘real’ feeling rapport:  

“…not like crying because you’re leaving them relationship…something like that like I know 

a bit about you know… so it easier for me to open up and talk to you” – Claire  

Some participants wanted a helper to assist them in getting access to the right help:  

“it’s nothing personal but I might actually benefit from going to someone else, who has a 

different style of different whatever” – Erin 

 

A couple of participants from African backgrounds stated that they had extra needs:  

“I don’t like talking about like, as if Africans are different, but it is different” – Thomas  

Participants from refugee and African backgrounds would not use formal services, needing 

community networks and established relationships to support their mental health, which were 

found in schools and youth services:  

“They have to build relationships first… so for a young African, it would be environments 

where they can build relationships… I feel like through youth services is probably the best way 

about it because again, an environment to build a relationship, because without, for me, I 

would have never [sought help]” – Thomas  
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Thomas stated that many young people from African backgrounds who have experienced 

immigration or asylum seeking are likely to have other stressful or traumatic life experiences. 

He needed an appropriately experienced or trained helper, able to offer a trustworthy rapport, 

provide validation and be sensitive: 

“…it’s much harder, I feel like and it’s because people have witnessed so many things do you 

know what I mean from a young age, it builds up and it’s like [pauses] Nobody ever [pauses] 

and our parents… talk to us about it as if it’s a myth” 

Young people from different ethnic communities need helpers who were not racist:  

“…I get that everybody does… but someone who’s smart enough to like put his or their own 

ego aside” – Thomas  

Rapport and the approach of the helper was central to young people’s needs in mental health 

care and was dependent on the helper’s ability to be adaptable in understanding their 

developmental needs and the pressures they were experiencing. 

Development and youth specific needs  

Participants reflected on the rapid changes in different aspects of their development that they 

experienced throughout their youth. Needs were different, at different stages, across this 

developmental phase:  

“you’re not the same person that you are at 16 and 20, or even 10 or even at seven, whenever 

it first started… so you have different needs and somebody at 20 could have the same needs as 

somebody at 16” – Cathy 

All participants described the ages 12-25 years as a challenging time:  

“Teenagers are complicated [with emphasis] and add in mental health, and that’s adding a 

whole other new universe of complications [with emphasis]” – Aine  

Many participants explained how distress from childhood became worse with time. No 

participant described growing out of their distress but growing and changing with their distress:  

“All the stuff you have been experiencing since you were a child comes to another level of 

understanding” – Erin  
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Participants described how problems ebbed and flowed, manifesting in different ways 

throughout adolescence. Claire described how through offloading space could be made to 

return to social and sexual development: “I was sort of like okay, but I wasn’t at the same time, 

I was going through that stage where I thought - I look amazing, my bum looks big, all the boys 

want to kiss me!”.  

Some participants described adolescence as a lonely time:  

“…I just remember feeling like just alone like. I’d be in a class full of people but I just felt 

alone” – Thomas  

Rachel described times where she was unable to communicate her needs because of her age: 

“which was really difficult” and Claire discussed how because of her age, she needed help 

learning about distress and developing self-awareness: “I kind of knew it but didn’t, I just 

needed someone to help me to open up and realise what was going on with me”, especially in 

late childhood and early adolescence: “I’d say I was kind of like depressed like fourth, fifth and 

sixth without knowing it”. 

Throughout adolescence participants needed more education and guidance:  

 “If you don’t know you have a problem, you’ll never try to fix it” – Thomas  

Liam stated that aspects of mental health education could be irrelevant to children and young 

people: “teenagers should be given some kind of training in it but yeah, like I said it would 

probably help recognise what my mind was doing at the time… if I was younger … I would 

have just ignored it” until they need to learn strategies and skills when they were relevant: 

“you’re going to need to figure out how those tools work for yourself”. 

Many participants talked about specific differences between adolescence and emerging 

adulthood:  

“I was pretty much the same person I was at 18 that I was at 16 but I was a completely different 

person at 21 and a completely different person at 25” – Liam  

Many participants stated that 18 years of age was a “crucial life stage”, an important legal 

transition point, and a time for major life decisions. Participants discussed adult expectations 

in Irish culture, for young people to achieve academically, and become independent around 18 

years of age:  
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“How do I navigate this while also having mental health issues?” – Aine  

Some participants described this as a stressful and pressurised pathway which requires support 

networks. Rachel discussed her feelings of failure and stigma for taking a different path: “it is 

extremely hard for young people because everyone has this idea that young people have to go 

into school, have a nice family, get their leaving cert, go to like university, get a good job, have 

a nice house, have a nice family… this is the way you have to do it and if you don’t, then you 

are a lost cause”  

Many participants described needing their mental health care to incorporate mental health 

education, relationship guidance and general life support:   

A: you are expected to have your life together too young  

JS:  there’s just too much pressure on young people  

CI: … what recommendations do you have for those services in supporting young                                          

people? 

JS:  just making it clear that there is other options 

For participants who transitioned to university, the experience was intense, and they needed 

support: 

“…I was coming out of teenage years and I was like oh [overwhelmed] what is this new world? 

So, they just wanted to unburden everything that was going on” – Cathy 

Liam described the impact of leaving home:  

“At 16 it’ll be okay, but when you are older like 18, 19, like you’re first trying to find your feet 

in the world, am, you don’t necessarily have the support base that you had for like all the years 

up to that, it can be rather overwhelming”. 

Many participants needed to improve self-management strategies in line with autonomy and 

developmental needs:  

“I needed someone to help, to support me in getting better myself” – Erin  

This age, 18, also represented a divide in public mental health services. For participants, 

children’s services were often patronising for adolescents and moving to an adult bracket at 18 

was not always developmentally appropriate:  
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“… cutting off the care at 18, moving you into a different bracket? That’s not a good idea 

because you are not a fully formed person yet and your brain is still developing, like – huge, 

different changes, in like your emotional well-being” – Aine     

Some participants stated the need for services to address this:  

“I think adolescents should be separate totally from children’s mental health service and adult 

mental health service – being a teenager is totally different” – Aine 

Participants needed longer term support, accessible throughout adolescence, and that continued 

with them throughout the developmental phase:  

“If the same services and the availability that was there when you were younger is still there, 

I think it would have a much bigger impact … we had a drop-in centre you could go speak to 

people when you needed to…  the relationship that you may have necessarily built up with 

those people… I think it’s like a continuity from like the late teenage, early adulthood years 

would be preferable” – Liam  

This was crucial for participants who experienced state care, who needed proxy family style 

relationships from professionals to provide connection, comfort, and care. Being in state care 

during childhood and adolescence is a unique and profound life-stage experience that does not 

occur in adulthood: 

“She was the only person, like when I talk about her I literally, it touches my soul … no one in 

my life has helped me that much” – Rachel  

Claire described using multiple services with unsuccessful shorter-term interventions: 

“mummy said ‘maybe you need something long-term’ and I thought oh my God, and everything 

just kind of clicked…” 

Participants living in a family that experienced conflict or abuse needed their adult helper to 

provide support, safety, and perspective:  

“I wanted someone to say what your dad is doing is wrong, and it is okay to feel like it’s wrong, 

and there’s nothing wrong with you” – Erin  

All participants described medication, specifically without talking therapies or life skills 

support as inappropriate:  
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“I don’t think any 14-year-old should be automatically put on an antidepressant” – Aine   

 

Some participants believed that adults were more experienced in life and better equipped for 

help-seeking. Liam discussed needing life experience to increase self-awareness and to engage 

in CBT, and that this can be harder to get in earlier adolescence: “it gives you the tools to deal 

with it and they try to teach you how to do that, but I do think that you do need some amount 

of life experience”. 

Some participants described feeling very vulnerable, sensitive, protective, and defensive in 

their early teenage years:  

“When you are that vulnerable and you feel like you hate yourself, you’re looking around for 

other people to hate you or for other people to think negatively towards you… you are looking 

for signs of you being a burden … be aware that young people can be so fragile” – Erin  

For some participants, their distress related to their caregiver and so the gender of the helper 

became a need in support:  

“Whereas daddy and that man were both men and automatically I’m kind of like closing up 

because I don’t want to open up to another man” – Claire  

Some participants, because of negative childhood experiences with a father or male role model 

or gender socialisation norms, needed to talk to female helpers: 

“…it’s more how you’ve grown up and who you have spent your life with” – Richard 

Many participants also needed flexibility regarding the amount of time they need at an 

appointment and the frequency at which they engage with appointments: 

 “… there was times where I did disappear for months” – Aine  

Some participants needed consistent and predictable appointments, while others described 

needing enough support, as and when problems arose, to get them through a personal situation 

or intense support during crises:  

“…there was a point where I would have to go like maybe twice a week” – Claire  

Younger adolescents need endings managed slowly and carefully:  
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“…I remember I cried when it was our last session because I almost thought of her as a friend 

because I was telling her all of this and then looking back, I think, I was I so naïve?” – Claire  

Participants described their needs as young people and the many ways that being young 

impacted their ability to understand and seek help for their mental health. 

Summary of young people’s needs in mental health care 

Participants described in great detail about their core needs in services, for interventions and 

what they needed from their helper in terms of rapport and approach. Using real experiences 

and reflections, findings indicate that youth is experienced as a challenging time regardless of 

mental health and the specific life-stage pressures they experienced. Young people need 

support with expected developmental challenges in line with the distress they are experiencing. 

Services need to be welcoming, youth-centred and provide ad-hoc, immediate or flexible 

options, and interventions need to be decided in partnership within the context of a trusting and 

confidential rapport. 

5.6.3. Summary of category 4 

This final category, impact and outcomes, described findings from two categories about the 

effects and outcomes of help-seeking. When positive, young people felt connected and heard 

and were often able to return to the usual tasks of development. Negative experiences could 

create distrust of systems, re-traumatise young people and in some instances, contribute to 

hopelessness, helplessness, and suicidal pathways. Findings describe core needs of youth-

centred mental health services that support mental health and well-being in ways that are 

developmentally appropriate, that prioritise rapport development and listening in a non-

stigmatised manner or environment. These findings bring together critical insight into youth 

mental health through participants lived experiences with services and brings closure to the 

topic and to participants journeys of help-seeking. 

 

Part B – Findings from practitioners  

This section explores practitioner’s experiences of working with young people, and their 

perspectives on being young and help-seeking for a mental health concern, in two categories 

(Figure 21). The first, On being a helper, describes participant’s approach to support, their 

experiences with other services and their reflections on their own service. The second, 
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1. On being a 
helper

2. Understanding 
of young people

Understanding of young people, examined practitioners beliefs about young people, and the 

social and cultural influences they have observed as impacting their mental health. This 

category also describes their understanding of how young people seek help and their 

understanding of key needs for mental health care. 

Figure 21: Experiences and perspectives of being a helper for young people  

 

 

 

 

 

This section of the findings chapter provides further insight into young people’s mental health 

from the perspective of the other half of the helping relationship - the helper. Participant 

demographics are presented in Table 6. Six practitioners were recruited from three spheres of 

helping, pastoral care service in a school, youth work service and counsellors working across 

formal mental health services. A male and female helper were recruited from each setting and 

included those with experience in rural and urban settings. Information has been presented in 

a way that protects anonymity. 

Table 6: Demographics of the professionals (N=6) 
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Category:
On being a helper

Sub-Category 1: 

Reflections on the 
helping role

Concepts:

Approach
Rapport

Interventions
Confidentiality

Sub-Category 2: 

Other services

Concepts:

Experiences
Interagency work

 

5.7 Category 1: On being a helper 

The first category of Part B presents findings from the viewpoint of the helper (Figure 22). 

Participants were asked to reflect on their role as a helper in providing youth mental health 

support, their experiences with other services providing youth mental health support and 

experiences of working with and supporting young people in help-seeking to other services. 

Figure 22: On being a helper 

  

 

 

 

 

 

 

 

5.7.1. Reflections on the helping role 

This first sub-category presents findings on how participants viewed their roles in youth mental 

health support, their approach, rapport, and interventions. This is followed by an exploration 

on how participants viewed their own professions, youth work, school pastoral care and 

counselling, and how they manage confidentiality. These findings are important to increase 

understanding of how the service impacts the individual helper and the young person who help 

seeks to them.   

Common approaches, rapport, and interventions  

All participants described the approaches they employed when helping young people and how 

this was connected to their professions and their services (see Figure 23). 
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Figure 23: Practitioner approaches 

 

 

All participants discussed the importance of the rapport in the helping relationship and how 

trust was earned with time:  

“I think that’s something that kind of evolves” – CS2 

All participants valued one to one listening ear support and discussed the importance of genuine 

care: 

“That person will keep saying to you ‘nobody cares about me, nobody cares, nobody cares’ 

and I will be there going ‘I care’” – PC2 

All participants valued inquiry:  

“Taking up throwaway comments and trying to at least scratch the surface of what’s going on 

in a young person’s mind” – YW1 
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Mental health was understood by participants as about “well-being” and this underpinned their 

support style:  

“Mental health is the fundamental part of who we are” – YW2 

All participants stated they “loved” working with young people, with some considering it 

challenging but rewarding: 

“I love the work, but … it’s tough” – CS2  

Young people’s problems were described as involving complex systems, such as family 

environment and other professional services. All participants referred to frustrations arising 

from the inability to remove young people from systems compounding their mental health: 

“a lot of the time you can’t fix things” – CS2 

Several participants valued experience, stating that training had not prepared them for the 

reality of young people’s lives:  

“life experience brings that to you more so than being educated about it” – YW1 

Most participants discussed the idea of being “one good adult” in a young person’s life as a 

motivation to be a helper with some empathising from experience:  

“I found the teenage years really tough myself” – CS2 

All participants discussed the common aspects of being a helper with each profession having 

distinct approaches. 

Youth workers 

Participants use of language positioned themselves within a young person’s help-seeking 

pathway and their approach was described as youth-led and in partnership for as long as needed 

(Figure 24). 
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Figure 24: Youth worker view of youth help-seeking

 

Youth workers discussed their profession as ‘a calling’, viewing their roles in youth mental 

health as in the provision of long-term positive and supportive relationships with young people: 

“the majority of youth workers, go into youth work for a reason … the main part of it is around 

to help … it’s to be able to to walk with a young person on their journey, to give them that 

confidence … and then you let them go and that’s a beautiful part of our job” – YW2 

Participants stated that they worked from a genuinely youth-centred approach: 

“… we’re [pauses] maybe an approachable environment, we’re not clinical, we’re not here to 

prescribe medication, we’re here to listen, to put the young person at the centre of what’s going 

on and be a decision maker. I don’t feel that happens in every other agency” – YW1  

Participants described offering open access ad-hoc support in a drop-in space or regular 

scheduled meetings providing listening ear support, using multiple environments.  

“…they can come and leave when they feel the need” – YW1  



197 

While under 18-year-olds were required to provide parental consent for scheduled meetings, 

participants could be contacted directly via phone, text or face to face and that young people 

were offered support when they asked:  

“…we’ve got a ‘no doors closed’ … anybody can refer here…” – YWI 

A youth worker described providing immediate support for young people in crisis:  

“…they’re the number one priority, and you would be dropping everything that’s going on 

around you and dealing with that young person” – YW1 

Participants expressed pride at their free and universal, listening-ear support service: 

“Youth work doesn’t work like that, and yet some services won’t take them but we’re not in 

that game to say you’re not welcome here at the inn, you’re very much welcome at the inn, at 

all times, regardless of what is going on for you” – YW2 

This participant prioritised trust-building before interventions:  

“It’s about building that trust and that is the fundamental big one, am because if they have had 

a negative experience with a different service, they’re automatically coming in not trusting 

you” – YW2 

Youth workers discussed rapport building, voluntary participation, and individual planning, 

using youth-led approaches, based in practical and creative strategies, which they stated helped 

young people build trust and communicate:  

“… the young person was in painting one wall, and I was painting the other wall, back-to-

back, and they told me everything” – YW1  

Another youth worker described supporting practical interventions:  

“… it could be fear of going out on a bus, I’ll go on the bus with them, or fear of going to the 

shop, we’ll go and we’ll order lunch…” – YW2 

Youth workers described good rapport with everyone in the young person’s systems as 

necessary for successful interventions:  

“…and not just with the young person, possible relationships with everybody in the young 

person’s environment” – YW1 
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Youth workers support included keeping young people safe:  

“…you will have to look at different things in relation to if there is alcohol, if there is risk, 

sexual risk-taking behaviour, it could be online? stuff in relation to getting that attention” – 

YW2 

Participants stated their responsibility to find an approach that works and their responsibility 

to find external support if their approaches do not help:  

“… well then it’s a priority that I go and get somebody that can” – YW1 

Youth workers described daily work with young people as manging crises, informal education, 

life skills, relationship building and advocacy. One participant described their role as: “I’m 

here to do what needs done”, explaining how their responsibility and capacity as a helper was 

embedded in how the service functioned: “If somebody sets off the fire extinguisher, I’m not 

going to try and say ‘it’s not my job to clean that up’, because if this building is not effective 

and working then it’s my job to get it effective and working” – YW1  

Youth workers discussed supporting self-esteem, and confidence building and how developing 

and supporting autonomy was an important intervention:  

“… not dragging, not pulling, not pushing, you know … asking the right questions of them so 

they can come up with the right answers for themselves, would be I think something I’ve learned 

… and knowing when’s the right time” – YW1  

Participants also valued working in a service that had other youth projects, such as employment 

or education support, that they could sign-post to internally: 

“… there’s so much here!” – YW2 

Youth workers also discussed the importance of self-education in their role concerning youth 

issues and expressed high regard for young people:  

“I have met some of the most amazing young people in 10 years, it’s just been fantastic” – 

YW2 

Feedback was important and small changes over the long-term were viewed as success:  

“… a young person that I was working with maybe 9 months ago has had a bit of a relapse 

was telling me it’s not as bad … but feels he needs to get help now rather than let himself go 
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to the point where he was the last time, so that in itself is an improvement … I think that’s 

fantastic as well, that’s a good bit of self-awareness…” – YW1 

Participants also discussed improvements for their service, with a need for more funding and 

staff, better premises, further training, increased supervision, and access to professional 

development:  

“…you constantly are like, you know, you could do more…” – YW2 

Youth workers described levels of youth engagement as evidence of the service being effective:  

“Young people definitely vote with their feet ... there is young people here you might only have 

talked to once and that’s okay and they get what they need out of that session and move on, but 

I think that the amount of young people that actually continue to avail of the service would be 

testimony to the service.” – YW1 

Youth workers enjoyed working in an informal and voluntary community setting, describing 

their personal ethos as aligned with their service ethos, and helping young people with youth 

specific approaches. 

Pastoral care 

Participants use of language positioned themselves within a young person’s help-seeking 

pathway but as one part of a hierarchical system (Figure 25). 

Figure 25: Pastoral care view of youth help-seeking 
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The school setting was distinct as young people legally had to attend up to 16 years of age. 

Staff discussed the dual role of enforcing attendance while supporting young people with the 

stressors and anxieties that prevent them from engaging or achieving academically:  

“A lot of it would be down to maybe more stress and anxiety about coming to school” – PC2  

Pastoral care team participants regarded their role in youth mental health as managing young 

people’s problems, during the school day, through listening ear support, strategic problem 

solving, and advocacy to ensure they can maintain them in education: 

“We talk about the problem … okay what kind of strategies can we put in place? and we try to 

put an objective or a goal or a solution…” – PC2 

Participants described having an “open-door” policy:  

“…they all know that no matter how busy we will always find time” – PC1 

Pastoral care teams rarely received referrals and made referrals out to other services. In busy 

school settings, help-seeking was described as ad-hoc, in-between classes, after or before 

school or under the guise of another problem such as careers guidance, and helpers described 

providing timely responses:  

“I would never send a kid away” – PC2 

Participants described an experienced and effective school pastoral care service that has 

inverted the type of support offered to meet demand: 

“The job used to be about 90 per cent careers, 10 per cent counselling, now it’s like 20 per 

cent 80 per cent” – PC2 

Participants described the challenges of working in a school system, about moving roles, and 

working between punitive and restorative systems, as well as trying to manage loyalties and 

remain neutral and objective in conflict between students and teachers: 

“… I have to be loyal to the child, even if they’re [the teacher] right, your kinda caught in a 

no man’s land … you’re trying to provide solutions and from that point it’s a very difficult job 

to manage … trying to stay out of it is wile hard” – PC2 

One participant discussed a whole school approach where all staff observed for behaviour that 

was out of character: 
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“… our secretary … she would often phone up and say, ‘look this is the second time this week 

this child has signed out home I don’t believe they are really sick could you come and have a 

word with them?’” – PC1 

In school settings, participants provided space, time, and opportunities to offload:  

“… sometimes … all it needs is tea and chocolate or like tea and company, and they are able 

to pick themselves up and go back to class.” – PC1  

And providing a trauma-informed approach and managing expectations to return to class:  

“It can be difficult for child who’s in a really traumatic situation to bring it up in the middle of 

a school day…” – PC1  

Participants described crisis intervention work and regularly providing supportive 

interventions to students with panic attacks:  

“… but are able to work their way through it just through gentle talking” – PC1 

Participants reflected on working in an unpredictable environment and the expectations of their 

roles:  

“you have to be a teacher … a caregiver … a social worker, you nearly have to be a legal 

expert … it’s very difficult” – PC2  

Participants described how helpers in school services are operating in a mental health pandemic 

“fire-fighting” and knowing that there may not be services ready to respond to their referral 

which means they have to continue managing young people with severe distress: 

“We are the first line, and the first line sometimes takes the biggest hit because you see what 

the problem is, you are dealing with the problem, you know you can’t deal with the onslaught, 

you go looking for help and as much as the student needs the help … we need the help because 

we’re not fit for purpose to deal with expertise like that.” – PC2 

Participants described their service as underfunded, how burn-out was factored into some 

pastoral care roles and not having access to supervision: 

CI: Do you get any external supervision?  

PC2: What do you mean? 
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Participants described the most important aspect of their service was that students had access 

to chat with someone who cares about them: 

“I would be very proud of about this school… I actually feel very privileged to be doing the 

job I’m doing and the school I’m doing it in” – PC1 

Participants described an overall school ethos of care, believing their support to be effective 

and an important part in referring young people to the wider system of formal mental health 

support. 

Counsellors 

When counsellors described their position, their language portrayed themselves at the centre 

of a young person’s help-seeking pathway, with young people being referred inwards to them 

and this is represented in Figure 26. 

Figure 26: Counsellor view of youth help-seeking 

 

 

 

 

 

 

 

 

 

Counsellors discussed their approaches as providing safe and positive relationships where 

young people could therapeutically explore the underlying reasons for their distress:  

“Mirroring and modelling a positive adult relationship, so they know it’s ok to be me, it’s ok 

to express and it’s not the end of the world if I don’t execute my intentions” – CS1 

Participants described their values as prioritising their client’s needs, listening and empathy: 
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“If somebody can look back and think, ‘you know she really listened’” – CS2 

Counsellors’ approaches included building self-awareness and providing perspective. For 

emerging adults, counsellors described using approaches that support exploring barriers to their 

developing autonomy:  

“what’s that all mean for you? ... your mum has dropped you off … at the end of the session 

you’re going to text your mum … how does that inhibit you? … that can be keeping someone 

depressed” – CS1  

Counsellors discussed providing interventions that helped young people understand how 

depression and anxiety can be connected to power, self-expression, and boundaries:  

“…that is the therapy” – CS1 

One counsellor described an important intervention as providing understanding: “even being 

able to feed that back to young people - your parents really don’t get it” – CS2 

With under 18s, counsellors discussed the importance of age-appropriate and helpful 

interventions:  

“… it was called like ‘group therapy by proxy’ … so that they’re hearing lots of other stories 

of kids in similar situations” – CS2  

Participants worked in private practices but often took contract work in various formal MHSs 

across the Northwest of Ireland. Counselling could be accessed for free or through private 

practice and was formal and structured to 50-minute sessions with initial sessions conducting 

an assessment and a contract of expectations:  

“…there’s a contract between us which is discussed at the end of the assessment session” – 

CS1  

Private practice was described as more flexible for counsellor and client needs and how agency 

work in services could be stressful due to demand and service policy: 

“I would feel that the service is limited because you have a 50-minute slot … and then you’ve 

got somebody else coming in 10 minutes” – CS2  

One participant stated that a lack of investment in public services made it difficult to meet a 

young person’s needs: “when you’re trying to target an individual’s needs, then that ought to 
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be the agenda, not expecting the individual to meet the service’s needs … because of that they 

can often feel like unheard and am often can feel disrespected” – CS1  

Young people over 18 years of age were described as enjoying confidentiality and privacy in 

adult services:  

“… talk about alcohol and self-harming and it’s my body and ‘ it’s my self-harm’ and so it’s 

sometimes can actually be really good” – CS1  

Counsellors described the trust building process, sometimes it was instant and sometimes a 

trusting rapport was not always possible:  

“I worked with a young fellow last year who was in care, and I don’t think he ever fully trusted 

me” – CS2  

A counsellor described encouraging young people under 18 years to try out counselling, and 

encouraging voluntary participation, using the first session to let the young person assess them: 

“it’s giving the young person the opportunity to suss me out and for me to explain how I work” 

– CS2 

One counsellor discussed how their ethos of voluntary participation can conflict with agency 

service ethos, with an example of court-ordered counselling with young people under 18: 

“I’ve had people coming here because they have to… the [caregiver] had … told her “just 

have to go for the six weeks” … I said earlier that I won’t work with people who don’t want to 

be there, but like she would tell me that she was okay being there because she knew that she 

had to be there …” – CS2 

Another counsellor described the structure and format of formal counselling therapy as 

challenging for young people to engage in and seek help for:  

“I think young people do struggle to stay …” – CS1 

Counsellors described support and supervision; private practice could be lonely and 

disconnected work while agency work meant access to a team of colleagues which was helpful 

and motivating: 

“… even just ringing up and saying to one of your colleagues, ‘can I have a chat’” – CS2  
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Access to counselling services through the public system involved a GP referral. In all services 

those under 18 years of age needed caregiver consent. Young people were placed on service 

waiting lists with intake teams reviewing their referral, matching young people to workers, and 

organising appointments:  

“… ah she might be good with her…” – CS2  

Counsellors described how those in emerging adulthood needed caregiver support for practical, 

logistical and financial aspects of attending therapy: 

“it’s getting them to identify what it is to put in place in order to turn up for a session” – CS1 

One participant viewed young people’s difficulties with help-seeking directly as a problem 

with the agency policy they had worked in: 

“a young person can’t just present themselves… and I think that’s a problem” – CS2  

Counsellors as formal mental health care providers valued person-centred approaches in 

therapy but discussed the challenges of working in different services and in managing the 

young person’s needs and the service needs. 

Managing confidentiality and autonomy  

All participants were trained in child safeguarding and described different strategies for 

managing confidentiality in their settings. All participants agreed that confidentiality was 

central in the helping relationship:  

“If a young person feels that you’ve let them down then that relationship is probably broken” 

– YW1 

One youth worker described protecting confidences of small incidences of experimental or one-

off risk-taking behaviour that they did not view as harmful: 

“…but if a young person is, whatever, drinking alcohol … you know if they’re 17 years of age, 

we don’t go ringing them up [parents] and telling them, nor do we if they come out as LGBT 

or Trans” – YW2  

While confidentiality was easier managed with young people over 18 years, participants 

described young people as uncomfortable and fearful of breaches to other professionals, 

especially their GP: 
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“it’s almost like they’re frightened … and some are terrified” – CS1 

A counsellor described explaining child protection obligations during initial conversations to 

those under 18 years and their caregivers: “…so there’s no kind of confusion on the part of the 

young person or the parents that I don’t discuss content … if I did there would be no point in 

coming here” – CS2 

This counsellor described how service policy in one agency can undermine trust and support 

with young people under 18’s:“Not only do they have to have a parent do the referral, a parent 

has to accompany them to each session … not in the session, but they have to stay in the 

building … they have to speak to the therapist at either the beginning or the end of each session 

…” – CS2 

Young people can perceive these meetings as a breach of confidentiality and need lots of 

reassurance:  

“I prefer to have as many conversations as possible in front of young people or with the young 

person and the parent present … and the young person’s sitting in the waiting room thinking, 

I’ve just told my therapist all of this stuff …” – CS2 

Managing confidentiality in schools was different from other settings. Participants described 

having to discuss young people’s situations with other staff members as they often directly 

affected attendance or engagement in school:  

“…if they’re suffering panic attacks in their class then you may, with their permission, go 

around to other teachers and explain … please allow him to come to the careers’ office…” – 

PC1 

Participants described trying to manage confidentiality and suicidal behaviour in a school 

environment but how most help-seeking did not involve safe-guarding:   

“there’s an awful lot of stuff that they can discuss that would never, ever go home because it 

doesn’t need to, it’s just venting …” – PC1 

One participant described stopping young people before a disclosure to remind them of their 

legal obligations, and how young people can withhold information: “They are giving you 

enough to go on, but you know that there is something, but they are not telling you…when they 

are at their wits end, they will divulge things” – PC2 
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Another participant described encouraging autonomy by guiding the young person to disclose 

distress to caregivers: “I would often phone home and say look like, John wants to speak to you 

this evening” – PC1 

Participants rated confidentiality as well maintained in the school and discussed how young 

people know, from the behaviour of other staff, if confidentiality has been broken: 

“They know by people’s body language what they know about them and what they don’t and 

for students that is very important” – PC1  

Pastoral care participants also described safeguarding for “self-preservation” and to ensure 

they do not: “become collusive with them in not you know in keeping secrets from their 

parents” – PC1 

 

One youth worker described appropriately encouraging autonomy in help-seeking on an 

individual and developmental level:“… ‘I want you to come back and see me next week because 

I would have the gut instinct that you need to maybe talk more and open up more’ and then 

there would be young people then I’d be saying, ‘if you need to talk to me you can call me and 

arrange’…” – YW1 

Participants discussed managing family members to encourage and support autonomy: 

“…and I told them why don’t you suggest that they call me?” – YW1 

A counsellor encouraged autonomy and voluntary participation through modelling: 

“They then hopefully will, at some level, mirror their own you know autonomy and 

responsibility and accountability” – CS1  

A counsellor stated how voluntary participation was not always a reality: 

“… they really don’t want to be there and it’s really hard work in the session” – CS2 

Participants described how different service policies and styles of working impacted how they 

managed confidentiality and autonomy.   

Summary of the role of helper 

Participants reflected upon their roles as helpers to young people and described what 
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approaches and interventions they felt were most helpful. Findings show that across different 

services, practitioners value voluntary participation and supporting autonomy. Participants all 

discussed prioritising rapports and confidentiality and discussed frustrations, not at young 

people, but at the complex systems that came with, or exacerbated young people’s problems. 

Each participant’s approach to mental health care was shaped by their own conceptualisation 

of the topic combined with the policies, ethos and practices that a particular service used.  

5.7.2. Other services 

This sub-category explores the helper’s experiences of working with other services that offer 

mental health support to young people. Participants reflected on how service resources and 

funding impacted young people, the challenges of inter-agency work as well as their overall 

experiences with services. Table 7 displays the terms used in this section as described by 

participants and are grouped together into broader terms to ensure participant anonymity.  

Table 7: Service terms 

 

Resources and funding 

All participants described the lack of funding across all MHSs which has resulted in schools 

and youth services providing increasingly more mental health support:  

“We are you know just a band aid on a very, very big problem” – PC2 
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Participants in school and youth work settings, providing listening ear support, described trying 

to sign-post, research, advocate, refer or liaise with other services to find the “right help” for 

a young person:  

“… it’s [listening ear] not enough, and we have students who are desperately, waiting on the 

proper help…” – PC2 

Some participants described “go to” services as the Formal Public MHS, accessed through a 

GP referral, and the associated protocols, hierarchies, and politics of waiting lists:  

“…it’s difficult to navigate … when you get at a point where you are almost afraid for the 

child, they do respond” – PC1  

A pastoral care stated a distrust for services and interventions outside of the hierarchy: “… you 

know sometimes no intervention might be best…than the wrong intervention… you never know 

the one that will come in that you could do so much harm” – PC1 

Some participants received “interim advice” and described how those advocating for young 

people often get them accessed quicker: 

“…sometimes you think it’s the one who cries the loudest” – PC2 

One participant could influence waiting lists because of their position: “I think they do take 

school seriously and they know that you don’t just ‘cry wolf’” – PC1  

Participants discussed anger and frustration at how under-funding and under-resourcing results 

in a queuing system with some young people waiting up to 18 months for an appointment. 

Some participants described after getting appointments in Formal Public MHS’s how young 

people still did not receive the appropriate support:  

“We hear all sorts of things about students who have severe mental health needs and can’t get 

the support” – PC2 

Due to long waiting lists or unavailability of services, participants discussed turning to 

networks and other professionals who could offer help to a young person. 

Interagency work 

All participants discussed interagency work and searching for supports outside the public 

system for young people on waiting lists: 



210 

“As an adult it’s a long time, and as a teenager it’s a long time but … there is other services 

we would use in the meantime” – PC1 

One participant described an increase in interagency work: “historically they don’t like 

working together…” – YW2 

And some participants contacted other professionals for guidance and support in their work 

and discussed how successful interagency work was based on understanding and trust between 

professionals: 

“… you realise you are dealing with so many agencies and you have to learn what you can say 

to who and what you can’t say to who” – PC2  

A few participants described issues with interagency teamwork: 

“When they work they’re brilliant, when they don’t work they are a chore … you sometimes 

resent that you even have to go in because you feel you are just being dragged to a meeting for 

the sake of the meeting” – PC2 

A youth worker described encountering conflicting definitions of confidentiality from 

professionals: “[Sighs] I suppose it actually annoys me sometimes, because some services talk 

about confidentiality but it’s not confidential because they talk within each other” – YW2  

Interagency work could help participants solve problems or in some instances create more, 

often directly impacting young people and provided an impression of what to expect from a 

service. 

Different experiences of services  

All participants described their experiences and observations with different types of services 

as well as the feedback young people have provided them with. School-based participants 

valued youth services for providing support to young people on waiting lists as well as 

appropriate interventions for LGBTI+ support: 

 “we’ve had students that it’s been their lifeline on so many occasions … I would go so far as 

to say that [youth service] completely changed the life for one of our students here” – PC1  

One participant discussed the dual nature of community based MHSs in rural areas:  
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“…they’re trusted, they’re valued within their community, they live in the community generally, 

they are the community, they know the community … ‘I’m not going to go to her because she 

knows my mammy, my auntie, my uncle, my brother” – YW2 

One participant expressed beliefs that the Formal MHSs were always helpful, appropriate and 

experts in youth mental health “we’ve never seen a child who’s been disadvantaged by walking 

into [formal community MHS]”, despite describing 18 month waiting lists, chasing referrals 

and fighting to ensure young people do not “end up in that vacuum” of getting no help: “I know 

that the service they provide is amazing when the children can access it… the mental health 

service I feel has made a huge difference in the lives of some of my students” – PC1 

Another participant described reports of young people having harmful or inappropriate 

experiences in Formal MHSs; young people were objectified and problematised by 

practitioners: “they were the ‘subject’ rather than somebody”, and unhelpful experiences of 

not being listened to: “…they’ve been to [formal public MHS], they’ve been to [formal 

community MHS], they weren’t able to help them … some of them cases I was able to manage 

myself and it was a listening ear exercise” – YW1 

This youth worker believed part of this may have been a result of expectations not being met: 

“…young people perceive that they’re going to get help in a certain place and when they don’t 

get that help, and it’s because that agency might not have the capacity to deliver that help” – 

YW1   

Other participants discussed aspects of Formal MHSs that were inappropriate or unhelpful. 

This included sporadic appointments with long breaks:  

“… you would be lucky to have one every 2-3 months” – PC2  

Some participants disagreed with the ethos of formal services: 

“…say they’re person-centred, they’re not real person-centred” – YW2  

Other participants described Formal Public MHSs as focused on medication and coming across 

as uncaring and clinical: “I know a client of mine yesterday told me … that she had been at 

[public MHS] a week or two before … they don’t even ask you ‘how you are?’” – CS2 
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A youth worker described a focus on administration and service needs: “…it’s always 

secondary to the young person and the work that we do, so maybe they don’t have that same 

kind of ethos that we do” – YW2 

One participant described the difficulty young people experience getting information or access 

to Formal MHSs and the concerns they have regarding awareness campaigns and a lack of 

parallel government investment in services: “I suppose different national campaigns … I think 

that they [young people] don’t know where to go when they do… that’s the let-down” – YW2 

Formal Public MHSs are referral dependant, often through a GP, a service that is not free to all 

young people: 

“It’s a very closed-door policy” – YW2  

This youth worker discussed how the environment and protocols of the clinical environment 

of Formal Public MHSs can also be observed in Formal Community MHSs: 

“… you go to a reception, and ‘can I speak to’, ‘I have an appointment for’, and you go into a 

room and it’s very closed, it’s very, very clinical” – YW2 

A counsellor observed inappropriate experiences of youth interventions: “…young people, 

have been quite critical or let down I suppose by [formal public MHS], they haven’t felt listened 

to or they’ve been thrown into group sort of counselling when they needed a one-to-one” – 

CS1 

A youth worker described how some services have ‘youth friendly’ veneers but that the 

procedures and approaches are still informed by clinical practice. They discussed the hyper-

focus on privacy as reinforcing stigma: “…but it is very clinical again … that was their whole 

premise to get away from that idea, but it still says on the door, ‘engaged, non-engaged’, a 

sofa and a seat and a wee tiny table with tissues on, it’s the same [with emphasis]” – YW2 

While attitudes were improving in Ireland towards mental health, this participant described 

how services and professionals maintain and perpetuate stigma through their policies and 

procedures and questioned whether this approach was helpful, necessary, or appropriate for 

modern youth mental health care: “…we have went a wee bit forward in relation to stigma in 

Ireland, but then has the services come along with it?” – YW2  
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Many participants believed policies regarding assessment criteria for service access within 

Formal MHSs could be harmful to young people’s mental health: 

“if they go to [Formal community MHS] they are told categorically that they are almost 

[pauses] “too mental” for the service … or they need to be referred onto [Formal public MHS] 

and I think that sends out a very negative message to young people … that are seeking help, 

and they’re kind of panicking about their anxiety, about their depression, they hear about 

suicide, they don’t want to go down that road, they’re really nervous, and then when they’re 

told they’re too severe for the service, then I suppose that increases their anxiety and 

depression … that has a massive impact on their mental health” – YW2 

This participant discussed their experiences of observing young people on waiting lists: “… so 

if you do have a young person that fits the [Formal Community MHS] bill you’re looking at a 

3 month waiting list, their symptoms getting worse… and they have really pushed themselves 

to ring that phone, or walk into that service… by the time the 3 months comes they’re like forget 

it, it’s done, I’m not going to go there again… they will find something else to numb that, so 

alcohol, dope, drugs … I’m grand I have my crutch now… not that ‘I’m not going to bother’, 

it’s ‘do they care?’” – YW2  

This youth worker described trying to repair trust and provide appropriate support to young 

people after negative experiences with services: “if …they have tried to access different 

services and we get them later on, there may be some undoing of work we need to do” – YW2 

All school and youth work participants expressed frustration with how referral hierarchies 

functioned. Many described providing mental health care for young people while waiting on 

appointments to MHSs, and the lack of recognition of youth workers and pastoral care helpers 

as providers of on-going and sometimes long-term mental health care:  

CI:   … if what you’re describing is, you’re basically providing care in a mental health 

capacity for a young person while they’re waiting on their mental health care, then 

what’s the point of them going to [Formal MHSs]? 

YW: [pauses] I don’t know, that’s the answer. Well, I suppose, what’s the point? [long 

pause and stares] I don’t know. And that is not being any way kind of blasé about it … 

I don’t know. Is it a thing that we have become, not confident in what we provide? that 

we feel the ‘professionals’ need to say it? Is that what it is?  
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A few participants acknowledged improvements across all Formal MHSs when compared to 

the 1980’s and 1990’s:  

“…it’s better than it was, although I suppose it’s not ideal by any means” – CS2 

Many participants valued individuals within formal MHSs:  

“I work with the most phenomenal workers out there, but them workers will work 13 hours a 

day … they’ll go above and beyond… you have people that are very, very rare in that service” 

– YW2 

Participants related to other practitioners in underfunded services and stated that criticisms 

mostly lay with systems rather than individuals: 

PC: No, the people are fantastic, the people are brilliant, but the system is broke, and 

it’s, and [pauses] so is this confidential?  

CI: 100 per cent 

PC: The whole HSE, from the top down is not fit for purpose… 

Participant’s opinions of other services greatly depended on whether they were able to secure 

help for a young person and whether the support could provide support and meet a young 

person’s needs or not. 

Summary of other services 

Participants experiences with other mental health services greatly varied, depending on the 

young person and the situation. Findings suggest that underfunding of service resources has a 

negative impact on youth mental health and can result in inadequate mental health care. 

Findings also indicate that positive interagency support can mean better outcomes for the young 

person involved.  

5.7.3. Summary of Category 1 

This first category presents findings from two sub-categories, 1. Reflections on the helping role 

and 2. Other services. Participants described the different services they worked in and how 

their service ethos and personal ethos shaped their approaches. Confidentiality was 

complicated in school settings and counsellors described service policy as impacting the 

development of a trusting rapport with under 18s, especially when voluntary participation could 



215 

not be guaranteed. Findings demonstrated that practitioners prioritise connection and care in 

the helping relationship and supporting autonomy. Practitioners described public MHSs as 

underfunded and problematic, with school pastoral care and youth work participants described 

providing mental health care but not receiving the professional acknowledgement or support 

for their roles. These findings provide for contrast and comparison with the findings from youth 

participants in providing a more dynamic understanding of young people’s help-seeking 

experiences. 

 

5.8. Category 2: Helper’s understanding of young people  

This first category presents findings from participants understanding of young people’s lives. 

This exploration was important as to how participants viewed young people as a cultural group 

impacted how they helped them. This category discusses findings from two sub-categories: 1. 

Young people’s lives and 2. Their core needs in services (Figure 27).  

Figure 27: Understanding of Young People 

 

5.8.1. Young people’s lives 

In this first sub-category, participants discussed the influence friends and caregivers had on 

young people’s mental health as well as the impact of modern life. Participants also discussed, 

from their perspective, how young people manage distress and how they typically help-seek.  

Friends and caregivers 

All participants described young people’s closest relationships as playing an important role in 

their mental health: 

Category:
Understanding of

Young People

Sub-category 1: 

Young People's lives

concepts:

Friend and caregivers
Modern life

Managing mental health
Help-seeking

Sub-category 2: 

Core needs in services

concepts:

Access and environment
Approach

Rapport and interventions
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“I still think a good rapport with a responsible parent and a friend is massive” – PC2 

Participants discussed how friends were instrumental in help-seeking by providing 

information, sharing experiences, recommending help, but how young people’s distress was 

predominantly caused by the impact of conflict, rejection and exclusion in peer relationships: 

“… the fear of being left out, the fear of something being said or the fear of not being accepted” 

– PC2 

A counsellor discussed how young people often deal with mental health issues together: “… 

you know there’s clusters of it – they can kind of feed off each other, and … it makes it easier 

for people to access services” – CS2  

This counsellor described how young people can create less stigmatised meaning from help: 

“[young person] was going to see a therapist and am it was kind of a cool thing” – CS2  

They also described witnessing young people comparing distress or how having a therapist can 

infer status: “my anxiety is worse than your anxiety and that kind of thing” – CS2 

 

All participants stated that caregivers were central to young people’s help-seeking and mental 

health. Participants described varying degrees of caregiver involvement in helping young 

people seek help for their mental health: 

“…we have parents who are doing their best … we have parents that …are not trying, we have 

parents that have no clue what they are doing, we have parents that don’t care” – PC2 

Some participants described how pressure from modern life can cause fatigue and distract 

parents from their children’s attentional needs: 

“… you come home, you get your dinner, you get your work done … you want ‘me time’ and 

that is now going on a device” – PC2 

Some participants stated supporting parents with their children’s needs: 

“Sometimes I have to remind a parent ‘you’re the parent, you have to give them an hour of 

your time in the evening’” – PC2 

Young people find ways to get their need for attention met: 
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“But then she will go home, she will probably getting no attention, get nothing and then she 

comes in here, annoys everybody because that’s her way of getting attention” – PC2 

Many participants discussed how young people’s mental health was a direct response to their 

family and life context and expressed regret that they could not support young people because 

of their wider environments: 

“This job just reinforces there is no bad kids, they just have bad environments or bad 

situations” – PC2 

Some caregivers were described as viewing their children's mental health problems as external 

to the family system and the need for family interventions to help relieve young people’s 

distress:  

“…a lot of the time it’s family work that’s needed” – CS2 

This counsellor described caregivers who do not understand self-harm which results in negative 

labelling and policing self-harm behaviours: “why do you need this? and you’re only looking 

for attention” – CS2 

Caregivers could miss or ignore externalising behaviours of distress:  

“The coping thing is, the big one obviously, is the drink and some parents know that it happens 

but turn a blind eye” – PC2  

One counsellor observed how living with parents in emerging adulthood, combined with 

relationships difficulties, can cause young people to be depressed and delay development: “… 

more and more young people are living at home … so that can obviously create a lot of our 

mental health issues” – CS1 

Some parents were described as treating them like younger adolescents, which exacerbated 

mental health distress: “reinforces that powerlessness and inadequacy am that, that young 

people can be carrying… it affects their experience of themselves in the world” – CS1  

This counsellor described how some young people needed mental health support and choose 

private practice due to long waiting lists. Parents often pay for therapy in these circumstances 

which complicates the therapeutic relationship: “… there’s a third person here somewhere! i.e. 

the parents” – CS1  
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This counsellor also observed parents attempting to ensure participation in therapy: “some 

clients feel they’re being policed … rather than … there’s your therapy money I’ll see you 

tonight … they’re being dropped off at the doorstep it’s almost like … it’s being ensured that 

they’re spending the 60 euro for the plan that they were given it for” – CS1  

These dynamics can further deteriorate parent-child relationship that they are dependent on: 

“…because then there’s outbursts or there’s reactions to that, or they become withdrawn or 

they overreact then in a negative way … because they know they can’t bite the hand that feeds 

them so to speak, am so there’s a real tension there for a lot of young people” – CS1  

 

All participants noted that caregivers predominantly initiated help-seeking with services, with 

varying degrees of involvement once support was established. A pastoral care participant stated 

that it was difficult for a young person to get support without caregivers organising and 

advocating for them and yet how difficult this task is for adults: “It would be few and far 

between that a parent has the knowledge, the contacts, the time, the understanding to do it 

themselves” – PC2 

Most participants discussed inappropriate caregiver help-seeking behaviour and how even 

good intentions were unhelpful: 

“… you can immediately sense how oppressed young people can feel…” – CS1 

One counsellor described caregivers initiating counselling as problematic: “… we can’t send 

anybody else to counselling” – CS1 

This counsellor described a common experience they observed of caregivers help-seeking for 

their child who was in emerging adulthood: “and very often then it’s a case of, [puts on voice] 

‘oh well Martin’s upstairs right now he’ll pick the phone up, [shouts] Martin!’ … that’s usually 

how the process will go, and then Martin’s on the phone, it’s like that awkwardness and it’s 

almost like poor old Martin’s been shamed all over again, this stranger on the phone and, the 

therapist has just come into his bedroom, the place in the world that he goes to escape from 

everybody and it’s just everything is upside down again” – CS1 

Another counsellor described how caregivers dominated the appointment timeslot with their 

own distress or how they were unsupportive, suspicious, or sceptical of support offered and 



219 

attempted to control family information: “I suppose there’s that thing with families, what are 

you talking to your therapist about?” – CS2  

This counsellor experienced young people under 18 years asking to attend counselling without 

their parents knowing: “… there’s a lot of young people who won’t reach out because it’s a 

family issue” – CS2 

All participants described the importance of good rapport with caregivers and how managing 

caregivers was a time-consuming and frustrating part of working with young people: 

“…there’s a lot of frustration about dealing with parents” – CS2  

Participants described the central role young people’s closest relationships play in their mental 

health as sources, contributors or supports. 

Modern life 

Looking at trends over time, all participants agreed that there was increased awareness, 

acceptance, and improvement in attitudes across society towards mental health as well as a 

significant recent rise in mental health problems in young people: 

“… it’s like that snowball rolling down the hill it’s just, nobody can put their finger on it” –

PC2 

Young people were described as affected by stigma, and some participants believed national 

campaigns were beneficial in some ways, with one participant querying whether they created 

more confusion about mental health: 

“We don’t know if people are more aware, and they are all coming forward and maybe they 

don’t need help? and they think they need help” – PC2 

Many participants discussed the profound changes in Irish society over the previous 20 years:  

“Life has changed for everybody” – PC2 

Some participants described judgement and noted a lack of understanding or compassion from 

older generations:  

“… when you hear older people ‘them younger generations are soft’ … it’s not given the 

respect or its not given the seriousness” – PC2 
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One participant did not believe young people were as good at coping as previous generations: 

“…and I don’t think their coping skills are as good maybe as they used to be in some cases” – 

PC1  

Another participant believed differently: “there’s so much more pressure on young people now 

than there ever was before [with emphasis] and if someone gave me 5 million euro to going 

back to be 15 today I wouldn’t take it, not on your life because it is a very, very different world 

than when we grew up and young people do not get the credit that they deserve because young 

people are phenomenally amazing” – YW2 

While young people were described as both less and more isolated than previous generations 

by different participants, connections through technology were viewed as a new and impactful 

yet inescapable influence that is embedded in young people’s general development: 

“I think social media is a massive burden” – PC2  

Participants agree that young people were suffering from information overload:  

“They are exposed to far too much” – PC2  

Participants described their role in keeping up to date with social media: 

“…like even with dating, like I’m married … but …I have to understand Grinder, I’m not a gay 

man or gay boy but I have to understand Grinder because I want to see how this works and it’s 

not fun at all, it’s very, very dangerous” – YW2 

Pastoral care participants discussed trying to manage technology in schools with respect to 

wider societal influences and how social media has an insidious impact on young people’s lives 

beyond school's control: 

“It’s huge, it’s high … it’s subtle it’s …highly hateful … we follow it up, we try to track it but 

it’s, it’s bigger than any of us really you know” – PC1 

School pastoral care participants noticed a gender effect where female school attendance is 

impacted more by social media dynamics:  

“it’s filtering so much into real life…”– PC1 
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Participants discussed the prevailing gender stereotypes around men and help-seeking as 

related to values of machoness and fears of being perceived as weak, and how gender 

expectations are embedded in wider cultural values around stoicism: 

“Ireland is one of these countries … men are macho, and women work hard, and everyone gets 

on with it” – PC2 

Most participants discussed that males and females have been socialised differently as children 

regarding how to manage emotions: 

“The girl’s brought over to her daddy and you know, ‘are you okay wee pet?’ but the boys? 

‘Get outside and cop on’” – YW2 

This was described as directly resulting in differing communication styles in gender-based 

friendships in later life:  

“… like girls sitting around a table will say how they’re feeling, where men will not, and maybe 

get upset when no one’s there” – YW1 

Participants described how some gender behaviour expectations were relaxing and this was 

impacted by older male role modelling: 

“We have a lot of great male role models … I think that helps them” – PC1 

The pastoral care participants noted an increase in young men seeking mental health support 

and participants in the youth service believed help-seeking was connected to relationships: 

“Now we do have a lot of men accessing our one-to-one service … but then that’s down to the 

relationship building within the service – YW2 

Participants still believed that young men are disproportionately affected by suicide and stigma 

and will still help-seek less than young women:  

“that’s very difficult to get away from that and we see that young men are way more likely to 

die by suicide than their am female, sisters” – YW2  

Participants described a profound change in how people live due to technology and 

globalisation, resulting in intergenerational differences and shifting social and gender roles 

which have impacted young people’s development.  



222 

Experiences of managing mental health  

Participants discussed their observations of how young people manage mental health problems. 

Young people were described as coping with their distress through avoidance, withdrawal, 

distraction, and escapism:  

“… that a young person will use to recede into a world of their own” – YW1 

Some participants described young people engaging in risk taking behaviour, or substance use: 

 “The big one obviously is the drink” – PC2   

Self-harm was a common reported coping behaviour by many participants: 

“I probably see quite a lot of self-harm” – CS2 

One participant described young men as coping through belonging and group identity:“… the 

hair and, the hoods…” – YW1 

Coping styles were described as related to young person’s wider context: 

“I knew it all came from the home and it all came from society” – PC2 

A counsellor commented on young people’s lives as faster evolving than older adults and this 

impacts how they manage distress: “… I mean terminologies and needs, and stressors can 

change very, very quickly” – CS1 

Young people experience and manage anxiety, depression eating disorders, OCD, PTSD, 

sleeping disturbances, relationship difficulties on top of managing developmental and life-

stage needs: 

“…there are so many different things going on for you, ‘who am I’ is a big question for young 

people, ‘where am I going’, ‘what is my prospects in Ireland today?’” – YW2 

Some young people were described as living with a lot of chaos or tension: 

“it’s almost like living on the edge of their seat” – CS1  

Managing developmental needs for autonomy and mental health for young people often 

resulted in waiting until distress was severe: 

“…it’s like they’re battling ..., their fire or something, they’re fire-fighting” – CS1 
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These inner conflicts and instability can mean they use services differently:  

“Much different patterns of interactions … but it’s not like borderline instability it’s more just 

like identity instability” – CS1  

One participant described supporting young people who required foundational self-

management strategies:  

“… they need extra support to be able to cope and it’s a very genuine anxiety … but there is 

also some people … never developed any form of real resilience, any real coping methods … 

we just need to keep re-enforcing those” – PC1 

Many participants described how young people can feel like failures for discontinuing 

education and the pressures from growing up in a digital landscape:  

“…unfortunately, because of how the world has changed in relation to social media … they 

are maybe getting mis-informed in relation to, you know [sighs] what life should be like 

…everyone is having a greater life than I am, everybody has more money than I do going on 

holidays, it’s all fake…” – YW2   

A few participants believed young people were sexualised earlier than previous generations 

and about how technology impacts sexual development:  

“…we have a massive problem with young people in the western world with their sex and porn 

and the imagery that they’re getting in relation to sex…” – YW2 

Many participants described the unrealistic expectations that adults have on young people: 

“I just don’t think they have enough support. I don’t think they are given time to grow up. I 

think there is far too much placed on them, they are not being allowed to be a child. They go 

to secondary school nearly as if someone has stolen 4 or 5 years and just expected them to go 

from 12 to 18 kind of thing” – PC2 

Young people experience differing levels of distress and have various methods for coping. 

Academic and social media pressures were found to add extra strains to their mental health and 

impact how they seek help. 
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How young people seek help 

One counsellor described help-seeking for young people as “quite a struggle”. When young 

people directly sought help, they were usually over 18 years and preferred to get information 

on services via text or email: “I would get a significant amount of enquiries from young people 

who never come through the door” – CS1 

This counsellor stated that young people communicate differently to older adults: “is very 

vague, it’s like, ‘when can I see you’ or, ‘are you free Mondays’?” – CS1  

Young people can find it difficult to negotiate the logistics of therapy including how to 

communicate around appointments and can be avoidant of phone calls, with one participant 

describing endings as difficult: “usually the way I know that is they won’t turn up then for that 

last session” – CS1 

Some young people may have to disclose to others their need for mental health support in 

exchange for consent or logistical support such as transport: 

“I very quickly know if a client is saying … ‘oh I need to find out can I get back to you” – CS1  

A youth worker described how thoughts and attempts at help-seeking can be interrupted for 

young people to protect self-image from self-stigma and that little is known about the young 

people who have not sought help: “… I’m thinking of young people who didn’t cope, who 

maybe are still at home today” – YW1 

A pastoral care participant described the impact of not seeking help: “students who I think 

really struggled in the worst possible way… we weren’t aware of it and they weren’t aware of 

it… it’s taken them to adulthood to realise that they should’ve been looking for or seeking help 

… they could’ve had a very different life” – PC1 

Participants also stated that mental health was a complex issue to identify and understand let 

alone seek help for:  

“…I think that they don’t know where to go, when they’re feeling that…” – YW2 

 

Other participants described some young people as open and articulate about mental health and 

good at help-seeking, but that young people primarily search for help through relationships that 

can offer a likelihood of support: 



225 

“They feel more likely to ask for help of people who they know care about them” – YW2 

One participant described young people as often seeking help for a specific issue but needing 

help with multiple issues: “they might come in with a reason, they all come in, ‘I’m having 

anxiety’” – YW2 

A counsellor described young people can be good at asking for what they need once they are 

supported to:“… once they learn it’s ok to ask, like they would maybe ask” – CS1  

Some young people did not engage with the format of formal counselling:  

“I would say probably most young people maybe come for a session or two and then actually 

drop out” – CS1 

And how symptoms of mental health can make attending therapy difficult:  

“they’re sleeping all day so even an afternoon appointment for them can feel like 7 in the 

morning” – CS1  

A counsellor described young people as engaging in therapy when a balanced power dynamic 

was established: “the last thing I want to do is get into ‘parent mode’ and them to stay in ‘child 

mode’ because psychologically we’re coming together to try to get out of that transaction and 

usually my experience then, they do come back sooner or later” – CS1 

This counsellor described young people’s attendance style in formal MHSs: “I think their 

tendency to engage in long enough therapy” – CS1 

As a result of being uncomfortable with therapy young people only seek help when absolutely 

necessary:  

“… when there’s been a crisis then they turn up” – CS1  

Young people were described as seeking help differently from adults which for some 

participants was challenging. 

Summary of young people’s lives 

Findings from this first sub-category provide insight into how helper’s view young people’s 

lives, finding that the challenges of modern life and navigating development in technological 

landscapes impacts young people’s mental health. Caregivers and friends were found as central 

to young people’s problems in different ways and young people were described as experiencing 
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high levels of distress. The most common way young people cope was through using alcohol 

and self-harm. Young people have different ways of seeking help and different patterns of 

service use than what would be expected of adults in formal mental health settings and supports 

the need to develop youth specific mental health care. 

5.8.2. Core needs in services  

Participants were asked about their thoughts on the key characteristics that a youth mental 

health service should have based on what they would describe as young people’s core needs. 

Participants discussed access and the environment and rapport and approach as the two key 

focus points for a service. 

Access and environment  

All participants discussed ‘drop-in’ facilities, with flexible times and where young people could 

seek support informally as important, with one counsellor describing an ideal mental health 

service as allowing, to some degree, access to support without parental consent or presence on-

site: 

“… drop-in and accessible services with somebody who will… work through what they need 

and how to involve or not involve parents” – CS2 

A youth worker stated that all mental health services should be “universal” and “free of 

charge” and that young people should have an opportunity to assess a service, building and 

helper before deciding: “…no doors closed approach” – YW1 

All participants stated that help-seeking needed to be less complicated, and that young people 

would be given a timely response with no waiting lists: 

“It would be an open door, walk into, sit down, have a coffee and be able to chat to a person 

there at that moment” – YW2 

Participants described the need for appropriate confidentiality:  

“…that there’s rooms, that the conversation is not going to be heard, it’s going to be 

confidential, it’s not going to be interrupted, it’s going to be comfortable – YW1 

Participants wanted more youth MHSs in rural areas and the use of alternative spaces: 

“… rather than the traditional, you know sort of, ‘you have to come to my room’” – CS1  
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One participant elaborated on the idea of working outside of a ‘room’ and using different 

methodologies to remove mental health from a stigmatised and clinical space: “… isn’t 

necessarily in a room, it can be over pool, you’re making coffee together, yous could be having 

lunch together, it’s that chilled out space” – YW2 

This participant emphasised the need for the creation of genuine ‘youth friendly’ services: 

“…like really youth friendly, not tokenistic youth friendly, proper open door, walk in, what’s 

the craic? [smiles]” – YW2 

Two participants elaborated further on the idea of a non-stigmatised setting as being embedded 

in a multi-functional setting, where staff can provide other types of life-stage support:  

“Young people could be going in for anything positive that a young person would be getting 

done in their life, even grant applications … it would be maybe a multi-service building that 

they can also go to for mental health appointments without being stigmatised” – YW1 

One participant described access to a single role therapist in the school setting as important and 

some participants described the need for dedicated spaces in schools: “I think it’s really good 

for them to have a safe place maybe like that a student is just feeling really anxious at the 

moment in time” – PC2 

A counsellor suggested that there should be flexibility in service policies supporting longer 

time frames for rapport building and for talking about problems - length of sessions based on 

individual need: “there’s nothing worse than if you’re dealing with … someone who is really 

struggling and in the middle of something you can’t [motions to look at the time]” – CS2 

Participants viewed access to services and the environment in which they were offered as 

important for developing a rapport and providing helping interventions. 

Approach, rapport, and interventions  

All participants discussed young people’s need for a person-centred and trusting relationship:  

“… well, your relationship is the most important [with emphasis]” – YW2 

Some participants described young people as needing some form of pre-existing relationship, 

or time for rapport building, in which helpers can provide empathy and genuine care:  
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“Young people are fantastic, they know genuineness, they know people that really care about 

them and they can just sense it” – YW2 

Young people who have had their trust broken by adults previously need more time to build a 

trusting rapport: 

“… very much defensive but you know how it is, you keep at it. Like once the wall goes up its 

very, its quick to go up but very hard to go down and so, I think just having someone they trust” 

– PC2 

Young people need individual approaches:  

“You cannot have a one approach fits all … because we’re all different sizes” – YW2 

Young people need to feel that they have an ally: 

“it’s that you truly believed in them, supported them” – YW2 

Young people need to offload and receive guidance regarding their relationships: 

“Sometimes it’s just that they want to get something off their chest that they maybe don’t 

understand that somebody’s taken advantage of them, that maybe they don’t understand the 

way of the world and they just want to be heard, just want help” – PC2 

Clear boundaries of engagement and confidentiality are a priority for young people and need 

to be established from the outset:  

“I think that as people grow up… they know what to say and what not to say, but at a younger 

age when they’re not maybe on top of that, confidentiality is paramount for them” – YW1 

Young people need helpers who can listen:  

“90 percent of the kids would come to this door … all they want to do is chat” – PC2  

Young people need appropriate responses for their problems and not to be referred on without 

interim support:  

“Whatever issue a young person brings to the table, that’s their issue” – YW1 

Participants stated young people need autonomy and voluntary participation prioritised in a 

welcoming environment:  
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“they’re engaged as a human being and made feel welcome and informed that they’re going 

to be the decision-maker … they’ll get to decide whether they come back again” – YW1 

Helpers need to limit the number of other professionals involved in their care:  

“It becomes unmanageable…” – CS1 

Some participants believed that helpers needed to provide understanding to young people and 

advocate to caregivers: 

“… and can see about stress and anxiety and the concerns and the pressure that young people 

are under” – PC2  

Mental health care for young people needs to both address and provide for life-stage needs, 

that are developmentally appropriate: 

“it’s kind of encompasses everything about their well-being, whether it be about their 

education … social supports, going to groups, accessing … healthcare in relation to fitness or 

whatever it may be … it’s about being, ‘that one good adult’ in a young person’s life where 

they are the centre part of that” – YW2 

Services need to have capacity to provide care to all young people: 

“We have all sorts of things about students who have severe mental health needs and can’t get 

the support” – PC2 

 

Care and attention were described as an important intervention for many young people:  

“They don’t need a counselling session for 30 minutes every day or every week but what they 

need after that is just the realisation that … somebody just sort of cares” – PC1 

Service time frames need to be more flexible as young people are in a unique process of 

development: 

“it’s not a six-week ding dong … it’s for how long it takes.” – YW2 

Some participants considered the suitability and relatability of helpers working with young 

people:  
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“… I’m beginning to go grey; will I be as appealing for a young person to sit down and have 

a conversation with when I’m totally grey?  I don’t know, I don’t want to be ageist towards 

myself either” – YW1 

One participant addressed cultural underpinnings of help-seeking and mental health directly: 

“that’s a cultural thing as well, like we need to go hands on it” – YW2  

 

Participants described the different considerations needed at different ages across youth. Early 

adolescence was described as a time when young people are beginning to separate from their 

family and beginning to start secondary school:  

“I don’t know at 12 or 13, I suppose as they get older, I think they just need me to be not just 

another adult, not a nagging parent or a nagging teacher” – CS2 

All adolescents need creative and appropriate approaches to support young people to 

understand themselves:  

“Getting to, what’s underneath” – CS2 

One participant described mid-adolescence as a time of internal conflict and a lot of stress 

comes from trying to meet others’ expectations: “it’s them trying to fit into social norms can 

be, can actually be a battle in itself” – CS1 

Emerging adulthood was acknowledged by all participants as a difficult period:  

“I think there can be developmental anxiety there…” – CS1  

Wider economic conditions can be intimidating for emerging adults:  

“Not to mention the whole depression around thinking that they’re never going to get on the 

property ladder and all these things that they think they have to be doing or they have to be in 

education” – CS1 

Participants discussed from their experience how emerging adulthood was a distinct stage 

within youth but needed to be included in youth service provision: 

“…a particular age range that needs maybe something that little bit different” – CS1 
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Ideal youth mental health services need more funding and resources with appropriately trained 

and experienced helpers. A youth worker described the need for professionals to change their 

expectations of young people and view them as individuals with less life experience who have 

had less opportunity and time to develop coping mechanisms: 

“I don’t think they would fully understand enough of the depths of mental health and what 

effects of and how they can turn around themselves, and the wee coping mechanisms that you 

learn through life…” – YW1  

All participants described the approach taken with young people and the rapport as central for 

young people’s needs in a youth mental health service. 

Gender, LGBTI+ and young people in care  

Participants stated that extra considerations were needed for young people in mental health 

services. Regarding gender, boys externalising behaviours need to be acknowledged as 

communication and helpers can think about how to engage with, communicate and create 

supportive and safe environments for young men: 

“Particularly boys that are on the verge of turning 18-, 16- and 17-year-olds” – PC2 

One participant discussed specifically about the need of young people identifying as LGBTI+ 

who were at a very high risk of mental health. This participant stated that “99.9 percent” of 

LGBTI+ work was mental health work. They stated that because young people explore their 

sexuality online, they are vulnerable to online predation and are less likely to report crimes 

committed against them: “because they’re not out they’re less likely to report if something does 

happen” – YW2  

This participant also stated there is no “best practice” guidelines for LGBT youth coming out 

other than an individual support plan: “… if I went in with a checklist … that’s wrong [with 

emphasis] … I have the meeting with the young person before-hand, what do you want? ... I 

could give them ideas about what’s the best advice around what young people have done 

before” – YW2 

As LGBTI+ related concerns and fears can be socially based, this participant stated the need 

for support work with parents: “it’s like the polar opposite, polar opposite, it’s like suicidal 

ideation and severe mental health if their parents aren’t with them … and we all understand, 
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… how important it is that our parents are with us, that they support us that they are proud of 

us” – YW2 

And advocacy work across their environment: 

“…support with the family, you’re talking about support work within the schools, homophobic 

bullying, and improving awareness within schools to ensure that they are not impacting on the 

LGBT young people they are teaching every single day in their class” – CS2 

LGBTI+ peer support groups are essential for supporting mental health and young people are 

good at protecting each other’s confidentiality:  

“in ten years no one has ever been outed” – YW2 

 

A couple of participants discussed young people involved with social work or in state care. 

Some participants described shock and disappointment by how poorly confidentiality was 

managed with social work professionals: 

“It’s an eye opener” – PC2 

Another participant described how a confidential query to a social worker was not protected: 

“… you tell the social worker; you never see the young person again.” – CS2 

A counsellor described how young people in care often have low trust in adults and experience 

coercion into mental health care: “I think it was social workers had insisted on him coming 

here and I often find in those cases, they’re just here because they have to be here” – CS2 

A youth worker stated how a young person had described to them that: “they knew which foster 

parent was genuine or who was in it for the money [with emphasis]” – YW2 

Participants described how high staff turn-over in services, especially social work, can impact 

the young person negatively:  

“… for that student we were talking about, there have been 3 different social workers in the 

last 3 months” – PC2 

Another participant described how poor relationships and communication combined with 

inexperience can have dire consequences for young people: “… there was a fairly new social 
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worker on the case, the social worker maybe, pushed mammy in a direction she didn’t really 

need to push her and severed the potential relationship in early days and that led to the demise 

of the young person, whereas if the social worker had kept mammy on side, we possibly could 

have had a better result for that young person” – YW1  

Summary of core needs in service 

Findings based off practitioners’ experience demonstrate that young people’s primary needs 

for youth mental health services concern open access to a suitable environment in which they 

would receive timely responses for their requests for help from appropriate helpers with less 

focus on specific methodologies. Young people who identify as LGBTI+ can have increased 

distress due to not being accepted and for those who have experienced state care, experiences 

in systems can have a detrimental impact on their mental health. All participants described 

experiences supporting young people whose mental health was compounded by other life 

circumstances. 

5.8.3. Summary of category 2 

This second and final category presents important insights into how helpers understood young 

people’s lives. Findings show that young people carry pressures from modern life and the 

intergenerational disconnect that can accompany rapid social, cultural and technological 

developments. Young people’s mental health was found to be embedded in their environments 

and their interpersonal relationships, and distress was often caused by social rejection or 

exclusion. A constant technological vein was described as impacting all aspects of their lives 

and their development. Young people were described as having different mental health care 

needs and help-seeking patterns than adults. It was found that young people’s core needs in a 

mental health service regarded easier access, non-clinical and positive environments, caring 

and connected rapports and a youth-led approach that prioritised listening and confidentiality.  

 

5.9. Conclusion 

This chapter presented findings that addressed the research aim: “to explore young people's 

(aged 16 - 25 years) experiences and perspectives on help-seeking for a mental health problem; 

both young people and practitioners’ perspectives”. Part A presented data from young people 

in four categories which explored in depth, young people’s lives. It was found that childhood 

experiences, social environments and culture has impacted young people’s mental health and 
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shaped their conceptualisation of distress and mental health care, including how and when to 

seek help. Findings also showed that young people manage mental health problems 

predominantly through self-management strategies until these cease to be helpful, often only 

help-seeking when distress was high. Actual experiences of help-seeking demonstrated that 

access is difficult, and interventions vary depending on service and the approach of the helper. 

Positive experiences resulted in young people feeling “helped” and negative encounters could 

have lasting and harmful impacts and outcomes on mental health. These findings importantly 

were all derived from interviews and focus group with participants who were experienced 

mental health service users. Part B offered another dimension by providing insight into young 

people and help-seeking from the perspective of the helper. It was found that practitioners’ 

approaches were guided by their personal ethos and shaped by their wider service ethos. 

Working with young people was found to be challenging due to the many systems in their lives, 

such as family, school, and social work. Young people manage technology, wider economic 

conditions, and intergenerational divides on top of development, and this can cause distress. 

Findings show that practitioner and youth data aligned well, with both providing similar 

information on what young people’s core needs were for mental health care. These core needs, 

as presented in Table 5, describe the key elements that youth services can provide regarding 

service factors, approach and rapport, interventions, and developmental considerations. The 

investigation of both participant groups provides a rich and deep understanding, from those 

closest to the phenomenon, of young people and mental health help-seeking and met the 

objective “to identify key elements that facilitate help-seeking among young people”. The 

findings offer an important contribution of young people’s perspectives and experiences of 

having a mental health problem and help-seeking with distress from a culturally relevant 

position, that can connect and contribute with the wider literature. 
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6. Discussion  

6.1. Introduction  

This research explored young people's (aged 16 - 25 years) experiences and perspectives on 

help-seeking for a mental health problem from both young people and practitioners’ 

perspectives with consideration of their individual histories and lived realities. This chapter 

provides a discussion of the findings with regard to how it connects with wider literature. This 

discussion locates the research within five major sections – the first examines young people’s 

early contexts; the second, examines actual experiences of help-seeking and their impact; the 

third, reviews what findings contribute to help-seeking and developmental theory and the 

fourth presents a conceptual model of youth mental health help-seeking behaviour. The final 

part of this chapter addresses the research question, what are the core needs for young people 

in mental health care and provides a concise conclusion to this research study. 

 

6.2. Young people’s context  

6.2.1. Introduction  

This research inquired about how the broader context of young people’s lives affects their 

mental health problems, examining what it is like to be young today and manage a mental 

health problem, and how this context impacts when and how young people seek help with 

emotional distress. Young people and practitioners were asked about their experiences and 

perspectives on childhood, culture, relationships, development, and conceptualisations of 

mental health. This section discusses these findings and provides understanding on young 

people’s lived realities, their experiences predating their help-seeking experiences and how this 

connects with the wider literature.  

6.2.2. Distress in childhood   

It is well established that adversity in childhood is associated with negative consequences for 

physical and mental health in adulthood (Finkelhor et al., 2015). The use of the term adversity 

in this chapter refers to stressors and traumas that young people in this study experienced 

outside of expected developmental challenges. Some young people in this study described 

experiences of distress and trauma that met criteria for Adverse Childhood Experiences (ACE) 
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by Finkelhor et al., (2015), however, other young people’s adversity experiences in this study 

were excluded. The ACE International Questionnaire (ACE-IQ) (WHO, 2018) was designed 

to include and measure ACEs in all countries and broadly captures all young people’s 

experiences from this research.  

In this research, challenges across childhood were found to have similarities and differences 

connected to a young person’s unique social and environmental makeup (Bronfenbrenner, 

1995; Davies, 2018). Some young people in this study recalled distress from their early years 

distinctly, with clear memories of negative experiences, while others recalled a general sense 

of discontent. This connects with research by Pillemer et al., (2007) who found that negative 

self-esteem memories in adulthood recalled from childhood and adolescence are usually related 

to interpersonal conflict and can impact identity development. A common experience described 

in this study regarded how unprocessed and distressing emotional content from adversity or 

interpersonal conflict in childhood was carried with young people into adolescence until there 

was both the ability, from natural maturation processes, and the opportunity from a supportive 

other, to articulate and process the meaning of these experiences.  

Some young people experienced pervasive emotional distress in childhood which was 

normalized. Davies (2018) advocates the view that an individual’s challenges in life are not 

‘abnormal’ but emanate from individual-environmental challenges and that there is an 

opportunity to reconsider language and reframe distress without pathologizing the individual. 

Distress was found to greatly impact young people’s quality of life, development, and self-

esteem. The ability to independently disentangle distress from within the individual, and 

understand it as dynamic, was found in this research to occur later in adolescence and tended 

to require the knowledge and support of another to begin this process. 

6.2.3. Adult modelling  

Mental health literacy can be viewed as a life skill (Rickwood et al., 2005), and skills can be 

learned from others in a child’s social environment, often observationally through a process of 

modelling (Bandura, 1978). Caregivers’ roles within Western society can be considered as life 

guides (Moen et al., 2019) and childhood adversity are experiences that often require adult 

intervention or skills (Finkelhor et al., 2015). This research found that young people did not 

learn to seek help for distress if the adults in their lives did not model help-seeking or value it 

as a tool for supporting mental health. Caregivers were mostly described as not fully equipped 

with the skills needed for managing mental health problems or help-seeking, with the most 
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common behaviours of coping with distress modelled being stoicism, concealment, alcohol, 

and prayer. When help-seeking behaviours were modelled, young people in this research 

described less shame and stigma for help-seeking and reduced difficulty in accessing mental 

health services.  

Children can observe others completing help-seeking episodes for other general life issues but 

not for emotional distress. In the space left by inaction, taboo can take root and help-seeking 

schemas can be informed about the types of problems that are acceptable to seek help about 

and those you are expected to endure privately (Moore et al., 2013). This study found that 

unhelpful responses to emotional distress from caregivers involved silence, avoidance, 

minimisation, anger, or dismissal, which communicated that emotional pain was not valued, 

desirable or important. This both contributed to distress and taught that expression of pain was 

shameful and similar conclusions have been found in wider literature (Lee, 2009; Dogra et al., 

2012; Pheko et al., 2013; Burlaka et al., 2014; Lynch et al., 2018). There are some gender 

differences in Irish culture regarding expression of pain (Lynch et al., 2018) and this study 

found that male caregivers who model open conversations with sons can mitigate some of 

personal impact of not meeting expected masculine norms of being tough and inexpressive 

(Vanheusden et al. 2008; McClean et al. 2013; Jackson Williams, 2014; Lynch et al. 2016).  

This research found that when children sought comfort for distress from those closest to them 

and they did not have these emotional needs met, they learned to internalize distress, and 

exclude help-seeking behaviour as a means of problem solving (Wilson, Deane & Ciarrochi, 

2005; Freedenthal & Stiffman, 2007). Young people in this study expected similar responses 

from other adults in their community and thus chose to manage distress alone throughout their 

youth. Participants described using reflexive, creative and destructive self-management 

strategies throughout childhood and adolescence which became increasingly ineffective in later 

adolescence and emerging adulthood (Jorm et al., 2006; Hickie et al., 2007). To later engage 

in help-seeking behaviours, family values about coping had to be examined, and others who 

could model help-seeking were sought. This research found that help-seeking schemas (Piaget, 

1952) developed in childhood that excluded help-seeking were adapted progressively to 

include help-seeking when a supportive adult modelled and reframed help-seeking in a non-

stigmatised and acceptable way.  

This research found that stoicism is still highly valued in Irish society, making help-seeking 

difficult for all young men and women, for different reasons. In examining stoicism, Moore et 
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al., (2013) states “The contemporary term has become largely associated with silence, non-

admission, and endurance of adversity, such as pain, without complaint (or help seeking).” 

(p.170). Moore et al. (2013) also writes that the sociocultural factors underlying stoicism are 

critical to understand in healthcare research as it has been linked to negative attitudes in help-

seeking behaviour and can be partially considered a ‘generational phenomenon’ (p.164).  

6.2.4. Culture and intergenerational factors  

Ireland is a high-income Western nation with dominant influences from Gaelic indigenous 

traditions, Roman Catholicism, British Imperialism and the American Dream (Murray, 2006; 

Inglis, 2015; Ó Féich & O’Connell, 2015). These distinct historical and cultural traditions 

permeate community, family and personal values, attitudes and stigma around mental health 

and help-seeking. Young people in this study described how a cluster of factors in recent 

history, including asylums, legacies of institutional abuse, religious control over private 

spheres, concealment, and suicide, have intersected with modern life and technology. Irish 

Identity was described as in transition, attempting to de-institutionalise and decolonise attitudes 

to mental health, through increasing openness and communication and that this was connected 

to wider social change within an international human rights movement (Neier, 2020). Young 

people perceived change as slow and described how their attempts to move attitudes and values 

forward was restrained by older legacies and generations. Notable campaigns around the 

acceptability of mental health were described as disappointing, in that they encouraged help-

seeking to services that in reality cannot provide a timely response due to lack of wider 

government reform and financial investment, an assertion found in other international studies 

(Phillipson et al., 2009; Hernan et al., 2010; Kranke et al., 2011; Dopp & Lantz, 2020). 

Findings contained much discourse on the intergenerational impact of inheriting unresolved 

distress from previous generations with particular attention to how stoicism facilitates 

concealment (Johnston et al., 2013; Fargas-Malet & Dillenburger, 2015; McLoone-Richards, 

2012). Stigma in Irish society originates in legitimate fears from previous times where families 

lost members with mental health distress, amongst other issues, to asylums or institutions and 

thus concealment of mental health problems was possibly the most important protective 

strategy to avoid institutionalization (Murray et al., 2006; Masuda et al., 2009; Inglis, 2015; 

Goodwin et al., 2016). Young people in this study described how older generations conditioned 

them to conceal distress through responses of silence, avoidance, disapproving looks or threats 



239 

of punishment if they continued emotional expression. Concealment meant that all distress, 

including the traumatic, remained silent (Long, 2020).  

In just over 15 years, the Irish government produced three major impactful and at times 

culturally devastating reports on investigations into institutional abuse including the Ferns 

Report in 2005, the Irish Child Abuse Commission in 2009 and most recently the Mother and 

Baby Report in 2020 (Department of Children, Equality, Disability, Integration & Youth, 

2021). All participants and their families in this study were affected, directly or indirectly, to 

varying degrees, by the intergenerational and cultural trauma caused by institutional abuse. 

Openness can be a psychologically threatening concept to those individuals who have spent 

their lifetimes in fear of the repercussions and stigma of openness. Tension was found between 

the concepts of openness and concealment, in a time of ongoing attempts at transitional justice 

to address and redress traumas of older generations (McAlinden, 2012). Findings indicate that 

young people, from childhood, are inundated with narratives of institutionalised trauma due to 

the detailed and widely covered media reports over the years (Charles, 2019). Young people 

have observed problems with continued silence, accountability, and further concealment, by 

state and church inquiries into legacy abuse (McAlinden, 2012) in which individuals and 

families were denied “memory, expression and connection” (Long, 2020, p.11).  

Young people in this study described how mental health stigma was transmitted through 

families (Pompili et al., 2003). Young people described a knowing, that their parents and 

grandparents had experienced trauma, through observations of what was expressed and 

unexpressed, and empty spaces in conversations were interpreted as containing taboo 

experiences that were potentially too overwhelming to communicate. This research found that 

young people can imagine and project horrors in this vacant space, which can create internal 

representations and anxiety about wanting to know, but afraid to find out (Charles, 2019). 

Unarticulated caregiver pain can act as an unworkable barometer for young people’s distress. 

Thomas, who experienced asylum seeking, discussed witnessing a community instigated 

murder as a less traumatic event than those of his parents and grandparents - despite not 

knowing what they had faced - and his guilt and shame for needing support, when they had 

endured worse without support. He expressed this situation through humour, as its entirety was 

too complex and too traumatic.  

This study found that there is a significant divide in approach and communication styles 

regarding mental health (Van Dyke et al., 2009). Previous conceptualizations of mental health 
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distress were associated with personal negative character traits (Moore et al., 2013). Claire 

described being mindful, when speaking with her grandparents, of how some words and 

phrases could trigger stigma or discomfort. This research found that young people manage 

many conceptualisations of mental health when help-seeking for mental health problems, 

including their families, their community and culture, often navigating between different 

frameworks of taboo. Young people in this study found that a proven method to prevent further 

guilt, shame, embarrassment or stigmatization within their family or community, while meeting 

their needs for mental health support, was to reluctantly, conceal their service use from older 

or disapproving family members.  

Both practitioners and young people in this study discussed an intergenerational “us” versus 

“them” narrative in Irish society, as a reaction from older adults to young people’s distress. 

This study found that some caregivers and older adults can be disconnected from the emotional 

side of their negative life experiences and can associate younger generations as weak when 

they communicate their pain, or actively try to address their mental health (Moore et al., 2013). 

This positioning and othering were found to be stigmatising, and exacerbated young people’s 

distress, contributing to shame, guilt, and embarrassment. Practitioners and young people 

spoke respectfully about the material struggles of the older generations and how with 

improvement in material wealth came an expectation of psychological contentment. Caregivers 

can struggle with empathy and understanding for the challenges of modern life on top of the 

inherited psychological burdens that young people manage. Thomas reframed the 

intergenerational divide succinctly in its context, that the struggle for previous generations was 

material and for young people today, the battle is for the mind. 

6.2.5. Modern life  

Compounding the inherited life, is the new, and modern life with its unprecedented 

technological developments which has created many opportunities and challenges. Childhood 

and youth as life stages can be experienced differently due to these advancements with 

increased parental monitoring and less outdoor activities (Martin et al. 2018). Common sources 

of resilience in people’s lives have changed such as family and peer relationships, community 

structures, religion, school environment, and personal characteristics (Gatt et al., 2018). 

Findings in this research show that technology blankets young people’s lives, and reaffirms 

their position as ‘digital natives’, the first generation born into a technologically infused world 

(Burns et al., 2010). This recent layer of existence is navigated, managed, and integrated into 
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daily living and requires cultural tools, as well as individual, to manage continued rapid social, 

industrial, and technological changes. Young people in this study have caregivers who were 

born before the advent of the internet age, which Cerf (2009) asserts began in 1996. The 

intergenerational divide becomes a chasm, where the world that young people are temporally 

developing in, is vastly different from that of their parents and the ability to relate to each other 

can be diminished (Aarsand, 2007). Key social, biological, and sexual developmental tasks, in 

which risk-taking or experimental behaviour is normal (Best & Ban, 2021), happen in 

technological spaces with increased visibility, monitoring and recording and this was found to 

contribute to young people’s self-consciousness and stress. This research suggests that young 

people as digital pioneers develop and share skillsets within their peer groups for managing 

this layer of technology, with caregivers becoming less relevant, thus disrupting the 

transgenerational transfer of skills and this may be a feature that appears in other industrialized 

societies. 

Most young people have a smartphone by age 11 years (Moreno et al., 2019) and this powerful 

device is both an antenna to broadcast the self to the wider world and a receiver of information, 

on demand, which this research found can cause information overload. Ongoing existential 

dread and threat was described regarding climate change, political instability, online conflict, 

wars, and social disparity (Salo et al., 2018; Guadagno & Guttieri, 2021). Liam described 

internalising global issues which contributed greatly to his feelings of anxiety, dread, shame, 

and depression. With the global becoming the unmanageable local, identities of passive 

observers of destruction emerged alongside narratives of powerlessness and hopelessness. 

Global issues can undermine motivation to manage and seek help for individual mental health 

problems. With the increase of tribes in a technological space, young people can have online 

in-group and out-group dynamics to manage from their bedrooms (Tajfel & Turner, 1979). 

School pastoral care staff in this study reported that young women’s attendance at school was 

greatly affected by negative interaction with peers on social media. 

Arnott (2011) stated that the prolonging of adolescence due to economic market demands 

creates less opportunities for young people to practice roles which are needed for their 

development into adulthood. Older generations, who experienced a shorter adolescence can 

have unrealistic expectations for young people which this study found contributes to feeling 

inadequate, disappointed, and unmotivated. Young people in this study experienced their 

childhoods and adolescence in Ireland during the 2008 Global Financial Crisis which caused 

much economic displacement (Cullingford, 2014). Young people expressed pessimism around 
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the lack of economic opportunities to become financially independent, and the associated 

anxiety, hopelessness, shame, and futility of trying for a future that appears unattainable 

(Farlow, 2013). Some caregivers were described by counsellors in this study as lacking 

understanding on how wider economic and global factors impact youth development and how 

this contributed to intergenerational divides. These wider factors can be personalised, and 

young people can be pressured into counselling. Young people can conceal distress and not 

seek help to prevent further shame at their lack of economic independence.  

Young people in industrialised societies, specifically on the island of Ireland, grow up in a 

culture that prioritizes independence (Bramesfield, 2006), with less emphasis on 

interdependence. This study showed that young people who are not able to progress due to 

wider economic barriers, whilst managing personal distress alongside inherited distress, can be 

labelled negatively by their wider culture, predominantly older adults in their society, as 

“snowflakes”, “soft”, or “millennials” (Wrathall, 2017; Alyeksyeyeva, 2017). Alyeksyeyeva 

(2017) described how the term “snowflake” has become pejorative and is used to denigrate 

young people. Laura, who experienced Childhood Sexual Abuse (CSA), described how this 

intersectional stigma threat, between experiences of CSA and being “snowflake”, contributed 

to her avoidance of help-seeking (Miller et al., 2011).  

This research developed Figure 28 to illustrate how the increased pressures of inherited 

stressors and modern life can stretch the cognitive, social, and emotional resources needed for 

the challenges of development, creating mental health distress, especially around key 

developmental pressure points.  

Figure 28: Compounded life pressures across youth development  
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If unresolved, distress can be carried into the next developmental phase which can result in a 

young person reaching their personal capacity and experiencing high distress which can trigger 

the need to seek help.  

6.2.6. Sexual development 

Within Irish culture, the topic of sex, sexuality and sexual development has been typically a 

taboo subject of conversation, due in part to the influence of Catholic moral teaching and 

British Victorian attitudes experienced during colonialism (Parker et al., 2009). Access to 

sexual and reproductive information has a complicated history in the Republic of Ireland and 

attempts at implementing sex education can be traced back to 1947 where to address high infant 

mortality rates, Dr. Noel Browne, the then Minister for Health, proposed basic education for 

women regarding pregnancy, which was already in place in Northern Ireland (Browne, 2007). 

The Catholic hierarchy intervened due to fears that non-religious medical advice could lead to 

contraception, abortion, or even communism in the form of state medicine (Millar, 2003). 

When Dr. Browne published the private letters between the church and the government, the 

scandal resulted in the collapse of the government in 1951 (Millar, 2003). Religious moral 

teaching was to remain the dominant influence on medical law, with contraception legalised in 

1978 and access to abortion legalised under amendments to the Health Act, 2018 (Oireachtas, 

2021). Sex education, with catholic moral teaching, was introduced into post-primary schools 

in 1995, becoming mandatory at primary level in 1999 (Keating, Morgan & Collins, 2018). 

Within ten years, most adolescents had their own smartphones with easy access to pornography 

and sexual media that can include unhelpful, extreme, illegal, or harmful depictions of sexual 

activity (Horvath et al., 2013).  

The impact of technology on sexual development was implied by many participants, but not 

explicitly discussed, revealing the lasting impact of this taboo. A similar finding was found in 

an Irish study with children and young people by Martin et al. (2017) were participants were 

reluctant to talk about certain activities online. Much public discourse in Irish media on the 

topic of sex regarded sexual abuse, as resulting from the aforementioned government reports 

and this research found that conversations about healthy sex, sexuality and development are 

still taboo. Caregivers, due to their own upbringing, might not always be equipped to provide 

sexual education or guidance to young people. Young people may not seek-help, or withhold 

information, if their concerns include or are connected to taboo topics, such as sex, for fear of 

punishment or shame (Fox & Butler, 2007; Freedenthal & Stiffman, 2007). In research from 
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the UK, Attwood et al., (2018) described young people as benefiting from access to sexual 

media, with technology offering a space in which they can learn and communicate about sex, 

as well as engage in sexual activities. It is well established that young people through social 

media and dating sites can be exposed to older adults with predatory intentions (Santisteban et 

al., 2018) and this study found that when LGBTI+ young people are not out, they can explore 

their sexuality online anonymously and can be less likely to report any sexual crimes that 

happen to them. Sex in a technological space, whilst simultaneously in a culture recovering 

from institutional abuse, and without space for positive conversations, can be a difficult place 

for young people to sexually develop in.  

In a culture where sex and mental health problems are taboo, CSA is even more so, and remains 

a very real issue within Irish society, one that contributes to youth mental health problems 

(Vallières et al., 2020). In 2002, the SAVI report from found that 40 per cent of women and 24 

per cent of men, in an anonymous telephone survey, reported sexual abuse during childhood 

(McGee et al., 2002). Nearly twenty years later, a report by the Central Statistics Office (2020) 

found that approximately 62 per cent of individuals reporting sexual violence in 2020, were 

under the age of 18. This research found that aside from the direct abuse, young people are 

greatly affected by how their communities respond. Young people can know about others being 

abused and observe open secrets, subsequent inaction, coping by means of addiction, and 

suicide. Suicide was explained as an outcome in a community that perpetuates silence and 

prioritizes concealment. Laura spoke about when victims 'go away', it can mean the stigma and 

burden of addressing CSA also ‘goes away’, resulting in the formation of a belief that suicide 

might be a more acceptable solution than seeking justice or support. Pompili et al., (2003) 

discussed how individuals who experience a stigmatised chronic illness, such as a long-term 

mental health problem, can perceive suicide as an option for resolving stigma and that this can 

be unconsciously supported as a solution by families. The complex interaction of community 

beliefs, stigma and shame can prevent young people from seeking help for issues related to 

CSA. When young people who experience CSA do seek help, findings from this research 

indicate that they can use familiar topics that have predictable responses of empathy, such as 

stress at home, as a conduit for offloading, omitting abuse experiences until trust is established. 

Fear was found to be such a prominent barrier, that Laura waited until she was over 18 years 

before disclosing abuse, for legal reasons and control over consequences, which connects with 

existent research by Sanderson (2006).  
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6.2.7. Friends and family 

It is well established that young people seek help through social networks and are dependent 

on their family’s resources to access support (Wilson & Deane, 2012; Burlaka et al., 2014; 

Valibhoy et al., 2017; Westberg et al., 2020; Eigenhuis et al., 2021). Findings in this study 

connect with other research that demonstrates the difficulty of seeking help for a problem 

within an environment that is contributing to distress but also when young people’s distress 

stems from difficult rapports or caregiver mental health problems (Moen et al., 2018; Gatt et 

al., 2019; Maiuolo et al., 2019). Positive caregiver-child rapports support help-seeking and can 

minimise the distress associated with mental health problems and can become excellent 

champions, coordinating healthcare, and advocating for needs, especially when young people 

are under 18 years of age (Medlow et al., 2010; Mariu et al., 2011; Schmeelk-Cone et al., 2012; 

Maiuolo et al., 2019; Eigenhuis et al., 2021). Joseph spoke of how an open and supportive 

connection with his father ensured he found the right professional support whereas Gerard’s 

deteriorating parental mental health situation directly resulted in him experiencing 

homelessness. 

As a young person’s mental health distress can affect everyone in a family ecosystem, findings 

from this research show that when one family member begins to address their mental health 

needs it can encourage others to do so which can change family attitudes around mental health 

and help-seeking. This research also found that when caregivers feel threatened or criticised 

for their child’s mental health problems, they can conceal wider family problems from 

professionals or other young people’s distress as being external to the family (Medlow et al., 

2010; Wang et al., 2020). Findings also indicate that parents can dismiss or minimise distress 

due to their own failure to recognise and manage mental health problems. Observations of 

parental ineffective management of mental health, were also described by Gerard as a 

motivation to seek help in emerging adulthood. Findings also show that young people can 

experience an internal conflict of needs; longing to connect, be heard and share experiences of 

distress and concealing mental health issues so as to not upset, disrupt, or burden parents who 

were juggling many challenges. This was particularly relevant for young people from refugee 

backgrounds and reflects findings by Ellis et al., (2010) and De Anstiss and Ziain (2010). This 

research also found narratives of growth and adaptation, and how families evolve over time 

with support. Thomas described how he and his mother bridged intergenerational divides 

through open and honest communication about their mental health.  
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In 1996, Ireland became the last country in Europe to legalise divorce (McDonough, 1996). 

Young people in this study discussed the impact of divorce and how this was exacerbated by 

cultural stigma and a pre-divorce mandatory 4-year separation period, which caused drawn out 

separations and proceedings that prolonged stress for families. This research also found that 

when young people experience parental bereavement, abandonment, addiction, or mental 

health problems, it can lead to them assuming caring roles (Ungar et al., 2018; Cree, 2003). 

Findings also indicate that when adult responsibilities are placed on children, they can have 

less time to consider personal needs or develop self-care strategies which connects with 

findings by Becker & Sempik (2018). In emerging adulthood, young people described 

becoming more reliant on friends and an increased ability to view their childhoods, 

adolescence, and family dynamics, in a broader way which may be linked to cognitive 

development (Best & Ban, 2021).  

This study found that friends can understand the modern landscape of youth and age-related 

problems and can compensate for intergenerational divides (Fox & Butler, 2007; Freedenthal 

& Stiffman, 2007; De Anstiss & Ziaian, 2010; Bilican, 2013; Cakar & Savi, 2014). When 

effective, friends were found to be ideal supports due to their established relationship and 

capacity for genuine care. Gender divides in Ireland may be changing regarding friendships, 

with young men in this study describing relying on male friends for valued support (Lynch et 

al., 2018). Young people can also address the gaps in support received from services as this 

current research found that friends with similar problems can be knowledgeable, relate to 

distress and validate distress and validate experiences in healthcare. Importantly, reciprocal 

support in friendships can manage feelings of indebtedness (Gilchrist & Sullivan, 2006; Chan, 

2013). Findings also demonstrate that not all young people can find such friends, and issues 

around trust and feeling connected were common problems, as was the increased use of 

technology for socialisation (Gilchrist & Sullivan, 2006; Fox and Butler, 2007; Laureiro et al., 

2013). Unsupportive partners or conflict in romantic relationships were described as 

exacerbating distress with findings from this study describing young people becoming caught 

in familiar and unhelpful dynamics, experiencing a lack of understanding and a loss of self. 

Leaving romantic relationships was sometimes necessary to improve mental health. This 

research supports studies that have found a young person has a significant need for positive 

attachment to family and friends (Lee et al., 2018) and that mental health can be greatly affected 

in the absence of this. 
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6.2.8. State care  

Young people who are in state care are more likely to be at a greater risk for mental health 

problems (Fargas-Malet & McSherry, 2017). Placement into state care is an action of child 

protection and can entail removal from the family environment, the young person’s 

community, and sometimes their school, and placement with a foster family or in a residential 

care home, possibly in a different geographical location. This research found that the abuse 

from family and the separation from them are separate traumatic experiences. Young people 

described feelings of shock, loneliness, rejection, abandonment, and powerlessness on 

placement into care, with little time or space to begin to process the separation. These findings 

support research from Watson et al., (2020) who reiterates the need to converse with young 

people to help them process this transition.  

Young people in state care have to build new lives and create new support networks while 

managing school and developmental tasks. The care system becomes a proxy family and 

caregivers are the on-duty social workers, and community comprises of mental health 

professionals and other young people in care. Young people in this study described moving 

from neglectful family circumstances to professionally micromanaged lifestyles, with their 

education, mental health care, development and progress scrutinised and observed for signs of 

improvement. Findings also indicate that young people cope by oscillating between 

compliance, due to fatigue, and defiance, in attempts to reclaim power.  

Young people in care described great discomfort at how their information is passed around 

from professional to professional, and findings described many violations of privacy and 

confidentiality breaches, which intensified distrust. To avoid punishment or further rejection, 

young people familiarised themselves with service policy to learn the rules of the system and 

findings indicate that young people in care learned to perform wellness, with mandatory 

attendance at appointments, and pressure to adhere to plans for their care as outlined by 

professionals. Findings also indicate that when mental health became worse, and interventions 

were ‘unsuccessful’, young people in this study experienced negative labelling by professionals 

such as ‘non-compliant’ which served to other young people as problematic (Sinkfield-Morey, 

2018). Young people also described visibly perplexed mental health professionals whose 

response to unsuccessful treatment was onward referral to another service, which triggered 

feelings of defectiveness and helplessness. An important finding from young people in this 

study was that the instability in placements, social workers, and mental healthcare, as well as 
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coercive practices, negatively impacted mental health and lead to disengagement, emotional 

withdrawal and re-traumatisation (Damian et al., 2018).  

This study found that experiences of state care were overwhelming for young people and 

involved further psychological harm and trauma. Aine spoke of concealing the extent of her 

parents’ abusive behaviour in therapy, in the hope of returning to them, as they were preferable 

to state care. Participants in this study described turning 18 years of age, and being discharged 

from care, and having to face living alone and with inadequate aftercare. This is another point 

in the process that can be retraumatising and connects with research by McGorry et al., (2019) 

that states that cutting off mental health care at peak periods is “anachronistic and 

developmentally inappropriate” (p.140). It was during this time that young people in this 

research spoke about multiple suicide attempts, not having access to mental health care, and 

not being able to complete their education, which compounded feelings of failure and 

defectiveness. It was through community-based youth services that young people in this study 

found support with life skills, genuine care, community, and began slowly rebuilding their 

lives. This study found that young people who have experienced care valued support workers 

who broke service policy and rules to ensure basic needs were met, and similar findings were 

reported by Ungar et al., (2018) in research with young people in juvenile systems. Considering 

the involuntary nature of care and the circumstances that lead to its occurrence, this research 

shows that young people in care experience further marginalisation within the youth 

demographic, who due to service practice can suffer frequent re-traumatisation (Damian et al., 

2018).  

6.2.9. Homelessness  

Young people who are experiencing homelessness outside of their family have much in 

common with those who are in care, often having experienced complex trauma and 

marginalisation but are generally over 18 years of age (Narendorf, 2017). Youth homelessness 

in Ireland increased between 2015 and 2018 by 85 per cent and includes young people who 

have been in state care and who are parents (Focus Ireland, 2018). Other research has shown 

that young people who experience homelessness often have care experiences (Collins & 

Barker, 2014; Narendorf, 2017). Young people can also appear as “hidden homeless” because 

they move from house to house within their social network. In some countries, youth 

homelessness can be connected with substance use (Narendorf, 2017) however in Ireland, it is 

predominantly fuelled by the lack of appropriate housing (Focus Ireland, 2018).  
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Similar to those in care, this study found young people can form deep attachments quickly with 

a helper with the right qualities who can provide genuine care (Crosby et al., 2018). The 

offering of a supportive and genuine rapport can also trigger feelings related to experiences of 

previous caregiver trust breaches, abandonment, and rejection. Fears related to trust were found 

to affect engagement and cause further distress and young people in this study who experienced 

homelessness needed many supportive adults over a longer-term. Having one key worker was 

an emotional risk as support could be lost if that worker went on leave, or changed job, and 

this could cause re-traumatisation (Crosby et al., 2018; Damian et al., 2018). Rachel described 

attending a local drop-in youth centre and accessing a wider range of supportive adults, where 

she had opportunities to socialise and build community, as well as longer-term relationships, 

and genuine peer friendships, on her terms. These findings connect with research from the UK 

with young people experiencing homelessness (Collins & Barker, 2014). This research 

indicates that when young people experiencing homelessness do not have access to community 

spaces, they stitch together an unstable community out of hostel workers, social welfare staff, 

mental health professionals and other individuals who are experiencing homelessness. 

Community building resources which supported development into adulthood were described 

as a priority by young people who experienced homelessness in this study (Crosby et al., 2018). 

6.2.10. Experiences of immigration  

There are multifarious reasons why young people immigrate, which may not always be evident 

until inquired about. Young people can come to Ireland as part of a family seeking asylum, 

having been displaced due to life-threatening situations, such as war in their home country and 

often have experienced adversity and trauma (Gatt et al., 2011). Reasons for immigrating in 

this study were found to be connected to increasing safety or improving economic and 

psychological wellbeing. Ireland itself has a long history of immigration to the United 

Kingdom, America and Australia, with research suggesting that mental health distress is 

common among second-generation Irish children (Das-Munchi et al., 2013). This study found 

that some young people who experienced problems with their caregivers immigrated to Ireland 

to connect with wider family, in the hope of finding stability and lessening their mental health 

distress.  

Another reason for immigrating to Ireland was connected to the increase in anti-LGBTI+ laws 

across the European Union (EU) in the previous decade (Evans, 2014) and the Marriage 

Equality Act (2015) (Oireachtas, 2021). This has resulted in Ireland being viewed as a safe 
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place within the European Union for young people who are threatened by this political action. 

While declaring LGBTI+ asylum is a practice globally (Jordan & Morrissey, 2013) this study 

suggests that as young people can freely travel and immigrate within the EU without the need 

to declare asylum, this type of asylum seeking can remain hidden, as can the distress of the 

young person in this situation.  

Caregivers who have their own distress and other settlement problems to solve might not have 

enough resources to help their children cope with immigration and its effect on mental health, 

and this supports findings by Ellis et al., (2011). Thomas stated that parents can misinterpret 

their child’s struggle with the challenges of immigration as ungratefulness and to avoid 

upsetting parents, young people can conceal mental health problems further. There are many 

reasons for African migration to Ireland, apart from seeking asylum (Ejorh, 2012). This 

research found that young people can also immigrate to Ireland during childhood from African 

countries under a ‘kinship foster care’ system (Palacios & Jiménez, 2009). This is a private 

arrangement in which a child is legally fostered by friends or other family relatives who are 

already established in Ireland, for the purposes of economic and educational opportunities. This 

study found that young people in these circumstances have experienced loneliness and distress 

associated with family separation, which can be obscured or minimised by the prioritised 

economic opportunity.  

Young people from African backgrounds can have different needs when seeking help for their 

mental health than young people of white Irish identity. Both Thomas and Andrew described 

immunity to distress as an important part of African identity, which can result in cultural 

minimisation or dismissal of distress, and links with research from Nigeria by Dogra et al. 

(2012). A preference for socialising with friends from similar African backgrounds was found 

to be due to a connection, often unspoken, of the adversity endured in immigration and shared 

experiences of racism. The impact of racism on young people who identified as black African, 

from white Irish adults in general life, was an othering experience, causing harm, anger and 

undermining trust in wider structures provided in Irish society, which often demonstrated 

institutionalised racism (Fanning, 2018). Young people of African identity in this study stated 

that they would only help-seek for mental health distress to community workers or teachers, 

due to the need for deeper trust which is similar to young people in care and those experiencing 

homelessness (Collins & Barker, 2014). 
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When young people arrive in Ireland, they face many challenges and this study found that 

immediate focus was on the transition, often suppressing distress, until they have found some 

stability. Identity challenges associated with immigration can compound normative adolescent 

identity development, specifically in the management of two or more cultural influences. This 

research found that young people need to stay connected with their home culture and to also 

be supported to adapt to live in another and this connects with wider international research 

(Ellis et al., 2010; De Anstiss & Ziaian, 2010; Valibhoy et al., 2017). This research 

demonstrates that young people can find ways to accommodate both influences and associated 

conceptualisations of mental health.  

6.2.11. Conceptualising mental health  

Mental health literacy includes how an individual recognises problems, describes and manages 

emotions, as well as their knowledge about treatment and services (Rickwood et al., 2007; 

Kutcher, Wei & Coniglio, 2016). While a useful term in health research, literacy implies the 

existence of a curriculum and can be a limited term without reference to the wider learning 

context. This concept is biased towards Western viewpoints of healthcare and while there is an 

understanding that there can be different conceptualisations of mental health globally, 

Cosgrave et al., (2019) advocates for the need to understand “locally relevant and 

psychosocially informed approaches”. Beyond global and local is the personal and there is 

often a lack of inquiry and understanding into how young people conceptualise the nature and 

meaning of mental health for themselves (Law et al., 2019). 

As this research took place in the Northwest of Ireland, common narratives from Western 

health-based paradigms were found when conceptualising mental health through analogies to 

physical health. These often had limited explanatory power for the complexities of internal life 

and this study found that personal conceptualisations on the nature of mental health were 

considered to involve the intangible aspects of the self. Young people expressed confusion, 

conflict, duality, and challenges when trying to define or articulate their understanding 

verbally, moving between trying to satisfy wider constructs and express personal 

interpretations, with meaning often being shaped during the research, in the moment of 

discussion. This research found that individual concepts of mental health are greatly impacted 

by upbringing, social networks, social media, educators, and mental health services, and that 

despite variation, young people can create similar frameworks and understanding. Young 

people understand mental health as a profound and central part of the self with an important 
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role in over-all health. The experience of distress was described as a common human 

experience which could help to depersonalise mental health problems as rooted in the 

individual, creating comfort and reducing self-stigma (Law et al., 2019). The 

conceptualisations discussed in this section convey the voiced aspects of participants thoughts 

and feelings, as many conflicting and unprocessed facets remained unarticulated, but were 

witnessed by the researcher in the non-verbal expressions and body language of participants. 

Young people’s understanding, concepts, memories, ideas, attitudes, and feelings were found 

to directly affect how they viewed mental health problems, personal distress, help-seeking and 

problem-solving and connects with research from Rayner et al., (2018) and Law et al., (2019).  

6.2.12. On being young  

Youth is a time of transition, instability, and insecurity due to regular and sometimes rapid 

changes in personal, cognitive, physical, social, and sexual development (Best & Ban, 2021). 

This research takes the position of viewing young people as individuals belonging to a distinct 

cultural group (Sawyer et al., 2018; Rickwood et al., 2019; Lynch et al., 2020).  Group 

membership of youth is defined by developmental status; the key physiological, psychological, 

and cognitive milestones have not yet been reached that would classify them within Western 

paradigms as having reached ‘adulthood’ (Arnett, 2014).  

Youth an also be a time of fun, expression, and exploration although much of life can exist in 

controlled environments (Pearow & Pollack, 2009). Findings show that when young people 

cannot remove themselves from environments that cause distress, it causes feelings of 

imprisonment, oppression, and powerlessness. The status of adolescence and being legally 

dependent on caregivers can be a factor that results in marginalisation in industrialised 

countries but one that can be grown out of at 18 years of age. This study found that for young 

people who experience compounded marginalisation, such as homelessness or state care, the 

normative challenges of development in emerging adulthood often exceeded personal capacity, 

which was occupied with trying to manage the effects of trauma without family or community 

support. Young people described much adversity and how living from crisis to crisis interfered 

with space and time for development as well as their education.  

Mental health distress can be experienced as a constant state or as fluctuating between 

manageable and severe. Waves of increasing tension are managed until they passed, were 

released via an outlet, or emerged as a crisis. Findings indicate that with increasing frequency 

of surges, help-seeking is considered, attempted, or completed. Having mental health distress 
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is experienced as painful and affects global functioning and quality of life, including eating, 

sleeping, interests, motivations, self-care, education, relationships, and planning for the future 

(Meade, 2016). Findings show that young people who manage distress from early childhood 

can learn to accommodate distress early in life, doing their best to self-manage and attend to 

age-related activities. Distress generally exacerbated over time, with help-seeking being 

inevitable (Biddle et al., 2007; Burlaka et al., 2014).  

Self-management refers to an individual’s ability to manage their mental health to produce a 

satisfactory quality of life (Omisakin & Ncama, 2011). Young people described using self-

management strategies for intense feelings, such as rage, despair, shame, panic, and chaos, and 

often had limited understanding of these states beyond their direct feeling and their impact. 

This research found that depending on what or who is available, young people can use talking, 

socialising, exercise, creative activities, aggression, self-harm, distraction, alcohol, and drugs, 

which work to relieve distress or delay help-seeking which links with some international 

findings (Jorm et al., 2008b; Rickwood et al., 2007; Burlaka et al., 2014). This research found 

these self-management strategies were the only means for coping when services did not provide 

support. 

Corrigan et al., (2015) discusses findings that indicate humour contributes to stigma reduction 

in mental health and Cross (2012) describes how humour can “reflexively puncture their public 

image as “nuts”” (p.1). This study confirms that young people can use humour and self-

labelling, such as ‘crazy’, as a way of releasing tension and self-stigma. Other important coping 

strategies described in this study included withdrawal, concealment, and suppression of 

emotional pain. Withdrawal provides young people with respite from the social aspects of life 

that can put extra pressure on them or affect their ability to self-manage. Young people, who 

experience abuse or social rejection, can use isolation to prevent distress from being triggered 

by the source of pain – other people. This is not typically regarded as a self-management 

strategy but as a symptom of mental health. Findings also show that concealment can provide 

mental respite, while supporting engagement with other social activities and protect public 

image. Respite could create other distress, with withdrawal and concealment eventually 

causing loneliness. Once foundational mental health awareness was acquired through a 

supportive rapport with a helper, young people in this study described replacing less effective 

self-management strategies with more effective ones, which is regarded by other research as 

an important part of therapy (Rickwood et al., 2007; Omisakin & Ncama, 2011). An interesting 

finding was the reframing of help-seeking as a self-management strategy, that the decision to 
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access somebody who has the resources to help manage the problem is an act of personal power 

and agency.  

Normative developmental challenges or identity development can be conflated with mental 

health problems (Loueriro et al., 2013) with findings from this research showing that young 

people had distress dismissed, stereotyped, and minimised as a feature of youth by adults. 

Loneliness is considered prevalent in adolescence with some studies suggesting it as normative 

due to many reasons such as social restructuring and genetics (Wong et al., 2018). This research 

found that loneliness stemmed from concealing stigmatised problems and managing alone out 

of fear of social rejection. When young people perceive that adults view their distress as 

something to be ‘grown out of’, findings show young people can feel very vulnerable, sensitive, 

protective, and defensive when interacting with adults in services, expecting to be dismissed 

but hoping to be listened to (Lynch et al., 2020). No young person in this study grew out of 

their problems but watched them intensify with each new developmental stage. Importantly, 

findings show that supportive adults in social networks or services could identify distress and 

provide them with support during highly distressing episodes. One youth worker stated that 

“young people are phenomenal” in recognition of how they face challenges with their mental 

health. 

6.2.13. Summary  

Young people are greatly impacted by their family environment which is situated within a 

wider cultural, national, global, and temporal context (Bronfenbrenner, 1995). Young people 

who navigate adversity in childhood without adequate support from adults in their social 

network often rely on innate or reflexive coping mechanisms. Young people are caught in 

between, carrying the legacies of the past alongside the burdens and opportunities of modern 

life. Awareness campaigns without resources cause inconsistent and confusing messages about 

help-seeking. This study also found that both young people’s mental health distress and 

prospects of support lie within their relationships and environments. This research presents 

young people’s experiences of state care, homelessness, and immigration. Importantly, this 

section increases understanding of the experience of living with mental health distress while 

being young and is an important primer for the next part of the research which explores young 

people’s actual experiences with mental health services. 
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6.3. Actual experiences of help-seeking to services  

6.3.1. Introduction  

The findings of this research demonstrate that young people experience a broad range of life 

challenges, including the global, the inherited, the interpersonal and the intrapersonal. When 

young people are distressed and seek help from others, they attempt to bring their private 

worlds, and the associated personal and social consequences, out into the wider world. This 

section discusses this process and what was found regarding young people’s actual experiences 

of help-seeking to a service for a mental health problem, exploring young people’s decisions, 

their search for the right help, access to services, interventions, helpers and the service 

environments. Importantly, this section concludes with a discussion on how this experience 

impacted their mental health. 

6.3.2. The decision to seek help  

Many factors are considered before young people actively decide to seek help (Chan, 2013). 

Young people in this study had to recognise that they had a problem, evaluate their self-

management strategies, and acknowledge their limitations (Cornally & McCarthy, 2011). This 

process, as described by young people, required knowledge, reflection, analysis, and the ability 

to communicate with others about internal states. This study found that young people were 

more able for this process in emerging adulthood. It was found that many young people due to 

age, inexperience, and the difficulty in accessing services, were not able to make these 

decisions in a fully informed or independent manner and links with findings from Quinn et al. 

(2006). Help-seeking was not necessarily about moving from a concrete state of undecided to 

decided but was often described as a sudden knowing or as a reaction to intense emotional pain 

during periods of increasing distress. At any age across youth, feelings of suicidality were 

found to be first indicator that help was needed.  

Many decisions to seek help are co-decided or initiated by others and findings show that a 

concerned family member, teacher or friend often approached a young person after having 

observed distress and offered support or encouraged them to seek help. This supports findings 

in wider international literature and emphasises the central role of family and friends in the 

early stages of young people’s help-seeking processes (Boyd et al., 2007; Moen et al., 2019).  

In earlier adolescence, young people can have some awareness of distress but little 

understanding of it or what to do about it. This study also found that young people can seek-



256 

help indirectly, through actively changing their behaviour to signal desire for an intervention, 

which was also found by Bramesfield et al. (2006). Receptive helpers who noticed were usually 

adults in daily or weekly proximity to them. In later adolescence, it was found that young 

people began to understand the need for external help, but often ensured that all self-

management strategies were first explored (Michelmore et al., 2012). In emerging adulthood, 

young people’s conceptualisations of mental health broadened and often included increased 

independent help-seeking, as part of the wider need for independent life skills (Cooper, 2018).  

This study found that young people did not always want to seek help through their caregivers 

or friends, but involvement in help-seeking came from a need for consent or other’s resources 

to access services and this was found to complicate decisions for those under the age of 18 

years (Gilchrist & Sullivan, 2006). This study found that young people’s need for parental 

consent, especially in later adolescence, could result in a decision not to seek formal help, and 

strategically delay help-seeking until they were over 18 years (Draucker, 2005; Wahlin & 

Deane, 2016). International research has shown that caregivers can provide a range of 

responses from supportive to unsupportive actions, even blocking help-seeking (Draucker et 

al. 2005; Freedenthal and Stiffman, 2007; Bilican, 2013; Coleman-Fountain et al. 2020; 

Pearson & Hyde, 2020; Thai et al. 2020). When young people in this study disclosed distress, 

some lost autonomy when decisions were made for them by others without consultation or 

explanation of the process which also contributed to self-image and public image damage 

(Chan, 2013). Young people at all ages can risk their autonomy when help-seeking, and 

findings in this study show that fears regarding the legacy of asylums and media depictions, 

can overshadow decisions to make help (Goodwin et al., 2016).  

Bramesfield (2006) proposed that help-seeking may be incompatible with the Western value 

of autonomy and self-reliance. This study found that the thought of asking someone else for 

help could trigger feelings of shame at the perceived failure of emotional self-management, of 

which their culture expects. Some young people in this study when put on a waiting list were 

concerned whether they were severe enough for support and would they take up the place of 

someone in a perceived worse position. For young people with previous negative experiences 

of not being helped, thoughts of help-seeking could be a painful reminder and caused anger or 

hopelessness. Indirect help-seeking was linked to these experiences, as low trust in the prospect 

of being helped made it difficult to seek help directly. Overall, decisions were found to be 

complex, fluid and highly dependent on important external factors such as availability of 

services. Young people, generally across all ages, can change their minds and postpone help-
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seeking until they assess it to be absolutely necessary or until they can locate the right help 

(Biddle et al., 2007). Only when there is a likelihood of support, and benefits outweigh costs, 

young people might make the reasoned decision to seek help (Chan, 2013).  

6.3.3. The search for help  

Searching for help often occurs after a decision is made but can also occur beforehand and 

contribute to informing the decision. Knowing that help is needed is a different task from 

knowing what type of help is needed. Young people in this study, especially in earlier 

adolescence, did not fully understand what they needed from help, but they knew what they 

did not need. This research shows that young people look for a trusted social support first, 

someone who may seem predictable or reliable in their response to problem-solving or a 

request for help (Michelmore et al., 2012; Rowe et al., 2014). Young people greatly rely on 

adult formal help-seeking skills (Figure 29). This figure was developed from the findings to 

illustrate the features of this toolset, usually acquired in adulthood, that is necessary for 

accessing any formal service in industrialised societies.  

Figure 29: Formal help-seeking skills 

 

Young people also require resources provided by others within their social networks, such as 

the informational, financial, emotional, or logistical. The findings show that not all caregivers 

have the skills or resources for formal help-seeking, and due to previous negative experiences, 
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marginalisation, or economic and educational inequalities, can encounter great difficulty and 

stress in finding appropriate care. If a young person cannot locate a social support first, there 

can be no other option but to end the search for help (Medlow et al., 2010; Wilson & Deane, 

2012; Burlaka et al., 2014). Findings in this study show that young people can also have 

difficulty locating or attending a service when caregivers are not committed, are managing their 

own issues or cannot provide the necessary resources which is also reported in other research 

(Gilchrist & Sullivan, 2006; Ellis et al., 2010). In some instances, young people attempted 

seeking help from services alone but did not have successful results until they were in emerging 

adulthood. Practitioners in this study, as experienced and knowledgeable help-seekers and 

advocates, with mastered formal help-seeking skills, described the obstacles they encountered 

in locating the right help for young people and observed how difficult this process is for 

families without experience, and how impossible it is for young people on their own. This 

highlights the critical situation that exists regarding access to mental health care. 

As part of professional help-seeking young people in this study described having to tell many 

adults about their distress, including caregivers, GPs, and administration staff, before accessing 

an unknown helper. Young people often do not know what to expect from formal processes, 

and due to previous negative experiences with authority figures can anticipate punishment, 

judgement, embarrassment, disapproval, or rejection for their emotional disclosures. This 

connects with research by Leavey et al., (2011) who found that young people in the UK can 

have a suspicion or distrust of adults in general and this can extend to adults in services. The 

negative treatment of minority populations in Western systems and previous negative 

experiences with culturally inappropriate healthcare delivery can impact trust in service use 

(De Anstiss & Ziain, 2006; Masuda et al., 2009; Kranke et al., 2011). Young people in this 

study, who had experiences with other government service environments, such as immigration, 

gardai or social work, often expressed aversion toward public formal services. For young 

people identifying as LGBTI+ in this study, the fear of being outed was intense and they 

described scrutinizing potential helpers and services for any signs of openness and acceptance. 

Aine described how homophobic responses from professionals caused her to withdraw from a 

help-seeking process to prevent further stigmatisation. This connects in with research by Fish 

(2020) who highlights the urgent need for a wider response across systems to support the 

mental health needs of LGBTI+ young people. 

This study also found that help-seeking processes can cause physical distress such as shaking 

from fear, vomiting, not being able to speak, not being able to think or describe what is 



259 

happening; essentially the triggering of what Katz et al., (2021) describes as human 

peritraumatic responses to trauma. This study found that young people can be retraumatised by 

services and this disproportionately affects young people in state care. Even when young 

people access help easily and positively, it was described as an emotionally difficult experience 

causing anxiety, fear, and discomfort. Informal supports are unlikely to trigger this level of 

discomfort and young people seek help from them until these relationships reach their capacity 

for support (Freedenthal & Stiffman, 2007). This study also found that when young people 

sought help with a parent or friend, they increased the combined skill-set, and resources, 

meaning young people did not have to manage stigma or negative experiences alone.   

Much research has demonstrated that friendship networks can provide important resources for 

accessing professional care (Jorm et al., 2007; Ellis et al., 2010; Medlow et al., 2010; Loureiro 

et al., 2013; Lubman et al., 2016; Westberg et al., 2020; Eigenhuis et al., 2021). This study 

found that friends were more relevant in emerging adulthood than earlier adolescence and that 

friends were least helpful in earlier adolescence. Friends were found to provide much needed 

connection, recommendations or sharing of skills learned on how to communicate, manage, or 

negotiate mental health care. Young people shared their experiences of mental health care to 

help inform and protect each other from negative experiences or harm. Stories of long delays 

and inappropriate treatment contributed to fear and potential disappointment, but also provided 

realistic expectations about the formal help-seeking process. Stories about friends who were 

not able to access appropriate help and died suicide were found to either motivate young people 

to search further, to prevent a crisis, or inspire hopelessness that maybe there is no help. 

Everyone in this study was impacted by suicide either in their social network or community, 

with many describing the devastating impact and the existence of a silent epidemic of suicide 

in the Northwest of Ireland.  

Trust is central in the search for help and this research found that in early to late adolescence, 

young people observed potential helpers over time before approaching them, preferring to seek 

help within predictable and easily accessed relationships and this is well established in the 

wider literature (Rickwood et al., 2005; Coleman-Fountain et al., 2020). Jones et al., (2017) 

reports that young people establish trust as positive results are observed, and this study found 

this to be common in emerging adulthood. This study also found that young people with ACE, 

often search for opportunities for a longer lasting rapport before engaging in any therapeutic 

process, as they required a helper to demonstrate trust and commitment that they will move 

forward without them withdrawing support. This research suggests that this was a logical 
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defensive strategy for young people who had their trust broken by adults in their lives and this 

connects with research by Loos et al. (2018) who found that young people prioritise stable and 

consistent relationships and how these can be lost in the transition to adult services.  

For some young people, seeking help was described as an exciting time, as marked the 

beginning of the end to the loneliness of self-management and the prospect of an improved 

quality of life. Some young people in this study were influenced by media depictions and 

expected stereotypical scenes of couches and psychotherapists (Goodwin et al., 2016). Others 

expected treatment to be similar to physical services, expecting an assessment, a diagnosis and 

a fix which caused disappointment and confusion when this did not happen. When young 

people searched for mental health support, they expected to be helped, however, many in this 

study were not, and findings suggest that most young people experience multiple attempts at 

help-seeking before accessing appropriate support.  

6.3.4. Accessing help  

In the context of the Northwest of Ireland, in which this study is based, young people can access 

formal services through a GP referral in the public healthcare system, directly through 

community-based counselling services or via private practice. Other services that provided 

mental health support to young people were semi-formal services, such as youth services and 

school pastoral care, who provided easily accessed listening ear support. This study found that 

young people and their families accessed support firstly through the public system or 

community-based counselling services, as these services have no financial cost, only going 

private when their needs were not met. Findings also show that families can engage private 

counselling support if they want to avoid becoming involved in government systems. Access 

to services in Ireland has been previously identified as a core issue within formal youth mental 

healthcare due to underfunding and long waiting lists (Barnardos, 2017). This study found that 

beyond funding issues, processes connected to assessment and diagnosis could be a barrier to 

access. 

Young people predominantly access public mental health services within Ireland through a GP 

referral (HSE, 2021). Similar to other studies (Biddle et al., 2006, Burns & Rapee, 2006, Jorm 

et al., 2007, Charman et al., 2010; Mariu et al., 2011) this study found that young people do 

not regard GPs as equipped to support their mental health concerns. GPs were described as 

attempting to manage the mental health of young people with medication alone, as waiting lists 

were too long. Some young people, wanting a referral for a talking intervention, reported 
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receiving prescriptions for medication only, which was also found by (Quinn et al., 2009). This 

study found that GPs can make referral decisions based on their own assessment of a young 

person’s distress, which can be influenced by their personal attitudes and beliefs, affecting how 

the referral is communicated (Leavey et al., 2011). For young people under 18, referrals are 

reviewed by an intake team who often inquire with parents and school staff about the degree 

of a young person’s distress, without speaking to the young person (HSE, 2021). If the team 

deem a young person’s distress meets criteria, they will send a letter confirming an appointment 

for an initial assessment-based appointment. When over 18 years, appointments are provided 

to young people based on assessment of urgency by an intake team (HSE, 2021).  

Young people in this study reported anger and frustration at referral processes and waiting lists, 

as referral pathways were unclear and complicated and young people waited between two 

months and four years to access services. A scoping review by Anderson et al. (2017) found 

that these processes are a common problem across mental health care systems. As it is well-

recognized that young people usually wait until they are very distressed before asking for help, 

this study found that waiting, after requesting help, can be an intensely painful period in young 

people’s lives and can damage their mental health and quality of life (Michelmore et al., 2012). 

Findings also show that placement on a waiting list can be perceived as rejection, impact 

motivation or communicate that their problems are not valued. For young people without 

supportive adults, waiting lists can exacerbate feelings of hopelessness and abandonment and 

encourage a return to self-management strategies. Practitioners described in this study observed 

how substance use, increases in self-harm and suicide attempts occurred while young people 

were on waiting lists.  

This research found that youth workers and school pastoral care practitioners use their position 

and professional relationships to navigate the hierarchy of a referral process and to advocate 

for young people and their families. Findings also demonstrate that these practitioners provided 

critical and ongoing mental health care through listening ear support and positive relationships 

while young people waited on formal mental health care. These roles appear to be an integral 

yet adjacent part of the public mental health care system, ones that are not fully acknowledged 

(Kelly et al., 2009; Cooper, 2018). Youth work and pastoral care practitioners in this study 

described lacking support, training, or supervision structures and described their work in 

mental health as ‘firefighting’. Young people were described as not being able to access the 

mental health services when needed due to healthcare system inefficiencies. Practitioners also 

described the outcomes of lost time and deteriorating mental health when young people were 
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referred to the ‘wrong’ service and had to be referred on to a new waiting list to access the 

‘right’ service resulting in waiting years for help. Findings also show that when young people 

transfer to adult services at 18 years, this “hard border” (McGorry et al., 2019, p.1) means they 

can lose supportive relationships and care at a vulnerable age (Loos et al. 2018).  Many 

processes associated with the referral systems and associated waiting lists were found to be 

harmful and unhelpful to young people and this connects with broader findings around the 

inefficiency and inadequacy of single dimension, fragmented and siloed healthcare systems 

(Hickie et al., 2019; Dopp & Lantz, 2020; Westberg et al. 2020). There is a need for inclusive 

participatory processes in governance, particularly regarding increased coordination, 

integration or “joined-up thinking” (Forde, 2020, p.15). 

Some services use initial appointments to assess whether young people’s distress meets service 

inclusion or exclusion criteria. Findings demonstrate different assessment styles are utilised 

across services, with young people reporting common experiences of invasive, objectifying, 

passive, and uncomfortable approaches. This study also found that young people experienced 

confusion, after disclosing much personal information, to not having access to their assessment 

‘results’. Young people described how diagnoses were withheld, medications prescribed 

without explanation and therapies entered without understanding of their purpose. This study 

found that supportive informal styles of assessment with appropriate inquiry, rapport building 

and planning benefitted young people and increased motivation and engagement with their 

helper (Gilchrist & Sullivan, 2006; Gonzalez et al., 2005; Loureiro et al., 2013; Rickwood et 

al., 2007; Davison et al., 2017; Lynch et al., 2020). Young people in this research valued space 

for offloading during assessment, before diagnosis or treatment planning. Younger adolescents, 

due to their age, were not able to engage in assessment procedures properly and without rapport 

or knowledge of the process, questions were misunderstood, and fears of punishment resulted 

in withholding information about distress which potentially contributed to inaccurate diagnosis 

and planning (Simmons et al., 2011; Draucker et al., 2005; Jones et al., 2017). An important 

finding indicated that young people did not always agree with their diagnosis and that labels 

caused confusion and damage to self-image (Burns & Rapee, 2006; Kosyluk et al. 2020).  

Exclusion from a service can communicate to a young person that to access help they need to 

meet assessment criteria. Findings show that some young people in this research altered their 

behaviour, with self-harm or suicide attempts, when they interpreted that this is what is required 

to access help. It was also found that exclusion from a service resulted in being referred back 

to the initial referrer, usually a GP, who may try another service and placement on another 
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waiting list (Anderson et al., 2017). When distress was severe, young people interpreted 

exclusion as meaning they were too unwell and that they were unwanted due to the complexity 

of their distress. Findings show that young people can end up in a referral loop, where over 

many months they are referred from one waiting list to another and receive no treatment 

(Figure 19). When there was nowhere else to be referred to, GPs referred to an emergency 

department. Findings indicate that young people in state care are specifically impacted by the 

referral loop, and that their experiences in the mental health system were re-traumatising. A 

study from Northern Ireland has shown referrals and waiting lists to be problematic for young 

people in care (Fargas-Malet & McSherry, 2017). Repeated requests for help that were denied 

caused powerlessness, anger, grief, and hopelessness with findings showing that this could 

contribute to a suicidal pathway. Suicide attempts, which resulted in unwanted access to 

inpatient services, were found to be further stigmatizing, by adding to the complexity of the 

issues presented in mental health history status, which can follow a young person around and 

result in further exclusion from other services. These findings connect with research that has 

shown young people with severe distress need care plans developed from the outset that last 

multiple years (Reid et al., 2019). 

6.3.5. Interventions  

The most common intervention received by young people in this study was 

psychopharmaceutical and findings describe a range of experiences with this approach. 

Medication was a contentious issue, with many young people and practitioners believing it to 

be over-prescribed to compensate for long waiting lists. Cosgrave et al. (2020) and Hengartner 

(2020) have expressed concerns about the over-prescription of psychopharmacological 

medication in adolescents as this intervention has well documented limitations, risks, and 

concerns regarding efficacy of evidence. In Ireland, trends show that young people are 

increasingly being prescribed medication for mental health problems (HSE, 2018). Some 

young people described taking medication willingly and others wanted medication but were 

refused. Young people, especially those in state care, also described being coerced by 

professionals or caregivers to take medication, despite ineffectiveness and intolerable side 

effects. Young people who manage their own medication can use it inconsistently or 

inappropriately (Draucker et al., 2005), with this study finding that it was used for suicide 

attempts. Obtaining buy-in for the use of medication in mental health, can involve proposing 

disease-cure models for mental health problems. As such, young people in this study expected 

to have improved wellbeing on medication and described feeling increasingly helpless when 
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this did not occur, becoming confused about mental health and associated interventions. This 

study found that the prescribing of medication alone, without a talking intervention, can 

reinforce feelings of biological defectiveness in young people and directed attention away from 

the source of issues in young people’s lives, ones that can involve dynamics between the social, 

personal, and environmental. Findings indicate that when young people do not want 

medication, it is because it can damage their self-image, interfering with autonomy and self-

efficacy and cause undesirable mental and physical side-effects (Biddle et al., 2006; Quinn et 

al., 2009; Neilson et al., 2014). This links with research by Quinn et al (2009) who found that 

side-effects of medication interfered with students’ ability to study which could add to distress. 

Other interventions reported by young people included talking therapies, emergency mental 

health care or inpatient services. Inpatient placements were found to be extremely distressing 

and sometimes traumatic, and interventions in a hospital emergency department were described 

as inadequate and lacking in empathy. Findings show that interventions were unhelpful or 

harmful when they were not suitable to the individual or developmental needs, such as group 

therapy or play therapy during adolescence. Cognitive behavioural therapy (CBT) was a 

common intervention in this study, second to pharmaceutical interventions and had polarising 

effects. Some young people described completing homework, without understanding or 

engagement, to please their helper and not incur rejection or disapproval. The degree of 

adversity of life events in childhood can result in a forced maturity in some adolescents making 

CBT interventions appear highly suitable. The findings indicate that young people needed a 

supportive rapport established, empathy and listening prioritised, and that CBT was 

inappropriate in young people without first addressing other foundational skills needed for 

engaging in mental health interventions. The focus on activities, such as cognitive 

restructuring, to cope with distress can reinforce unhelpful ideas that young people’s distress 

can be controlled by managing their own perceptions, when young people can be overwhelmed 

from managing distressing situations and environments that, unlike adults, they are not able to 

leave. This can further understanding into why other research has reported young people as 

rating CBT poorly (Jorm et al., 2008a). In emerging adulthood however, CBT at the right time, 

could be a transformative and powerful intervention for young people that could contribute to 

their development positively. In a meta-analysis on the effectiveness of CBT in anxious 

adolescents, an age difference was reported, although without definitive conclusions (Podina 

et al., 2009). 
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Collaboration and planning in mental health care is important to all young people and can be 

therapeutic as it supports autonomy, power, and self-efficacy (Lynch, 2020). Findings from 

this study suggest that young people are rarely included in treatment planning, particularly if 

they are under 18 years of age and that some services working with young people under 18 

years of age, require helpers to speak to parents privately before or after an appointment, while 

the young person waits outside the room. This practice was described as patronising and 

disrespectful, as well as causing discomfort and previous research has demonstrated that 

inappropriate parental involvement can undermine trust and engagement in interventions 

(Draucker et al., 2005). Lack of consultation can also impact understanding of a young person’s 

needs and can result in inappropriate interventions which exacerbate distress and discourage 

future help-seeking (Loos et al., 2018). This study found that the receiving of repeated 

inappropriate treatments was related to increased suicide ideation in young people. 

Young people spoke about varying timeframes across different services but that 6 to 8 weeks, 

at 50 minutes a session, with some additional appointments if required, and between 9-5pm, 

was standard. Findings indicate that evening and weekend appointments supported helpfulness 

of interventions with morning appointments being the least beneficial time for support, 

interfering with young people’s school, employment, and much needed sleep. Findings indicate 

that set timeframes for intervention in youth are likely to be unhelpful and unsuitable and put 

pressure on young people to ‘get better’ in line with service needs (Dopp & Lantz, 2020). The 

lack of perceived ‘improvement’ can damage self-image and trigger feelings of defectiveness 

or shame. Young people observed helpers checking clocks and under pressure for appointments 

which indicated to them that their needs may not be met. Some practitioners confirmed these 

practices due to waiting lists and policy requirements. Young people in this study often used 

multiple services, to try and patchwork longer-term support, which was the intervention they 

actually required – access to a consistent and supportive adult (Loos et al., 2017; Reid et al., 

2019). However, this style of service use could be regarded by professionals as problematic or 

in need of more specialist psychiatric services. The findings show that interventions typically 

ended as and when service policy or professional assessment dictated and that a young person 

can be discharged without consultation or when practitioners take leave. 

The single most important intervention reported by all participants in this study was listening. 

It was found that young people will tolerate inappropriate treatment and uncomfortable 

settings, if there is access to a listening intervention. Listening provides young people with the 

opportunity to offload and make sense of chaotic and difficult feelings, which can boost self-
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management capabilities, provide respite, and create space for development (Wilson & Deane, 

2001; Davison et al., 2017; Persson et al., 2017).  

6.3.6. The helper  

An important finding in this research is that the role of the helper is central in young people’s 

mental health care and that this relationship is considered more important than the approach 

taken (Lynch et al., 2020). When young people attend a service for the first time an open, 

friendly, and welcoming helper can relieve much anxiety and fear. First interactions can create 

the foundation for a supportive rapport and findings support wider literature that discusses the 

importance of helper personal characteristics in engaging young people in mental health care 

(Cniro et al., 2005; Collins & Barker, 2009; Draucker, 2005; Fargas-Malet & McSherry, 2017; 

Hackett et al., 2018; Jones et al., 2017; Medlow et al., 2010; Neilson et al., 2014; Ungar et al., 

2018; Wilson & Deane, 2001). The provision of ongoing genuine care and positive attention 

can counterbalance other service factors that make young people uncomfortable.  

Previous research has discussed the importance of time and opportunity to build positive 

rapports and establish stable relationships (Davison et al., 2017; Jones et al., 2017; Persson et 

al., 2017) and this study found that service factors and time restraints interfered with trust 

building, with some young people describing how it was only as interventions were ending that 

they were beginning to trust their helper. When young people lose autonomy in mental health 

care (Purcell et al., 2011) this research found that small choices, such as where to sit and what 

to talk about, was highly valued. This supports research by Simmons et al., (2011) who found 

that power over small decisions can help compensate for exclusion from larger decisions in 

mental health care. A trusting rapport was also found to be very important for young people 

identifying as LGBTI+. Findings show that helpers who provided knowledge and problem 

solving around specific LGBTI+ concerns, and who could identify with or relate to challenges 

regarding stigma and discrimination were highly valued (Fish, 2020). These findings are 

similar to other young people who perceive certain topics as taboo within their own families. 

Helpers can provide a non-judgemental space to discuss and explore concerns related to 

identity and sexual development (Leavey et al., 2011).  

 

Confidentiality is embedded in trust and is of primary concern for young people. A recent 

literature review on the topic found that young people can engage well with helpers and share 

personal information comfortably when reliable boundaries are established (Lynch et al., 
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2020). This research found that within the professional context, confidentiality is part of a 

learning process and can involve reinforcing and negotiating boundaries until full 

understanding of the rules and duty of care are understood (Persson et al., 2017; Rickwood et 

al., 2005; Simmons et al., 2011; Wilson & Deane, 2001). This research found that helpers, 

through the modelling of trust and confidentiality, support the learning of the foundational 

skills necessary to engage in therapy. Breaching confidentiality unnecessarily, even in minor 

ways, breaks trust and findings show that this was experienced by young people, especially for 

those involved in social work. Without confidentiality there is no helping relationship (Lynch 

et al., 2020), and this research finds that young people’s needs for confidentiality do not appear 

prioritized in the same way an adults would be.  

This study found that informal approaches and professional boundaries are compatible 

practices and that young people in general need more informal styles of contact in their support 

as this is the type of social dynamic that they are most comfortable with. Young people 

described how the appropriate use of humour helped release tension and counter stigma 

(Corrigan et al., 2015). It was found that young people in emerging adulthood tend to have 

more understanding of the purpose and structure of formal support than adolescents who can 

be intimidated by formal styles of interacting (Lynch et al., 2020). Findings show that young 

people who experienced state care, homelessness, fostering, or asylum seeking, were unlikely 

to engage with helpers unless they could provide this style of relationship (Ungar, 2018). It 

was also found that young people in these circumstances prioritised a consistent and secure 

relationship with a helper appearing genuinely committed, allied and supportive (De Anstiss et 

al., 2009; Collins & Barker, 2014; Fargas-Malet & McSherry, 2017). However, findings also 

show that helpers who provided this type of support were often described as breaking the rules, 

which was also found by Hackett et al. (2018). Rule breaking included providing extra 

appointments, support outside of the 9 – 5pm workday, visiting whilst in inpatient services or 

supporting with attendance to other services and transport to appointments. This research also 

found that young people needed many helpers for support with other factors that affect mental 

health and valued those who can provide knowledge and guidance with the challenges of 

relationships, education, employment, and accommodation (McGorry et al., 2011). If a helper 

reaches their professional capacity to support a young person with a specific issue, findings 

show that young people do not want to be referred on but continued to be supported and 

connected with specialised support. 
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This research found that young people experienced stigmatization, shaming, judgement and 

blame from helpers. Helpers were not always properly trained to work with young people and 

sometimes communicated poorly, offering limited approaches, appearing disinterested or as 

though they did not enjoy their role (Lindsey & Kalafat, 1998; Wilson & Deane, 

2001; Draucker, 2005; De Anstiss & Ziaian, 2010). Findings show that some helpers brought 

their personal religious beliefs into the counselling space. Some helpers treated adolescents as 

hyper-emotional and minimized their experiences to biological development. Public healthcare 

was not considered to prioritize relationships nor ongoing support, but focus on diagnosis, 

medication and discharging, communicating a very distinct right and wrong, formulaic, 

problem-cure approach. Pearson & Hyde (2021) reported how young people can be assigned 

helpers who they feel uncomfortable with due to gender or age and this research found similar 

findings. It was also found that professionals can displace blame onto a young person’s 

commitment, for a perceived lack of engagement, when the issue can lie in an unsupportive or 

incompatible rapport. Having a choice of helper or intervention was described as a feature of 

private healthcare and this research found that some young people in emerging adulthood 

valued paying for private therapy, to ensure they had access to an appropriate helper and 

intervention.  

6.3.7. The service environment  

Formal 

The design and presentation of service spaces can communicate the power relations between 

the staff and service users and was found to be an important factor that impacted young people’s 

experiences in mental health care (McSween, 2002). Findings from this research suggest that 

stigma is embedded within the design and provision of mental health services within Ireland 

with common descriptions of formal meeting spaces in buildings located in quiet parts of town, 

with administration staff that speak softly and quietly and being directed around controlled and 

segregated spaces, such as waiting rooms. Helpers dress in formal attire and assist young 

people to a small room with an expectation of disclosing personal problems, with paperwork 

in hand and tissues on the table. While privacy is important to young people, this study found 

that some features of formal mental health services can further reinforce stigma, that mental 

health is embarrassing or should be concealed. Formal services are uncomfortable for this 

reason and findings indicate that individuals who create policy can unknowingly instil their 

own stigma or maintain legacy stigma in the overall design (McSween, 2002). 
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School 

School environments were described as an ideal location by practitioners for identifying mental 

health problems in young people, due to daily attendance and the opportunity to develop pre-

existing relationships (Bramesfield et al., 2006; Quinn et al., 2009). However, findings show 

that young people do not always rate school staff as helpful (Leavey et al., 2011; Williams, 

2012) or schools as helpful spaces to provide mental health care, beyond one off interventions. 

This supports research from Ireland on the role of school counselling (Doyle, et al., 2017). 

Issues were found to relate to having to take time out of class, privacy, and the fact that school 

is involuntary and a part of life that can contribute to mental health problems. Young people in 

this study experienced bullying, exclusion and unhelpful teachers and guidance counsellors 

who stereotyped and stigmatised them in school (Lindsey & Kalafat, 1998; Leavey et al., 2011; 

Loureiro et al., 2013). Limitations aside, this study found that schools provide opportunities 

for young people to develop supportive rapports and can provide respite from a difficult 

homelife. Young people experienced intense emotions during the school day such as anxiety 

attacks, and some teachers offered support and signposted to further help. Findings also 

demonstrated that young people can benefit from simple mental health resources such as self-

management spaces, when having a difficult time, without needing an intervention provided 

by a teacher. Many countries include counsellors and youth workers within schools for these 

specific issues (Bernes et al., 2005; Höylä, 2012; Cooper, 2018) however, this is not the case 

in Ireland. Guidance counselling within pastoral care support teams is not provided in all 

schools and is a missed opportunity (Leahy et al., 2017). For schools with pastoral care teams, 

this study also found problems with dual relationships (Fox & Butler, 2007).  

Youth work 

Youth spaces are under-resourced in Ireland with community youth work settings being one of 

few spaces in which young people are welcome and supported in engagement (Forde et al. 

2017). Young people in this research described youth work settings as ideal environments 

because these were voluntary and welcoming places that offered recreational activities and 

mechanisms for community building (Höylä, 2012; Forkby & Kiilakoski, 2014). Youth centres 

were described by young people as having less structural barriers to overcome. Help-seeking 

was easier in drop-in centres which were described as welcoming and unstructured spaces 

outside of home and school, in which young people have opportunities to develop supportive 

relationships, receive support, guidance, respite, socialization, or recreation (Höylä, 2012). 

Findings also demonstrate that youth workers are trusted adults who can sign-post, support and 
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maintain young people in formal services (Rickwood et al., 2005). Youth work services were 

described by youth workers as not well funded and lacking important resources to provide 

mental health support to young people. Young people in general can be problematised by their 

communities (Forde et al. 2017) and so it is logical that settings in which young people 

congregate can also become misrepresents. Participants described how youth work settings can 

suffer from stigma and stereotypes of working with people with social disadvantage, low 

achievement, excluded or ‘dangerous’ youth (Harland et al., 2005; Jeffs, 2020). Aside from 

these drawbacks, young people valued meeting other young people with similar experiences 

who they could relate to, which could reduce loneliness and provide peer support and bolster 

wellbeing. This was found to be particularly important for young people experiencing 

homelessness (Collins & Barker, 2014; Cooper, 2018), state care and asylum seeking (Ellis et 

al., 2010). Some young people in this study, especially in severe distress, often preferred 

meeting youth workers in parks and other public locations. Young people who have 

experienced great instability in their relationships, their environments and their geography can 

find an anchor point in a youth service, where they can develop longer lasting relationships, 

and build community networks, with access to a range of staff who can support this (Kelly, 

2009; Höylä, 2012; Forkby & Kiilakoski, 2014).  

Overview 

Young people can distinguish between private spaces and stigmatised spaces and described the 

increased comfort and reduced mental health stigma found in multi-functional spaces and from 

informal approaches. The lack of privacy in busy school thoroughfares or youth centres was 

found to be unhelpful (Fox & Butler, 2005) but the use of public or multifunctional spaces 

communicates openness and acceptability, which could counterbalance feelings of stigma. 

McGorry et al. (2019) discussed the need for youth mental health care to be provided in a non-

stigmatised and integrated way. 

6.3.8. Impact of help-seeking 

The overall aim of seeking help to a professional service is to solve problems and increase 

well-being and this research found that this is the primary rhetoric underpinning the promotion 

and awareness of help-seeking and associated services (HSE, 2021). Findings from this 

research indicated that this assumption, based on experiences of service users, is problematic 

as the assumed outcome was a minority experience.  
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Positive outcomes 

Positive outcomes were associated with ‘feeling helped’ which is the personal experience of 

relief from distress, through expression, validation, respect, choice, and connection (Neilson et 

al., 2014; Davison et al., 2017). Findings also show that the helping relationship can create 

psychological space, increasing energy and ability to self-manage between support sessions. 

Young people described how knowing support and genuine care would be available when 

needed was found to be a powerful boost to feelings of self-worth and value (Davison et al., 

2017; Hackett et al., 2018).  

The modelling of a positive and trusting rapport supports learning and development as young 

people described personal growth, increased self-awareness, improved self-management 

strategies, increased stability and quality of life which led in some cases to the repairing of 

relationships and trust in personal networks. Young people in this research described how they 

came to view help-seeking as a tool for future distress and earlier intervention, increasing 

feelings of personal power, self-efficacy, and security, which promoted optimism and hope. 

These positive experiences of acceptance could counter personal and social stigmas and taboos, 

promoting openness with friends, family and in public forums, such as social media. Positive 

outcomes reported by young people included finding less stigmatized meaning, shedding 

unhelpful labels, and reframing feelings of defectiveness into a more positive understanding of 

self and wellbeing (Masuda & Boone, 2011; Prior, 2012; Eisenberg et al., 2012; Bilican, 2013; 

Del Mauro & Williams, 2012). This research demonstrates that positive experiences can be 

formative and profound, with young people describing themselves as lucky or fated compared 

to the negative experiences they had heard from others. 

Negative outcomes 

It is generally regarded in wider research that previous negative experiences can create a 

negatively impact future help-seeking (Rickwood et al., 2005). This research found when a 

helping relationship was unhelpful, the outcome was further distress, alienation and intensified 

feelings of worthlessness. Findings from this research show that when helpers do not engage 

with compassion or empathy, young people feel that their distress is not valued. Other research 

has demonstrated young people can experience poor quality support (Gilchrist & Sullivan, 

2006; De Anstiss & Ziaian, 2006; Charman et al., 2010). Beyond unsupportive, some helpers 

caused emotional injury, as findings show young people experienced helpers who stigmatized 

and personalized their problems, attributing distress to a lack of effort or deliberate 
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misbehaviour. Shaming, judging, and blaming behaviours were found to cause young people 

to internalize their distress deeper and increase negative labelling, reinforcing beliefs about 

extreme self-reliance, substance-use, which lead to withdrawing trust in others, in services and 

in future help-seeking. This was found particularly relevant to young people who used self-

harm to manage their distress (Neilson et al., 2014). Hackett et al., (2018) described findings 

where young people experienced trauma as a result of clinical procedures in inpatient facilities 

and this research also found that clinical settings in general could also cause young people to 

feel objectified, dehumanized or scrutinized and some described feeling violated by how their 

information was recorded and shared.  

This research found that for young people who had childhood experiences of neglect, abuse, 

abandonment, and rejection from adults in their families, negative responses from mental 

health professionals could contribute to suicidality and this connects with Damian et al., (2018) 

and Crosby et al., (2018) on the importance of trauma informed care. Negative help-seeking 

experiences can confirm a young person’s suspicions that there was something fundamentally 

wrong with them, some biological failure, of which there is no remedy. It is important to note 

that findings suggest that any practice that can reaffirm feelings of defectiveness or 

helplessness can contribute to hopelessness, and hopelessness is the door to a suicidal pathway 

- “If life is to be sustained, hope must remain, even where confidence is wounded, trust 

impaired” (Erikson, 1964, p.115).  

Overview 

Some young people expressed deep regret and embarrassment at having asked for help and the 

negative responses received only served to reinforce harmful experiences from childhood. 

Importantly, this research found that young people can leave a help-seeking experience without 

having accessed help, feeling rejected and having gained more distress. Some of these findings 

can help explain why other research has found that young people do not always seek help for 

their mental health problems (Purcell et al., 2011; MacKenzie et al., 2014). 

6.3.9. Summary 

Examining the experiences of young people who actually sought help is crucial for 

understanding why or in what way they can be supported or encouraged to seek help. Youth 

help-seeking happens through a relationship and requires adult skills and resources but does 

not always provide the results that young people hope for, instead causing further distress or 

harm. The impact of help-seeking can be long lasting and when unhelpful can contribute to 
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suicidality. The role of the helper is paramount and a positive and supportive rapport with 

listening interventions could help counter any wider service issues. When young people were 

offered appropriate developmentally and cognitively appropriate support, they considered 

help-seeking beneficial and learned the foundational skills needed to engage with therapy. 

 

6.4. Theory building 

6.4.1. Introduction 

This section discusses the two help-seeking models that contributed to the theoretical 

framework of this research. These models by Cornally & McCarthy (2011) and Chan, (2013) 

are re-examined and critiqued for their relevance and usefulness (Charmaz, 2014) in relation 

to the research findings regarding the behaviours, patterns, and pathways that young people 

reported within this study. Further, a discussion on how this research contributes to help-

seeking theory and a new conceptual model of youth help-seeking behaviour for a mental 

health problem is proposed.   

6.4.2. Help-seeking models 

This study was informed by two help-seeking models, Cornally and McCarthy (2011), 

healthcare help-seeking model, and Chan (2013), an interpersonal help-seeking model. Both 

models were chosen for their differing and complimentary perspectives on help-seeking and 

are discussed regarding findings about the formal help-seeking skills that are needed to access 

healthcare (Figure 28). 

Healthcare help-seeking 

Cornally and Mc Carthy (2011) described three important stages in help-seeking, problem 

recognition and definition, planned behaviour, and selecting a source of help. This study found 

that the processes and stages described in this model were evident in young people’s help-

seeking pathways. With regard to problem recognition and definition, young people due to 

their family circumstance, education, development, and culture, were not always able to 

recognise or define a mental health problem and this proved an important first challenge when 

attempting to seek help. Planned behaviour, proved to be a more complicated concept with 

findings showing that young people under 18 years can be brought through these stages of help-

seeking by others, in both involuntarily and voluntarily ways. When older adolescents or those 



274 

in emerging adulthood exercised planned behaviour, their skill set and ability to make an 

informed decision was expectedly more limited than an older adult’s capacity. Connected with 

this, findings show that young people under 18 years rarely selected their source of help but 

relied on others such as GPs or caregivers to locate and refer to services. Healthcare settings 

are fragmented adult spaces that require permission, consent and formal skill sets to access 

which make them difficult to navigate (Westberg et al. 2020). In instances where young people 

were dissatisfied, planned behaviour could be seen in how they disengaged with a service, 

found another service, or instructed caregivers to do so on their behalf.  

When positioning young people’s experiences within this healthcare help-seeking model, 

contrast was observed between the natural style of help-seeking that young people engage in 

and the behaviours that services require for access. Table 8 was developed from the findings 

to summarise the key differences between help-seeking behaviours and service features.  

Table 8: Comparison of help-seeking and service features in mental health care 

 

Findings indicate that young people’s formal help-seeking pathways are shaped by service 

access policy (Aday & Andersen, 1974). This might be an explanation for why young people’s 

pathways as found in this study reflect those proposed by Cornally & McCarthy’s (2011). This 

model is important and helpful in providing a concise conceptual analysis regarding the 

required pathways young people need to take to access the dominant systems.  



275 

Importantly, Cornally & McCarthy (2011) acknowledge empirical referents, which includes 

the use of formal and informal sources of help, which this research found as central in youth 

help-seeking behaviours. Cornally & McCarthy (2011) also acknowledge consequences, 

regarding wellbeing and personal satisfaction as important in healthcare help-seeking 

outcomes, which was a prominent finding in this research. Consequences such as ‘no change’ 

in health status, invalidation of symptoms, stigmatisation, dissatisfaction, resentment, or anger, 

are legitimate outcomes of help-seeking (Cornally & McCarthy, 2011), which this current 

research emphatically confirms and deepens insight into the consequences of unresolved 

problems in mental health help-seeking, specifically that there can be a change in health status 

- mental health can be worsened - and young people can be re-traumatized by services, which 

can contribute to suicidal pathways. 

Interpersonal help-seeking 

Chan (2013) described a multi-disciplinary and multi-level approach to provide in-depth 

understanding for instrumental or goal-directed help-seeking. Chan’s (2013) model examines 

the motivations for help-seeking as reasoned and resulting from an individual assessment of 

the perceived costs and benefits in both private and public spheres, with a focus on the role 

expectancy in moderating decisions. This research found that mental health help-seeking in 

young people can be viewed through the lens of goal-instrumental help-seeking, where the goal 

of well-being is the motivation to learn skills (Chan, 2013). Findings indicate that in earlier 

adolescence, young people tend to seek help only to acquire the minimum amount of 

information or skills that they need to lower distress and continue self-management. In later 

adolescence and emerging adulthood, the opportunity for independent living motivates young 

people to seek help to learn new skills to manage well-being more effectively. This research 

also found that young people assess potential helpers for their ability to help before deciding 

to seek help.  

Chan (2013) discussed how an individual negotiates cost and benefit in terms of impact in the 

private and public spheres, as well as indebtedness and dependency. This research found that 

practicing autonomy and learning self-management are important developmental tasks to 

young people and help-seeking can be avoided if it caused feelings of dependency, stigma or 

self-esteem damage. Findings also demonstrate that the actual emotional costs from help-

seeking such as embarrassment, inappropriate treatment, and triggered painful feelings were 

not often anticipated. While help-seeking begins with a perceived cost and benefit assessment, 
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experienced help-seekers update their help-seeking schemas to include actual experiences of 

costs, to increase accuracy of expectation for future help-seeking decision-making. Chan 

(2013) argued that expectancy alone is not a direct predictor effect in whether help-seeking will 

occur but that it is a moderator. Findings from this research repeatedly reported that young 

people who had unhelpful or harmful experiences, often did help-seek again, but in altered 

ways to avoid some of the expected costs based on experiences. Figure 30 was developed using 

a case study of a participant in emerging adulthood who explored three options of help before 

locating appropriate support. This process tested the role of expectancy as a moderator to 

behaviour and found that each episode provided information about how to adapt expectations 

to increase chances of successful help-seeking for the next episode. These findings also support 

the role of perceived behavioural control as this participant demonstrated in their narrative a 

high perception that they or their family would be able to locate help successfully (Chan, 2013). 

These findings expand upon Chan (2013) theory of the role of expectancy in interpersonal help-

seeking. 

Figure 30: Analysis of participants help-seeking pathway through four consecutive episodes 

for role of expectancy 
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This research also found instances of narratives which communicated how young people 

manage indebtedness, through providing reciprocal support from a friend. Narratives of 

dependency were prominent in discussions around medication, and this was found to damage 

self-image. Some young people, particularly young men, in this study whose narrative 

contained topics of the need for public success or status, did delay help-seeking longer, in line 

with Chan’s (2013) model. 

Chan (2013) brings the algorithmic focus of the Theory of Planned Behaviour (Ajzen & 

Fishbein, 1980) to the examination of the role of an individual’s salient beliefs, their attitude 

to the behaviour, the subjective norm, and the perceived behavioural control. This study found 

descriptions of how cultural factors directly impacted how families and subsequently young 

people formed attitudes, beliefs, conceptualisations, and help-seeking schemas, which 

influenced how they negotiated the perceived benefits and costs in the help-seeking process. If 

a young person believes they can conceal a mental health problem, continue with the task of 

self-management, and protect self-esteem, findings show they will delay or not seek help. If a 

young person experiences intense distress, and is not meeting the task of self-management, 

self-esteem can be negatively affected; they may seek help to continue protecting their value 
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of learning the task of self-management. Narratives revealed that young people experience high 

levels of societal stigma and self-stigma around mental health and that this contributed to 

feeling devalued and the subsequent avoidance of help-seeking to protect public image. 

Findings also indicate that when treatment interventions are not successful, some young people 

can internalise feelings of failure regarding the experience and avoid help-seeking to protect 

further damage to self-esteem. Alternatively, some findings show that others perceived they 

had failed in the task of locating help to assist with self-management strategies and begin 

another help-seeking episode to protect their value of increasing self-management. This 

research contributes to increased understanding of this theoretical model by demonstrating how 

actual help-seeking experiences can be explained. 

6.4.3. Strengths of Models’ Applications 

This research found that both models provide important insight into young people’s help-

seeking behaviours and that when explored together provide greater explanatory power. Chan’s 

(2013) in-depth descriptions of cognitive antecedents to help-seeking can be located easily 

within Cornally & McCarthy's (2011) concise conceptual model and demonstrates on a 

theoretical level of the complex processes involved in a decision to seek help. Figure 5 was 

developed to provide an initial theoretical framework for this research and the findings confirm 

that many aspects of these models to be relevant in youth help-seeking. Examining findings 

through the Cornally & McCarthy’s model (2011) highlights the macro; the expected pathways, 

processes, skills, and consequences that a young person seeking help has to engage with, to 

access healthcare. Findings examined through Chan’s (2013) model focuses attention on the 

micro, the cognitive processes involved in whether young people enter or exit a help-seeking 

pathway, with emphasis on the role of learning and task accomplishment. Figure 5 illustrates 

how young people continuously weigh up the cost and benefits of help-seeking and at each 

point in the process they have three options: 1) proceed with or exit the help-seeking process; 

2) withdraw and return to self-management or 3) identify a new help source and begin a new 

episode of help-seeking.  

 

 

 

 



279 

Figure 5: Cornally & McCarthy (2011) and Chan (2013) - Combined models   
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This combined model (Figure 5) provides a framework that supports further understanding of 

youth help-seeking through services, which can shape service use and facilitate engagement in 

healthcare or encourage withdrawal from a help-seeking episode when they do not meet young 

people’s needs and this links with wider research (Purcell et al., 2011). 

6.4.4. Limitations of models’ applications 

Both models, Cornally & McCarthy (2011) and Chan (2013) have some important limitations 

in explaining young people’s pathways, with some critical incompatibilities when viewed 

within this research’s findings. The first important limitation regarding these models related to 

their theoretical underpinnings of Theory of Planned Behaviour (Ajzen and Fishbein, 1980). 

Planned behaviour includes “one’s attitude toward the specific behaviour, the subjective norm 

about the behaviour, and one’s perceived behavioural control” (Chan, 2013, p. 4). The findings 

of this research consistently showed that young people are dependent on others’ skills to locate 

help and for services to provide information and access. Young people described being 

voluntarily and involuntarily engaged in help-seeking pathways, without a clear understanding 

of the processes, expectations or options meaning they did not make informed decisions or 

were afforded opportunities to plan sufficiently.  

Findings also show that young people’s cognitive resources are often overloaded with 

managing intense personal and stigmatized emotional distress which permeates identity, self-

esteem, and the self. With regard to these findings, expecting or asking a young person to 

coordinate their own healthcare independently within siloed systems under 25 years of age is 

unreasonable and unrealistic. This study found that many young people, including those over 

18 years, were reliant on caregiver resources for attending healthcare. Outcomes for accessing 

help and staying engaged with treatment were largely dependent on the child-caregiver rapport 

and caregiver commitment (Moen et al. 2019). For those involuntarily engaged in mental health 

care, findings show that attendance can be mandated, engagement can be falsified, and 

withdrawal can be internal. Help-seeking models focusing on planned behaviour alone are 

limited and insufficient for understanding how the majority of young people seek help. The 

concept of Planned Behaviour is much more complicated in young people and this model can 

apply to adults or at very least, or to a minor subset of young people. As young people’s actions 

cannot be separated from their immediate systems which provide the necessary resources to 

engage in such behaviour, help-seeking models that are not exclusively designed for youth 
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could be inadequate and these findings support Breslin et al. (2021) who propose adaptation, 

revision, or new thinking to youth help-seeking.  

This research found incompatibility when viewing models within young people’s actual 

experiences of help-seeking. Young people described multiple help-seeking episodes and 

outcomes, with gaps between episodes or parallel episodes - young people seek help while on 

waiting lists, and they can seek help to multiple people and places at the same time, until they 

find suitable help. This connects with Ungar (2018), who found that young people when help-

seeking move between self-management and sources of help as needed and sometimes 

simultaneously.  

Adults and young people have different developmental tasks, and help-seeking can interfere 

with fledgling autonomy. This research found that avoiding help-seeking can be an attempt to 

protect development and mental health support needs were more in line with the ebb and flow 

of young people’s lives, their learning, their relationships, and their environment. Support 

frequency varied from longer periods to short bursts or one-off sessions, in line with challenges 

they encountered with development and the perspective changes that occur as adolescence 

begins and ends. These patterns of behaviour were not linear or time-bound and were mostly 

incompatible with expected formal help-seeking skills and models based on adult behaviour. 

These patterns indicate other processes at work that need attention when interpreting young 

people’s help-seeking behaviour and the need to pay further attention to young people’s 

learning and development.  

 

6.5. Help-seeking and developmental theories 

6.5.1. Introduction 

Young people, as a demographic, are defined by their developmental status (Best & Ban, 2021) 

and so it is critical to examine how the findings of this research link to what is known about 

young people’s learning and development in general. It is also important to consider how help-

seeking affects development and how development affects help-seeking, with a specific 

exploration on how young people learn to problem-solve help-seek (Piaget, 1970; Vygotsky, 

1978).  
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6.5.2. Learning theories  

In understanding the role of learning and mental health help-seeking behaviour, it is helpful to 

revisit young people’s observational learning and how they can imitate behaviours, attitudes 

and emotional reactions that are modelled by others (Bandura & Walter, 1977). Based on 

theories of learning through conditioning (Guthrie, 1942), Bandura (1977) emphasised the role 

of the environment and the social factors mediating learning. When learning about mental 

health, this research found that modelling becomes important in the absence of active teaching 

and learning of skills, especially when there is stigma. When family members modelled mental 

health management and help-seeking, findings show that young people had more favourable 

experiences using a formal service. Young people learned formal help-seeking skills through 

observations of how caregivers contacted and liaised with services and what resources were 

needed to achieve mental health outcomes. In environments where mental health conversations 

were taboo, seeking help was considered as behaving in opposition to what was modelled, and 

this tension caused ambivalence between wanting to seek help and not wanting to go outside 

social norms which could cause further emotional distress.  

Piaget (1970) theorised that children think differently to adults, and created a sequential model 

of cognitive development, with the final stage beginning approximately around adolescence. 

This stage, formal operations, marks a profound shift in an individual’s cognitive development 

specifically regarding abilities for abstract thought and deductive reasoning (Piaget, 1970). 

Young people in this study described the beginning of adolescence as a time when they noticed 

that their understanding of their feelings and ability to conceptualise problems was changing 

to include the wider context of their life. Findings also showed that with this increased 

understanding was an awareness of the absence of knowledge and skills for managing distress 

and a desire for learning. However, the presence of stigma around mental health could infer 

the need for an alternative approach rather than using traditional learning and problem-solving 

strategies.  

Piaget (1952) theorised the concept of schemas, used to describe how children organise 

knowledge and experiences, through processes of assimilation and accommodation, into 

manageable categories of information (Berger, 2011). This study found that young people can 

have schemas for help-seeking for general problem-solving and can use related skills for mental 

health concerns, such as asking a teacher for help. Figure 31 was developed from findings to 

illustrate succinctly schema development for mental health help-seeking. A common finding 
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was that the observation of stigma and taboo regarding mental health could prevent 

assimilation – the modification of new information to fit into a schema – of mental health 

problem-solving into a schema for help-seeking for general problem-solving. Instead, young 

people can perceive the need to create a new separate schema managing mental health. 

Figure 31: Schema assimilation and accommodation in mental health help-seeking 

 

Developing a new schema, managing mental health, was challenging, and findings show that 

young people sought to find ways of coping that could exclude help-seeking and avoid stigma. 

This resulted in prioritising self-management strategies that could support concealment of 

distress. Eventually, due to severe or ongoing problems, young people had to help-seek or their 

distress was noticed by others, and so help-seeking, even informally, as a concept was 

accommodated - where existing ideas have to be altered to accept new information - through 

the creation of new and less stigmatised meaning. Some young people sought help while 

enduring stigma, risking self-esteem and public image, which this research found to be 

particularly difficult to do, emphasising the damaging impact when a service could not provide 

support or responded with further stigma. Inadequate service provision was found to further 

revise schemas to accommodate ideas such as, ‘nobody will help me’, which could contribute 

to the development of suicidal pathways. It is important to note that while findings in this 
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research support the role of schemas in mental health pathways, they did not appear to be 

deterministic or linear in outcome but were dynamic and responsive, with opportunities for 

amendment in positive and negative paths. Young people without developed schemas sought 

help and sometimes schemas were developed through positive experiences of help-seeking. 

Vygostky (1978) theorised that a child’s learning and development was deeply impacted by 

the individual history of the child and the history of humankind (Bodrova & Leong. 2006). 

Findings in this research demonstrated the importance of young people’s individual life 

experiences within their cultural and historical context and how this impacts the learning of 

help-seeking skills. Vygostky’s (1978) most famously proposed concept of the Zone of 

Proximal Development (ZPD), which describes three zones in learning: the central, what a 

learner can do independently, an external zone of what they cannot do, and a layer in between 

where they can learn from a more knowledgeable other. The concept of scaffolding was 

developed by Wood, Bruner & Ross (1976) and describes how pressure points in learning are 

supported dialectically and iteratively, until mastery, with support lessening as ability 

increases. It is through interaction and making sense of challenges that the learner develops 

abilities in independent problem solving.  

Older and independent adults over time have increased opportunity to learn and master formal 

help-seeking skills. Findings from this research demonstrates that a more knowledgeable other, 

usually an adult or a peer, is very important when learning formal help-seeking skills, for 

accessing services. This research found that informal help-seeking is the important pre-cursor 

to service use meaning knowledgeable others will support or scaffold young people to access 

services, transferring skills through practical demonstrations. Figure 32 was developed to 

illustrate the ZPD within the context of help-seeking. 

Figure 32: Adapted Zone of Proximal Development for formal help-seeking skills 
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Young people in this study described patterns of observing a potential helper and going to 

supportive adults with mental health problems, who often provided support or facilitated them 

on to formal services. This mirrors how children learn in general and further discussion is 

warranted on what is known about learning and help-seeking behaviours in other contexts. 

6.5.3. Learning theory within help-seeking models 

Help-seeking is a broad term, one that is used widely in healthcare research and to describe an 

instrumental behaviour in learning contexts (Nelson-Le Gall, 1985). Research has also 

identified its important role in how children learn abstract problem-solving in mathematics 

(Mathews & Mitrović, 2008). It is necessary to understand the difference between help-seeking 

as a pre-curser to learning, and the previously discussed formal mental health help-seeking 

skills (Figure 4). In healthcare, help-seeking can be assumed to be linear and episodic as 

described in Cornally & McCarthy (2013), whilst in academia, help-seeking is understood as 

an iterative and dialectical process, where children can easily access a helper as needed and are 

supported to solve the problem, sometimes over many episodes (Martín-Arbós et al., 2021). 

Table 9 was developed to provide information on how young people’s mental health help-

seeking behaviours, as identified in this research, are more aligned with academic help-seeking 

models, rather than healthcare help-seeking models (Martín-Arbós, Castarlenas, & Dueñas, 

2021). 

Table 9: Mental health and academic help-seeking characteristics comparison 

 

Young people’s approach to mental health problems follows help-seeking patterns and 

pathways are similar to problem-solving in other areas of learning. This can explain why young 

people’s preference for self-management and patterns of service use, as and when needed, to 
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solve just enough of their problem to resume coping, are connected to intrinsic and practiced 

learning patterns and problem-solving approaches. As such, young people’s help-seeking 

behaviours can be viewed as developmentally appropriate learning behaviours, and that mental 

health well-being and a formal help-seeking skill-set are the end goal which presents a 

conundrum; individual needs both to access mental health systems but generally only acquire 

them through experience. This analysis points to the possibility that research examining help-

seeking behaviours to date does not distinguish between help-seeking as a precursor to 

learning and a formal help-seeking skill-set, which can result in conflation of two distinct 

concepts. It is possible that instrumental styles of problem-solving for distress (Chan, 2013), 

when compared against formal help-seeking skill-sets, can appear as erratic, lacking focus, 

reluctant or avoidant, and result in young people’s help-seeking behaviours to mental health 

care being misrepresented. When viewed using academic models of help-seeking, young 

people’s natural styles can be regarded as self-regulating, agentic, analytical for cost-benefit 

and decisive (Martín-Arbós et al., 2021). Findings in this research demonstrate that reluctance 

to seek help, or disengagement from a service, can result from an assessment that the service 

or helper could not meet their individual needs, and so moved on to the next source of help to 

increase their chances of having their distress supported. Young people from this perspective 

appear as highly resourceful, open and resilient help-seekers, engaged in broader 

developmental tasks.  

When evaluating mental health help-seeking behaviours within healthcare and learning 

theories, neither approach can sufficiently address the help-seeking processes of young people 

to Western healthcare systems, which use caregiver assisted means expected in those under 18-

years of age and the independent approaches used in emerging adulthood. As services provide 

the framework for help-seeking pathways (Aday & Andersen, 1974) and this research has 

found that service frameworks are incompatible with developmental frameworks, there is a 

need for a youth specific model, to guide research appropriately and ensure service design is 

not harmful. From this perspective current access and provision of youth mental health services 

in Ireland are developmentally inappropriate and inadequate, a finding that has been echoed in 

other countries with similar systems, such as Australia (McGorry et a. 2011; 2019).  
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6.5.4. Adolescent development and emerging adulthood  

Youth is conceptualised as a time of transition, a liminal phase between childhood and 

adulthood, marked by profound changes in the neurological, cognitive, emotional, and 

existential aspects of an individual (Best & Ban, 2021). Adolescence is a developmental stage 

beginning around 10 with the onset of puberty and ending somewhere between 19 and 21 years 

of age (Best & Ban, 2021). The process of sexual maturation is an important developmental 

feature that requires support and education to navigate (Sawyer et al, 2018; Rickwood et al., 

2019) and yet findings from this research indicate that sexual development is still a taboo topic 

within Irish society resulting in young people potentially experiencing their sexual 

development as stigmatised. Young people undergo individuation processes and significant 

development in their identity during youth (Erikson, 1950; Kroger and Marica, 2011) and this 

is impacted by their parallel social and sexual development. Friendships become intensely 

important (Lubman et al., 2016; Yamasaki et al., 2016; Maiuolo et al., 2019) and romantic 

relationships of increasing interest. Young people in this research described how interpersonal 

relationships contributed to distress (Moen et al., 2019). Due to the increased socialisation 

online, a fundamental way of relating has changed and findings suggest young people can 

experience social rejection or loneliness in an indirect way, stemming from a lack of physical 

contact. Young people can withdraw from their social development when dealing with 

emotional pain and engage with online spaces, which can also contribute to identity 

development. 

As identity development can be mediated by feedback from a young person’s environment and 

their close relationships, findings show that having a mental health problem, in a society that 

stigmatizes this, can cause young people to view mental health distress as an embedded 

etiological trait. Findings showed narratives of negative self-labelling and identities of 

defectiveness as impacting self-esteem and self-efficacy regarding mental health care planning. 

Treatment that offered medication reinforced the idea of a biological vulnerability and could 

reduce attempts at problem-solving or misdirect attention from environmental or social 

stressors. Erikson (1950; 1968) regarded the primary challenge of adolescence as to resolve the 

challenges associated with identity development and this research found that in emerging 

adulthood, young people can solve the problems of identity instability and confusion by 

accommodating or accepting the negative labels and overwhelming feelings, finding 

community with others who also share similar perspectives. This research found that a young 
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person’s identity can become enmeshed with their mental health distress, especially when most 

of their life has been spent dealing with ongoing and unresolved issues throughout their youth.  

Youth is understood as a complex life stage with many transitions. The theory of emerging 

adulthood by Arnett (2000) proposes a framework to describe a normative life-stage of people 

aged 18-29 years of age which has arisen from the demands of modern life, in economically 

developed countries where there is a need for continued education to enter the labour market 

(Arnett, 2014). Findings in this research confirm the presence and impact of this life stage on 

young people, and how these wider environmental and chronological factors impacted 

intergenerational divide (Bronfenbrenner, 1995). Emerging adulthood is a phenomenon 

because of the prolonging of opportunities for love and work than earlier decades (Tanner & 

Arnett, 2011). Most young people held expectations of their caregivers of adulthood beginning 

between 18-21 years and had limited awareness of emerging adulthood as a life-stage. This 

resulted in young people personalising wider economic conditions, believing they had failed at 

becoming independent in the expected timeframe. This prolonging also facilitated hopelessness 

for life goals such as home ownership and family life as unattainable, with the implication 

being that they might fail completely in becoming an independent individual (Bramesfield, 

2006).   

Part of the unseen development in adolescence regards the profound reshaping of the pre-

frontal cortex, which is an area in the brain responsible for decision-making, planning, 

understanding of consequences and impulse control (Blakemore, 2018; Choudhury et al., 

2008). Full biological and brain development completes around 26 years of age (Murray and 

Clayton, 2013) and research suggests that there is an increased refinement of the cognitive 

structures, regarding emotional regulation and decision making, needed for adulthood. Young 

people in this study, who were over 20 years of age, could communicate experiences with more 

reflection and clarity an d articulate better than younger counterparts, being more certain about 

their needs in mental healthcare. They also demonstrated an increased need for life skills to 

support their role experimentation and practical interventions, such as CBT, which was 

described as appropriate and desirable in emerging adulthood but unhelpful or ineffective, 

specifically tasks related to cognitive restructuring, in adolescence.  

Across youth, developmental demands were described as sometimes suppressed or temporarily 

stopped by the more pressing need of mental health concerns and the associated problem-

solving challenges. Emotional pain can be experienced as intensely as physical pain (Sachs‐
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Ericsson et al., 2017) and it was often when psychological distress was relieved that 

developmental tasks could return into focus. For young people who experienced state care, 

homelessness or immigration, their attempts to create stability in their environment and 

relationships could trump even mental health needs, completely putting developmental tasks 

on hold. When stability was secured, often in emerging adulthood, the task of engaging with a 

developing self while experiencing the effects of complex trauma could be overwhelming. 

Findings show that for these reasons, young people prioritised listening over any other therapy 

(Nielson et al., 2014). Opportunities to offload created space for development, to return to the 

tasks of making friends, forming identity, and experimenting with the roles of adulthood.  

An overarching topic from findings regarded young people’s need for autonomy. Previous 

research cites the desire for “self-reliance” or “need for autonomy” as a barrier to help-seeking 

but this research found that this was part of a normative developmental drive of individuation, 

encouraged by the wider cultural ideal of achieving economic independence which marks entry 

into adulthood (Bramesfield, 2006). Practicing self-management through demonstrating 

competency and avoiding dependency became increasingly important to young people in 

preparation for adulthood and in providing self-esteem (Wilson & Deane, 2012; Arnett, 2014). 

These findings also found a distinction between a developmental need for autonomy, a 

desirable state to be achieved and autonomy as a learned behaviour, developed from managing 

distress alone. When adults proved unhelpful, a belief of self-reliance was shaped and learning 

to survive in the world alone became an important coping mechanism. Help-seeking could 

undermine this reliable coping mechanism, which could upset internal schemas and cause 

further distress. When managed well, this research found autonomy was leveraged and young 

people reframed it positively, even managing to reframe help-seeking as an autonomous skill 

set, without destabilizing their identity. This links with international research that has 

demonstrated the ability of young people to position themselves positively within mental health 

concepts (Masuda & Boone, 2011; Prior, 2012; Eisenberg et al., 2012; Bilican, 2013; Yap et 

al., 2013b, Del Mauro & Williams, 2012). 

6.5.5. Adolescence from a psychosocial perspective  

An overarching narrative across findings in this research regarded the intergenerational tension 

and associated unconscious dynamics that permeate the individual, the organisational, the 

systemic and the societal (Fotaki & Hyde, 2014). The polarising of age, the “us” versus “them” 

narratives described in this study, is reminiscent of in-group and out-group dynamics proposed 
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by Tajfel & Turner (1979) and reflects other polarisation narratives occurring currently within 

society (Fletcher & Jenkins, 2019). The youth-adult divide can be observed in practice and in 

research, where distress in youth is conceptually separated from adulthood distress, resulting 

in the labelling, and minimising of youth issues as individual, pathological, developmental or 

generational - as an enigma belonging to their group – disconnected and externalised from the 

adult group distress. This reflects the failure in understanding of youth pain as collective human 

pain, and an integrated understanding of distress as existing across the lifespan, traversing 

stages, regardless of age. These organisational, systemic, or societal divides may be a ‘social 

defence’ strategy against anxiety that can originate at the individual level (Menzies, 1960). 

Splitting is a defence mechanism that an individual can use in times of stress to cope with 

something that causes conflict or anxiety (Rosenfeld, 2003; Fotaki & Hyde, 2014). The whole 

can be split into ‘good’ and ‘bad’ objects, with the good being idealised and the bad, with their 

potential for harm, rejected, denied, or projected out onto the other (Klein, 1952). Childhood 

is a cultural construct and a state often idealised by adults (Spigel, 2001). The construct of 

adolescence can be thus blamed for the ending of the construct of childhood’s innocence, 

predominantly as a result of sexual maturation processes, which can be stigmatised. This 

splitting can be projected onto a societal level, where youth can become misrepresented and 

blamed for societal failings, which can cause young people to internalise stigma and shame. 

Adulthood, a less preferrable state to childhood, is a way out of the liminal, stigmatised, and 

chaotic adolescence. However, there are not three individuals experiencing a lifetime but one 

whole individual. Youth is a marginalisation that can be grown out of and tensions and self-

stigma from this life-stage can be carried resulting in splitting. This can be an important coping 

mechanism to manage anxieties from youth but can cause an intergenerational split within the 

individual’s psyche. Youth, as a concept and a demographic, can be projected onto, and as a 

place to pass on the pains that cannot be managed.  

Findings in this study indicate that young people can be suffering from problem overload, 

(Charles, 2019) as many problems without the development of cultural tools can take 

generations to solve. Whether observed or experienced, youth mental health problems are 

distressing – to avoid the reminders of this distress, blame and idealism can support splitting 

and create continued commitment to failing strategies on an individual, organisational, or 

societal level (Fotaki & Hyde, 2014). In a study of mental health systems, Fotaki & Hyde 

(2014) state that many of these psychodynamic processes are visible within the NHS and refer 

to a case study in a psychiatric ward to demonstrate how individual processes that keep 
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‘madness’ (patients) separated from the ‘sane’ (staff) sustained ineffective wider policy that 

was based on unrealistic ideals for deinstitutionalisation and community care that resulted in 

inpatient underfunding. Findings in the current research have shown that mental health services 

for young people are not working, and there is no indication of reform, despite other countries, 

such as Australia, beginning reform practices in 2006 (McGorry et al., 2019). Adults, as 

caregivers and professionals, are highly influential in help-seeking and lead in service policy 

design, and delivery of healthcare. It is possible that young people can experience 

marginalisation and stigmatisation in healthcare due to individual psychodynamic processes 

sustained through systemic and societal action (Fotaki & Hyde, 2014; Cosgrave et al., 2019). 

6.5.6. Summary 

This research connects findings with wider theoretical insight regarding the role of learning, 

development, and psychosocial processes. Narratives of learning were ever present throughout 

the data with regard to modelling, help-seeking as a precursor to learning and formal help-

seeking skills. Understanding help-seeking behaviour within developmental perspectives 

impacts how young people are viewed and treated. Rather than attributing help-negation to an 

informed personal choice, or a mystery to be uncovered, this perspective can remind adults in 

helping positions to provide scaffolded approaches to mental health learning and associated 

help-seeking, and to ensure young people are not signposted or referred on without guided 

support. This perspective can provide a realistic, compassionate, and supportive framework, 

that views young people as individuals in distress who need help in learning new problem-

solving skills (formal help-seeking) for personal and sensitive concerns (mental health) in the 

context of a unique life-stage (youth). These findings contribute to the advancement of help-

seeking theory within a developmental context, specifically in providing the foundation of a 

youth specific model of help-seeking. 

 

6.6. Conceptual model of youth help-seeking behaviour 

6.6.1. Introduction  

This research proposes a three-phase model of youth help-seeking for a mental health problem 

to a professional service. The purpose of help-seeking in youth is multi-level and can involve 

the need for safety, crisis intervention, positive attention, and validation. The primary goal is 

to lower distress and increase well-being enough to continue with self-management, the tasks 
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of development and daily life. This is accomplished through connection with another who can 

offer genuine care and the opportunity to learn new information that can contribute to the 

development of self-awareness or skills for self-management. Derived from the data, these 

distinct phases present the key processes and pathways in a young person’s help-seeking 

episode: Phase 1 describes informal help-seeking approaches; Phase 2 describes accessing a 

service and Phase 3 presents the factors in the helping relationship that complete a help-seeking 

episode (Figure 33). 

Figure 33: Overview of youth help-seeking for a mental health problem 

 

6.6.2. Phase I: Informal help-seeking pathway  

Professional help-seeking begins with a decision to inform or exclude relationships within a 

young person’s immediate social network. This initial phase describes the important social 

processes that occur prior to professional help-seeking. The key features of this phase include 

problem recognition, decision to disclose distress, search for a trusting or knowledgeable other 

and decisions to seek professional help or not. This research has identified four common 

pathways: 1. Active-assisted help-seeking; 2. Indirect help-seeking; 3. Directed help-seeking 

and 4. Self-directed. 

This first pathway active-assisted help-seeking describes how young people will use their 

learned problem-solving skills from childhood to seek help from another for a mental health 

problem. This begins with disclosing a problem to a trusted and knowledgeable other, typically 

a friend, family member or another adult in their community, such as a teacher or sports coach, 

who can offer support. Young people can have distress relieved through disclosure, avoiding 

professional help-seeking, or they can ask friends to assist them in telling another adult or 

caregiver, or they can ask their caregiver(s)s to coordinate professional help-seeking on their 

behalf. This process is illustrated in Figure 34. 
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Figure 34: Active-assisted pathway  

 

This second pathway indirect-assisted describes how young people change their behaviour to 

signal to a peer, caregiver(s), or other adult that they are distressed and want assistance. This 

approach is common in young people who are unsure how to articulate needs, have low trust 

in others to meet these needs or can be connected to previous experiences of having emotional 

needs rejected, dismissed, or punished. Once distress is disclosed, similar to active-assisted, 

young people can find relief and exit the help-seeking episode, or ask friends, other adults, or 

caregivers to assist in further help-seeking or coordination of professional help-seeking (Figure 

35). 

Figure 35: Indirect-assisted pathway  

 

This third pathway directed-assisted describes how a young person is approached by a 

concerned other who has noticed behaviour indicating distress but is unlike indirect-assisted, 

where the young person has actively changed their behaviour to communicate a need for 

assistance. The young person can engage with the concerned other and disclose distress, being 
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directed on pathways to outcomes similar to the first two approaches. As the young person does 

not initiate this pathway, there is also the option to not disclose distress, which can happen due 

to low trust, fear of consequences, avoidance, or previous negative experiences. This process 

is illustrated in Figure 36. 

Figure 36: Directed-assisted pathway 

 

The fourth approach, self-directed describes the way in which young people initiate their own 

professional help-seeking pathway. This approach is common when young people have some 

skills to coordinate help-seeking but require guidance or benefit from the reassurance and 

emotional support from others in their network. Going directly to a service alone is another 

self-directed approach that is used when young people need privacy or confidentiality away 

from their social networks, and is a method used when concealing help-seeking behaviour due 

to low trust, stigma, or fear of responses (Figure 37). 

Figure 37: Self-directed pathway 
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Overview 

This first phase, Informal pathways, presents the most common pathways that young people 

initiate professional help-seeking. Help-seeking occurs through relationships first, or in some 

instances at the deliberate exclusion of them, highlighting the central role of the social network 

in influencing help-seeking action. Indirect-assisted help-seeking and self-directed help-

seeking can happen after a failed episode beginning with active-assisted or directed-assisted 

pathways. This first phase also acknowledges that young people are learning about mental 

health and help-seeking using natural patterns of problem-solving, that when supportive others 

provide just enough relief from stress young people can end a help-seeking episode and return 

to self-management.  

6.6.3. Phase II: Accessing services 

The second phase of this model represents the point in the overall pathway where the help-

seeker(s) initiate contact with a service and discloses information with the hope of access. This 

phase is designed to provide an overview of the most common procedures in appointment-

based services, both nonclinical or clinical settings, and is of high relevance to public health 

care, community services and private healthcare in Western systems. Proceeding through this 

phase is directed by the service requirements and policy. 

Accessing Private health care is an uncomplicated pathway requiring a conversation with a 

practitioner about their services, and a help-seeker(s) assessment of whether this service will 

meet the young person’s needs. Boxes in green indicate where the help-seeker(s) have control 

and blue indicates where services are in control (Figure 38). 

Figure 38: Access to private healthcare 
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Young people can access community services directly or by referral but often proceed through 

processes of review, waiting lists and assessments, depending on the service and demand and 

policy (Figure 39). 

Figure 39: Access to community services 

 

Access to public mental health care requires a referral, which in most cases is through a GP 

and is illustrated in Figure 40.  

Figure 40: Access to mental health care in the public system  
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In this second phase, a help-seeking episode can be ended by the service or the help-seeker(s). 

It is also in this phase of help-seeking that young people in the public mental health care system 

can become caught in a referral loop (Figure 18).  

Figure 18: Referral loop 

 

Overview 

Procedures in this second phase can cause young people help-seeking with a supportive adult 

to be reliant on their formal skills of communicating, negotiating, and advocating. This phase 

can be very difficult for young people on their own who can have difficulty overcoming the 

barriers of access at this point.  

6.6.4. Phase III: Engaging with help 

The third phase of this help-seeking model regards the point where the help-seeker(s) have 

gained access to the service and a young person meets their helper, and plans for treatment are 

made or not made, and the intervention begins (Figure 41). The logistical, financial, or 

emotional resources and skills of an adult are required to support the young person to maintain 

motivation to engage with treatment. There can also be an increasing need for confidentiality 

and the degree of caregiver involvement depends on the comfort levels of the young person. 

Alternatively, if a caregiver(s) is not committed to this process, or the balance is not correct, 

young people can disengage from treatment and end the help-seeking episode. This phase can 

also be navigated with independent help-seeking skills usually beginning to develop in 

emerging adulthood.  
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Figure 41: Staying engaged in mental healthcare  

 

Overview 

Young people are still in a process of help-seeking until their distress is relieved enough for 

them to consider themselves ‘helped’. This phase illustrates how young people navigate the 

rapport, intervention options, the overall approach and time offered to them. An important part 

of this phase is the outcome of ‘helped’ or ‘not helped’ and the impact this has on mental health.  

6.6.5. Help-seeking modes 

Another level to this model regards findings that indicate common patterns in the way that 

help-seeking pathways are engaged. This research presents three modes of help-seeking: 1. Co-

help-seeking; 2. Coerced help-seeking and 3. Independent help-seeking. Young people can gain 

a collaborative other to seek-help professionally or can lose control to a non-collaborative 

other. The patterns of these modes, the key features and some limitations and benefits are 

presented in Table 10. 
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Table 10: Help-seeking modes in youth 

 Co-help-seeking Coerced  

Help-seeking 

Independent  

Help-seeking 

PATTERN 

ACROSS 

YOUTH 

Primarily under 18’s – 

helpful adult(s) are 

typically caregiver(s) or 

social worker. 

Primarily under 18’s – 

help-seeking initiated by 

caregiver(s) or social 

worker. 

Includes under 18’s – typically 

to a youth worker or pastoral 

care support. 

 Includes over 18’s – 

helpful adult(s) are 

typically a caregiver, 

friend or youth worker. 

Includes over 18’s – 

typically a caregiver 

accessing private 

healthcare. 

Primarily over 18’s who have 

experience of or observed help-

seeking. 

KEY 

FEATURES 

Young person and a 

supportive adult(s) 

collaboratively proceed 

with professional help-

seeking. 

Young person 

(involuntarily) and 

caregiver(s) proceed with 

professional help-seeking.  

Young person has developed 

enough formal help-seeking 

skills to proceed with help-

seeking alone.  

 Young person reliant on 

adult skill sets and 

resources. 

Young person can be 

compliant with adult 

instruction. 

Services that do not require 

parental consent. 

 Caregiver(s) consults 

young person and 

advocates needs. 

Young person 

problematised. 

Increased privacy and 

confidentiality. 

 Positive rapport, and 

good communication. 

Poor rapport and 

communication  

Increased choice. 

 A desire for external 

support  

A desire for external 

support 

A desire for external support 

BENEFITS/ 

LIMITATIONS 

Decreased negative 

feelings and reduced 

stigma 

Increased negative 

feelings, distress and 

stigma 

Young person can help seek 

help autonomously  

 Modelling and transfer of 

skills, sharing of skills.  

Unhelpful outcomes Can be difficult without support 

 Less privacy   
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All pathways are dynamic and can involve more than one mode per episode, for example, a 

help-seeking episode can begin with co-help-seeking but transition to independent help-

seeking. Young people can move between modes over different help-seeking episodes, for 

example, returning to co-help-seeking in a second episode of help-seeking when they were 

unable to locate help independently.  

When a young person assesses that co-help-seeking is unlikely or are reluctant or fearful to ask 

caregiver(s) for support, they can try to seek help independently and this is common in early 

adolescence. In these cases, help-seeking will often get them as far as a friend or a teacher - 

another knowledgeable other as they have not yet developed formal help-seeking skills or 

require consent to attend a service. It is important to note that due to the difficulty in accessing 

services in Ireland, caregivers can need supportive others when seeking the right help for a 

young person emphasising how help-seeking for mental health at any point and at any age can 

require many people, including advice from professionals such as GP, pastoral care, youth 

work or private counsellor. How patterns regarding use of these phase 1 pathways correspond 

to modes across different periods in youth and are presented in Figure 42. 

Figure 42: Transitional diagram of help-seeking approaches and modes across youth. 

 

6.6.6. Discussion 

This model was developed through an in-depth examination of data from young people’s actual 

experiences of help-seeking and informed by the theoretical frameworks of Cornally & 

McCarthy (2011) and Chan, (2013) which are derived from the Theory of Planned Behaviour 

(Ajzen and Fishbein, 1980). The first phase presents informal support as an essential and 

embedded part of youth help-seeking, a role that can be assumed, overlooked, or 

underestimated in the wider literature, and thus not understood in-depth (MacDonald, 2018). 
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This crucial first phase illustrated in Figures 34, 35, 36 & 37, demonstrate the role of 

relationships, social dynamics, personal risks, decision-making and managing stigma of 

informal help-seeking which creates the foundation for Phase 2. The second phase reflects the 

limited action that help-seeker(s) have on a help-seeking pathway and how access is shaped by 

service actions. This aspect is often neglected when considering how young people seek help. 

The third phase reinforces the importance of the need for young people to be engaged through 

rapports and interventions that meet their needs. Modes of help-seeking reflect the wider 

dynamics in a young person’s interpersonal relationships and are influenced by self-awareness, 

quality of rapports, communication, modelling of help-seeking and the availability of services. 

For example, one participant in this study described accessing a service during adolescence 

using an active-assisted approach to public health care in a mode that was coercive help-

seeking and how this did not work out. From caregiver(s) modelling of formal help-seeking 

skills, they were able to access private health care using a self-directed approach and 

independent mode in emerging adulthood successfully. Young people seek help with the 

support of friends and family unless these relationships are the source of their concerns, or they 

anticipate stigma. When under eighteen years they can still take this route, but it can have 

negative outcomes, or they can attempt to seek help privately.  

This model acknowledges the developmentally expected pattern in mental health help-seeking 

and how this is connected with intrinsic problem-solving help-seeking patterns in learning. 

This conceptual model of youth help-seeking draws on models of planned behaviour but 

importantly integrates key relational factors that help-seeking in youth is rarely an individual 

action. This model illustrates how decisions are made between caregivers, friends and other 

adults who can provide skills or resources to navigate formal services. Informal networks are 

embedded in the first phase of this model and this placement acknowledging their central role 

rather than viewing them as in competition with professionals. Young people seek help until 

either enough distress is relieved to continue with self-management or until they incur further 

stigma or negative treatment and withdraw from a help-seeking episode.  

6.6.7. Summary 

This model is a multi-level, flexible and relationally based concept which is representative of 

the prominent pathways young people and their supportive other engage with professional 

help-seeking and highlights the importance of relationships in the help-seeking pathway, how 

services shape outcomes and the importance of the helping relationship. When one approach, 
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mode or service pathway does not result in help, another iteration can be sought, or the next 

episode adapted. This is the first conceptual model that the researcher is aware of that combines 

the relational with planned action theory that acknowledges the systems and social actors most 

commonly experienced in young people’s pathways. 

 

6.7. Core needs in a service  

6.7.1. Introduction 

The primary aim of this research was to identify the key elements that support young people’s 

mental health help-seeking processes. Young people were asked to reflect on their experiences 

of help-seeking and service use - before, during and after - and what they perceived they needed 

from that service and their helper to facilitate and engage them appropriately in care, at that 

time. Young people are not a homogenous group and have varied life and healthcare 

experiences (Höylä, 2012) and so the aim of this section is not to present a reductionist list of 

facilitators but to describe common needs across the shared experience of being a young person 

and asking for help for a mental health problem in the Northwest of Ireland. The term “core 

needs” represents findings across four features of healthcare that this research found is a 

necessary base from which to provide individualised care (Table 5). 
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Table 5: Youth core needs in mental health services

 

6.7.2. Service  

Systemic policy and practices, often hidden from young people, create the soil from which 

service provision and service culture blossoms, directly influencing management, staffing and 

the general environment of the service (Dopp & Lantz, 2020). Young people have distinct 

needs due to their life stage and because of their life stage and thus need the creation of 

developmentally appropriate services, with suitable environments and specialist youth trained 

staff; all of which include and consider the essential role of families in their mental health care 

(McGorry 2019; Rickwood et al., 2019). Youth mental health services must evolve beyond 

youth friendly and become youth centred (Sawyer et al., 2018; Rickwood et al., 2019). Child 

services are to be delivered to children, and adult services to adults, as youth is a well-defined 

and understood developmental life stage (WHO, 2021); accordingly there needs to be youth 

mental health services, in the age range of approximately 12-25 years (McGorry et al., 2019; 

Westberg et al. 2020). Ending service provision at 18 years of age was found as possibly the 
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most harmful time during youth as it is a key developmental transition point to emerging 

adulthood (Arnett, 2014; McGorry et al., 2019). This transition can be re-traumatising for 

young people in state care, as they lose professionals who become proxy family members, on 

whom they depend on for ongoing connection, comfort and care, beyond 18 years of age (Stein, 

2007).  

Access is currently very difficult for young people and their families in Ireland and self-referral, 

which is a practiced in most community services, needs to be considered within the Irish public 

system. First meetings with staff are critical for young people and they need to be welcomed 

and provided with information regarding expectations, options of treatment, timescales, staff 

roles and limitations, how their information is stored, and how confidentiality is managed with 

age-appropriate examples (Lynch et al., 2020; Hackett et al., 2018; McGorry et al., 2019). 

Voluntary participation is a critical conversation in youth mental health care as there are some 

concerning grey areas found in this research regarding consent in participation and decisions 

about mental healthcare (Draucker et al., 2005). Without engaged voluntary participation, 

interventions and outcomes can be at best only partially successful and at worst harmful 

(Damien at al. 2018). Respecting and leveraging developing autonomy is a priority for young 

people (Wilson & Deane, 2012), and young people need to make informed decisions about 

their healthcare. Young people can be offered some choice regarding helper with attention to 

the gender of the helper as some young people’s distress can be connected to the gender of a 

caregiver (Pearson & Hyde, 2021). 

Young people need a timely response and reassurance on request for help. This research 

demonstrates that waiting lists are harmful to young people’s mental health and are generally 

connected to underfunding of services or a lack of service reform (Barnardos, 2017; Dopp & 

Lantz, 2020). Being young impacts how mental health is understood and how help is sought, 

booking appointments ahead of time and other formal help-seeking skills, is not often within 

developmental capacity until later in emerging adulthood. Services need to accommodate this 

developmental related style and allow for appropriate ad-hoc or crisis support, which can be 

common and expected in youth and may appear different from crisis support in adulthood 

(McGorry et al., 2019; Rickwood et al., 2019). Services can reconsider support beyond the 9-

5pm paradigm and ensure suitable and more appropriate hours for routine support for young 

people which could potentially contribute to reductions in cancellations or no-shows at mental 

health services (Sims et al., 2012).  
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Informal approaches are essential at all levels of service provision, this includes young people 

and helpers using first names and excluding the use of academic or medical titles, which serve 

no purpose other than to reinforce hierarchy. Assessments can be an experience that defines 

how a young person engages with the service and as such, the same individual that provides 

the intervention should also complete the assessment, as young people should not have to retell 

their stories to multiple staff (Hackett et al., 2018). Assessments need to be completed with 

empathy, compassion and in a paperless and informal manner, by mental healthcare 

practitioners who are trained to do this. Clipboards, administration, and notetaking are regarded 

as intimidating, distracting and unnecessary to young people. As attending formal 

appointment-based services requires resources from caregivers, support and flexibility needs 

to be offered to caregivers who can be managing other responsibilities, such as employment 

and childcare. Services can consider how their policies can result in the exclusion of groups of 

people who traditionally experience marginalization from government services (De Anstiss & 

Ziain, 2006; Masuda et al., 2009; Fanning, 2012).  

Formal and clinical spaces can be frightening, intimidating and unfriendly to young people 

(McGorry et al., 2019). Unstructured community-based spaces are the least harmful service 

environments for young people and having access to a positive and safe physical environment 

in itself can be therapeutic, especially to young people experiencing instability and upheaval 

from state care, immigration or homelessness (Crosby et al., 2018). Young people with low 

social support need community services, specifically youth services, for supporting and 

maintaining them in mental healthcare and for community building, peer connectedness and to 

provide proxy familial style roles to assist problem-solving, advocating, and encouraging 

interests (Rickwood et al., 2005; Harland et al., 2005; Kelly et al., 2009). Young people who 

identify as LGBTI+ need explicit demonstrations of acceptance at a service such as visible 

placement of posters and social media posting which can reduce some of the anxiety and fears 

that young people in this community can experience when they ask for help (Fish, 2020).  

As formal services are often provided in clinical environments, they can contribute to feelings 

of defectiveness or alienation. Waiting rooms are not comfortable for young people 

experiencing distress and can intensify anticipatory based anxieties. Services can consider how 

and when their physical design reinforces stigma and secrecy, or supports privacy, openness 

and acceptance about mental health (McGorry et al., 2019). Young people feel safe in 

comfortable settings and value refreshments, such as warm drinks or food, which can 

communicate nurture and care, and mimic features of informal help-seeking, increasing 
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comfort and lowering anxiety. Young people, especially in early to late adolescence, prefer 

multi-functional community-based environments, which can manage stigma, fears, and 

discomfort better. This process has been initiated in countries such as Australia with integrated 

services that provide a holistic approach to young people’s development and mental health and 

with some successes (McGorry et al., 2019; Rickwood et al., 2019). Those in emerging 

adulthood can manage more formal spaces if helpers are appropriate. In a review of research, 

Tillman et al., (2018) found that interventions involving being outside in nature positively 

influences mental health and this research proposes that the concept of therapeutic spaces for 

young people is revised to include support outside of a room or a building, such as a park or a 

public space, for young people who would prefer that. Drop-in or unstructured spaces for self-

management in schools and youth centres can also be considered. 

6.7.3. Rapport and approach of helper  

Supportive rapports are central to young people’s mental health care (Lynch et al., 2020) and 

young people need person-centred approaches from helpers who inquire about their well-being 

and who use active listening skills (Davison et al., 2017; Persson et al., 2017; Wilson & Deane, 

2001). These relational exchanges create opportunity for safety and trust, in which young 

people can feel connected, heard, receive positive attention, and feel liked, which is a 

developmental need. Young people need warmth, reassurance and hope from helpers alongside 

having personal power supported through collaborative problem-solving and in developing 

self-management supports (Hackett et al. 2018; Lynch et al., 2020). Collaboration is a central 

need in the helping relationship (Figure 43).  

Figure 43: The core components of the helping relationships in youth mental health care, 

(Lynch et al. 2020, p.8) 
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Another important aspect of a supportive rapport is trust and the length of time needed to 

establish trust is individual (Lynch 2020). To compensate for formality, helpers can, in the 

initial stages, create space for some young people to “assess” them and consider this process 

as an essential part of care (Draucker et al., 2005; Jones et al., 2017). Young people who have 

had their trust broken previously by other adults, including mental health professionals, need 

the helping rapport to feel genuine or “real” which supports trust building, and this can include 

some looser professional boundaries whilst maintaining professional responsibilities (Ungar, 

2018; Jones et al., 2017). Young people cannot always articulate or understand their distress; 

healthcare needs may only reveal over time, with increased self-awareness and communication 

skills (Simmons et al., 2011; Ungar et al., 2018). Young people can be trusted to know what 

they do not need, or what is not working for them and need to be allowed to try out different 

things and ask questions about their interventions (Jones et al., 2017). 

Confidentiality is an essential part of the supportive rapport (Lynch et al., 2020) and young 

people need helpers who can provide clear boundaries, protect confidentiality, and manage 

child safeguarding in a calm and responsive manner. Boundaries may need to be explained to 

young people many times to ensure full understanding of the context of confidentiality and the 

consequences of disclosures. For young people who have low social supports or have 

experienced much adversity, trust breaches or trauma in childhood, confidentiality is of higher 

priority and connected with wider research on youth homelessness, immigration, and sexuality 

(Cniro et al., 2005; Collins & Barker, 2009; de Anstiss & Ziaian, 2010). Young people 

experiencing marginalization need a helper who can understand the compounded stress of 

issues they face related to discrimination or racism. Helpers can ensure they are mindful of 

familiar adult-child power dynamics, paying attention to undue influence, power, or control 

over the direction of support.  

Young people also require helpers who can understand the challenges of mental health and 

provide compassion and empathy on how attendance can be affected by distress and adopt 

flexible, adaptable, and creative approaches to mental health. Helpers can be supported to 

communicate well and in age-appropriate ways, with attention to manner, body language and 

dress through training. In early to mid-adolescence, young people can become attached to their 

helpers and so endings or transitions need to be managed sensitively. An important part of 

providing care regards understanding how a young person conceptualises mental health, 

regardless of cultural background. Helpers can scaffold learning about associated services, 

treatments, options, and processes that can align with a young person’s conceptualisations. It 
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is important for helpers to be transparent and forthcoming about expectations and limitations 

(Jones et al., 2017). Young people require access to longer-term and consistent supportive 

relationships up to the age of 25 years, who can provide help when and as needed. This type of 

support reflects natural patterns of problem-solving and developmental needs and connects 

with findings in wider research by Dopp & Lantz (2021). When a consistent supportive rapport 

is developed, young people feel respected, listened to, validated, and cared for, they can engage 

more meaningfully and openly with their helper and begin addressing their mental health 

concerns (Lynch et al., 2020).   

6.7.4. Interventions  

Young people need one-to-one individual support unless they request otherwise. Group support 

settings are not appropriate without the foundational skills needed to communicate and 

participate in such activities. As young people are constantly evolving and changing, they can 

require different interventions at different times (McGorry et al., 2019). Support can move 

between listening, guidance, and skills building, as and when needed. Listening is the single 

most important intervention young people need; to offload or to hear problems out loud can be 

sufficient for many to return to self-management. Other specialised treatments, including CBT, 

needs to be explained for their purpose and hoped outcomes, with specific attention to 

pharmaceutical interventions as young people need support to understand the role of 

medication, how it is best used and how to manage it on their own (Draucker et al., 2005).  

Short interventions, adapted from adult models, which provide specific strategies for specific 

issues might not meet the needs of young people, these approaches are not reflective of how 

problems arise and are managed in youth (Hackett et al., 2018). The frequency and duration of 

support required can vary from daily, during a crisis or difficult transition, to routine weekly 

meetings. During times of stability, support can be offered fluidly in the manner of check-ins, 

following up and open offers of support by direct contact which young people perceive as 

demonstration of genuine care. Young people should not be discharged because they are doing 

well but offered information on how to return for support with future challenges. Young people 

can be trusted to make these decisions by helpers who are backed by responsive and supportive 

service policy. 

It is normative that young people need access to accurate information and guidance around 

relationships, sex, education, employment and accommodation, and any other developmental 

related concerns, such as social, economic, or legal support (Harland et al., 2005; Rickwood et 
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al., 2019). Young people often need more than one supportive person and mental health care 

with young people benefits from interdisciplinary approaches using clinical and non-clinical 

interventions (McGorry et al., 2019). In the absence of integrated mental health care, young 

people use multiple siloed services in an attempt to get their needs for longer-term support met 

(Damian et al., 2018; Dopp & Lantz. 2020). Trauma informed care in youth should consider 

the implementation of multiple supports across disciplines as standard so that young people 

with severe distress are not retraumatised through the loss of a supportive and consistent 

relationship (Damian et al., 2018). The referral loop is a harmful practice of siloed systems and 

results in young people not being able to access appropriate services. If a helper cannot provide 

resources, referrers need to remain in a supportive position, to assist with advocacy and ensure 

that needs are met before ending support.  

 

6.8 Conclusion 

The chapter presented an in-depth discussion on how young people’s childhoods, their wider 

family and community environments, and important cultural legacies affected their mental 

health. This research also found that young people’s development can be impacted by their 

mental health and developed a diagram to visually demonstrate the compounding pressures of 

life on individual resources and coping capacities. This chapter also provides a critical 

discussion on mental health and intergenerational divides, close social relationships and wider 

global issues. As participants were experienced service users, their experiences were analysed 

and mapped to further understanding of their help-seeking pathways, and how these were 

significantly shaped by services. Important findings indicate that some young people may never 

help-seek to a professional service in Ireland because of conflicting conceptualisations of 

mental health, or due to the multifarious practical and logistical barriers of modern Irish youth 

mental health care. Based off the actual help-seeking pathways, a critical analysis of the help-

seeking models that provided the theoretical framework for this research was provided, which 

was important in highlighting the issues with current theory. This insight combined with the 

findings about young people’s wider context and help-seeking behaviours supported the 

development of a new conceptual model of youth mental health help-seeking behaviours. This 

multi-level model includes the most common pathways and modes of engagement young 

people use when seeking help and embeds the important role of informal relationships. This 

chapter concluded that that current service provision across sectors is inconsistent in approach 
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and varies greatly in how it meets the core mental health care needs of young people. It is likely 

that young people’s needs are not being met due to the siloed nature of services in Ireland, 

which is an inefficient model in healthcare (Dopp & Lantz, 2020). As such, no service is 

discussed in-depth as the variation in provision of care is too diffusive and dependent on 

individuals that worked in services, the policies they worked under and the funding structures. 

Instead, features that were helpful and unhelpful, which were found in all services to different 

degrees, are combined and analysed to present what works and what does not work as reported 

by young people in the Northwest of Ireland for their mental health needs.  
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7. Conclusion 

7.1. Introduction  

This chapter provides the conclusion to this research project that explored young people's (aged 

16 - 25 years) experiences on help-seeking for a mental health problem and that included both 

young peoples’ (N=18) and practitioners’ (N=6) perspectives. This study used Constructivist 

Grounded Theory methods to guide the collection and analysis of interview and focus group 

data. This section provides a summary of this thesis, a brief review of the key findings and the 

limitations of this research. This chapter also provides implications and recommendations for 

policy, practice and future research, and concludes with the plan for dissemination.  

7.2. Summary of thesis 

Mental health problems and associated help-seeking behaviours are embedded in young 

people’s environment and interpersonal relationships. Young people are resilient and adaptive 

problem solvers for their distress and primarily rely on more natural self-management 

strategies and help-seeking skills to learn more about themselves and what they can do to 

improve their wellbeing. Young people prefer easily accessed supportive adults or friends to 

assist them in managing their distress and developmental tasks and when distress becomes too 

intense, social support is limited, and self-management strategies are exhausted, the need for 

professional support is triggered. The impact of managing distress can interfere with 

developmental tasks, which can temporarily divert emotional and cognitive resources. Access 

to mental health care in Ireland is not easy and often requires formal help-seeking skills and 

other important resources by a supportive adult, as coordinating mental health care is often 

outside of developmental capacity, even in emerging adulthood. This presents as a significant 

barrier to both young people’s development, their independence and self-esteem, especially if 

a supportive adult with the required skill set cannot be found or problems are connected to 

adults who are needed to access healthcare. Experiences of services vary and depend on the 

ethos of a service, and the training and resources of helpers, with most young people reporting 

multiple help-seeking episodes before accessing the right support, sometimes enduring harmful 

or retraumatising experiences on the way. Help-seeking for mental health is a personal journey 

and through an in-depth investigation of these experiences, this research has identified young 

people’s core needs in mental health care whilst providing insight into the wider environmental 

context, developing help-seeking theory and the sharing of important life experiences. 
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7.3. Summary of findings  

The findings presented four categories from young people’s data in Part A: 1. “Young people’s 

lives”; 2. “Managing mental health problems”; 3. “The help”; and 4. “Impact and outcomes 

of their experiences”. Practitioner data in Part B identified two categories: 1. “On being a 

helper” and 2. “Understanding of young people”. Important findings from these categories 

were discussed under four headings and included: 1. “Young people’s early life experiences”; 

2. “Young people’s actual experiences of help-seeking”; 3. “Contributions to help-seeking 

theory” and 4. “Young people’s core needs within services”.  

Firstly, a key finding indicated that psychological distress associated with early life 

experiences, a child’s environment, social relationships, or adverse childhood experiences 

(ACE) can be carried into adolescence and emerging adulthood and so by the time young 

people seek help, they can be highly distressed. Problems with mental health in youth were 

found to be inextricably connected to family systems, community contexts, wider culture, and 

the pressures from living in a modern globalised and technologically advanced society. It was 

found that young people live with substantial intergenerational divides and are managing the 

legacies of institutional abuse and transgenerational trauma, which impacted trust in authority 

figures, institutions and systems and contributed to a culture of concealment. These findings 

also help further understanding about mental health issues and associated suicidality. An 

important outcome from findings is the combined understanding about how these challenges, 

whether inherited, acquired, or normative, create pressure on cognitive capacities at key 

developmental points (Figure 27).  

Secondly, with regard to actual help-seeking experiences, a key finding was that young 

people’s help-seeking pathways are rarely simple, singular, or accessed without adult support. 

As a result of service design, help-seeking is complex, access is not easy and there are wider 

structural problems regarding funding of services, siloed provision, stigmatising policies, and 

outdated or harmful, practices. This research also found that young people can become caught 

in a cycle of referrals (Figure 18) and that mental health services in Ireland currently do not 

meet the needs of young people on an individual or developmental level and that inappropriate 

care can contribute to increased mental health distress or suicidal pathways. To find support 

young people seek help many times, often using both public and private services, with some 

young people attempting suicide when they feel that no help is available. This research 

identified that mental health help-seeking requires formal help-seeking skills, which is a learned 
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skill set and has distinct features, usually mastered in adulthood (Figure 28). These findings 

centralise the complex role of families, friends, and other supportive adults in help-seeking 

pathways with these key relationships acting in a supportive or obstructive manner.  

Thirdly, this research offers important contributions to theory. With regard to existing models, 

this research found that youth mental health help-seeking behaviours can be viewed within 

Cornally and McCarthy’s (2011) model of healthcare help-seeking, but that these similarities 

can be a result of how service usage design shapes service users’ pathways. Chan’s (2013) 

model was found to be helpful for explaining the cognitive factors in help-seeking behaviours. 

A review of one participant’s help-seeking pathways across four episodes, as a case study, 

supported Chan’s (2013) hypothesis that expectancy can act as a moderator in help-seeking 

(Figure 30) and explains why young people repeatedly seek help. This research developed an 

understanding of how both models above can be understood within an adapted model but with 

limitations, especially regarding theories of planned behaviour (Figure 5).  

Finally, the fourth key finding, which answered the research question regarding what young 

people’s core needs are within services for the Irish context (Table 5). This finding provides 

four categories, which bring together common factors, that are regarded as important in youth 

mental healthcare provision including 1. service; 2. rapport and approach; 3. Interventions; 

and 4. developmental. Together these create a blueprint for how to provide developmentally 

appropriate services and can be a useful resource for policy makers, service providers and 

practitioners. 

 

7.4. Limitations  

This study has some limitations. Firstly, this research involved young people from different 

economic and social backgrounds and included young people who are part of groups that 

typically experience marginalisation, such as those in state care, asylum seeking and 

experiencing homelessness. However, despite efforts to initiate and include young people from 

the travelling community, research participation was not completed by anyone from this group. 

Travellers represent an important ethnic group within the island of Ireland who are often 

underrepresented in research and marginalised within wider society (Fanning, 2012) and who 

have been reported to be disproportionately affected by suicide in Ireland (Tanner & Doherty, 
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2021). Alternative approaches, such as participatory action research (McIntyre, 2007), need to 

be considered to recruit Travellers in the design and conduct of research on this topic. 

Secondly, this study provided a transparent description of the methods used and while this 

approach encourages the use of reflection on subjective experiences, it is possible that 

unconscious researcher bias could exist.  

Thirdly, while this study provided a rich and in-depth exploration of an important complex 

topic, it was a small qualitative study conducted in one region of Ireland which could have 

limitations due to its size and geography. Finally, the experiences of young people who do not 

seek help are not included and this can result in some limitations in understanding the topic 

holistically.  

 

7.5. Implications  

7.5.1. Theory 

Help-seeking theory 

This research is important for contributing further understanding to help-seeking theory and 

mental health by including perspectives from developmental psychology, learning psychology 

and educational perspectives. The investigation into the actual term ‘help-seeking’ has 

improved understanding of how this important behaviour by clarifying the distinction between, 

help-seeking as a precursor to learning and help-seeking as a formal skill set, demonstrating 

how the two processes can be easily conflated due to overlapping processes and a shared name 

(Table 9). Each process has an underlying theory attached which when confused or conflated 

can obscure underlying behaviours, patterns, and mechanisms, greatly diminishing 

understanding of young people. Thus, this research might have important implications for how 

help-seeking behaviours and processes are better understood and studied in the future.  

Contribution of conceptual model 

The findings of this research were derived from actual experiences of help-seeking, and this 

has contributed significantly to the development of a multi-level conceptual youth model of 

mental health help-seeking. This model provides a three-phase understanding of the help-

seeking process, the modes in which help-seeking can occur, the differences in approach across 
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the life stage of youth, the embedded role of informal networks, the role of services in access 

and provision as well as the role of the helper (see section 6.6). As the first of its kind, this 

model might be very important as it was designed specifically to acknowledge how young 

people seek help for their mental health, and this has the ability to significantly impact policy, 

practice, and decision-making. With a clearer and thorough understanding of the actual 

processes, people and systems involved in help-seeking, that respects natural problem-solving 

styles whilst acknowledging how a service can shape a pathway, this model can change the 

direction regarding how this topic is studied, how services are designed and how supports are 

provided. 

7.5.2. Methods 

This research successfully used Constructivist Grounded Theory methods to obtain rich and 

in-depth data, which was meticulously analysed and developed into a comprehensive model. 

This research developed a design that supported an individualised and developmentally 

appropriate approach and detailed systematically the benefits and strengths of using snowball 

sampling in qualitative research. There is limited research about the strengths of snowball 

sampling approach in qualitative mental health research and so this research might be important 

for contributing to methodological development in mental health care research, especially with 

young people.  

7.5.3. Research  

The key findings of this study might be important regarding for future research in a number of 

ways. Firstly, correct usage of help-seeking terminology can ensure that avenues are researched 

more accurately, and this can improve how future research on this topic is approached, and 

how the topic is addressed. Secondly, findings from a psychosocial analysis highlight the 

enduring marginalisation and stigmatisation of youth as a demographic and insight into 

analyses can promote more inclusive mental health care and an increased understanding of the 

individual across the lifespan. Thirdly, the contribution of a framework of young people’s 

needs in mental health care can support future research in refining or furthering understanding 

of youth needs as well as research into system reform. Finally, the findings from the conceptual 

model are critical for guiding future research in this area, as it has provided detailed information 

about pathways that can be used to inform future directions in help-seeking research.  
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7.6. Recommendations 

Based on the findings from this research, policy, practice, and research recommendations were 

developed and are presented below. 

7.6.1. Policy 

Dopp & Lantz (2020) discuss children’s mental health care and how upstream (government 

policy makers) decisions impact the ability of the midstream (local service providers) to 

provide services to the down-stream (service users) services. These recommendations are 

designed to support capacity building and reform in existing mental health services or inform 

the design of new youth services for the Irish context at policy level. 

1. To reform mental health service provision to align with young people’s needs. 

This research developed a framework which provides guidance on how to provide for young 

people’s core needs in mental health care (Table 5). This research found that mental health 

services do not adequately meet young people’s needs for mental health care and that current 

provision is embedded with unconscious bias and maintains legacy stigma. Service policies 

need to consider how they can, at minimum, reduce harmful practices and ideally, reform youth 

mental health services. It is advised that these findings (Table 5) be considered in line with 

local, regional, and cultural practices as required and with regard to the international evidence-

base (McGorry et al., 2019; Rickwood et al., 2019). This process can be supported through 

meaningful co-design between policy makers and service users, with the aim of creating 

policies grounded in real world outcomes and based off inclusion and participation of young 

people (Forde, 2018). Importantly, while it is somewhat beneficial to consider how services 

can improve, the continuation of the current siloed approach to youth mental healthcare within 

the public sector, creates self-limiting infrastructure which impacts what can be realistically 

achieved by individuals and practice alone.   

2. To address issues of accessibility and under-resourcing  

The design and structure of services that require an adult with a formal help-seeking skill set 

for access can exclude young people, as well as families that are experiencing marginalisation 

from wider structures or other government services. Time is the scarcest resource within 

current service provision that needs remedied; services need to be accessed easily in a timely 

manner, with flexibility around duration, treatment timeframes and frequency of attendance. 
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Most of the issues regarding service provision can be resolved with adequate government 

funding and investment into resources and training. 

3. To acknowledge the role of semi-formal services  

This research recommends that community youth work services and pastoral care teams in 

schools are recognised as key mental health providers. The findings in this research 

demonstrate the significant role that these semi-formal service practitioners play in not just 

gatekeeping or advocating, but in providing essential and on-going mental healthcare support 

to young people. Without the appropriate acknowledgement of these important providers, their 

roles can be devalued and access to the typical support and self-care structures that are essential 

when supporting others’ mental health, such as training and supervision, can be diminished. 

Since young people often seek help in schools and youth work settings, it is vital that services 

are funded appropriately to ensure helpers in these environments have access appropriate 

professional support.  

7.6.2. Practice 

This research provides recommendations for how practitioners can support young people aged 

12 – 25 years.  

1. To ensure that all individuals working within a mental health service have specialised 

training for working with young people. 

Practitioners can receive training on young people’s needs which addresses how their practice 

impacts young people and how they can acknowledge their own preconceptions and stigma 

towards youth and mental health. Practitioners can inquire about young people’s life 

circumstances and informal networks to increase understanding of how these key relationships 

support or block engagement and impact well-being. For under 18’s it is critical that 

practitioners are sensitive and appropriate with their confidentiality needs. 

2. To provide one to one listening ear support within a supportive rapport 

This research recommends that interventions with young people, unless requested otherwise, 

are provided on an individual one-to-one basis that prioritises listening and emotional 

offloading interventions within the context of trust, confidentiality, collaboration, and genuine 

care with appropriate time for rapport building (Lynch et al., 2020). Young people benefit more 

from interventions that prioritise consistency, connectedness, and respite above structured 
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time-bound interventions. This is also a necessary foundation before beginning other 

interventions such as CBT.  

3. To provide mental health care with young people using a trauma informed approach 

As young people can experience ACEs and need time to establish trust before disclosing their 

reasons for needing mental health care, ensuring that practice is voluntary, respectful and non-

stigmatizing can support young people who can be managing trauma. For those with complex 

trauma such as those in state care or experiencing homelessness, opportunities for a consistent, 

safe, and trusting rapport is the primary intervention needed in mental health care. Those 

working with young people in care need to be aware of their individual and service capacity to 

provide longer term support.  

4. To work with young people on an individual basis 

This research recommends that helpers inquire about individual conceptualisations of mental 

health as well as individual needs for care as this research highlights that public or formal 

mental health care is not suitable for all young people. Practitioners have an important role in 

locating a service that is appropriate for a young person if formal services could cause harm, 

such as a pre-existing relationship within their community or educational networks. This can 

be more relevant for young people from different ethnic backgrounds, or those experiencing 

compounded marginalisation whose primary needs are relational. Practitioners working with 

young people who do experience marginalisation can prioritise training and learning that can 

increase awareness around intersectionality, to understand the effects if intersecting identities 

upon experiences of mental health and specifically how mental health distress is compounded 

by experiences of immigration, managing multiple cultures and prejudices and discrimination 

such as racism.  

5. To support young people with appropriate interventions 

This research recommends that practitioners use age-appropriate strategies that are creative and 

flexible in response to developmental demands. This research recommends that supporting life-

skills is important for young people’s development and is core to mental health work. This 

research also recommends that young people who are prescribed psychopharmacological 

medication are supported with it until they can manage independently.  

6. To work collaboratively with other services  
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Youth mental health care is best provided when young people can easily access a range of 

practitioners and when these services can work well together. Helpers need other helpers, 

especially when services are siloed. For young people with low social support this research 

recommends the placement of a key worker who can model formal help-seeking skills and 

provide consistent and scaffolded support. Findings suggest that this style of work has emerged 

organically within some community organisations and knowledge on how to do this already 

exists, which is worthwhile exploring.    

 

7.6.3. Future research 

This research has provided important insights into young people and their needs in mental 

health and has suggestions for areas that require further investigation.  

1. To further develop help-seeking theory  

Future research can consider developing mental health help-seeking theory further from data 

acquired from research with actual help-seekers. The findings presented here need to be further 

considered with regard to help-seeking as a pre-cursor to learning, its role in how young people 

seek help for their mental health problems and how this contributes to the development of a 

formal help-seeking skill-set. Important avenues for examination could include how this skill-

set is acquired, the length of time involved, the amount of practice needed, and the important 

actors in this pathway. In the interest of a more comprehensive understanding of help-seeking, 

it would be beneficial to investigate the experiences of those who ceased help-seeking, who 

perhaps did not find the help they needed, if it were possible to recruit participants with these 

experiences. It is critical to understand how and why people leave help-seeking pathways, the 

interpersonal dynamics, and individual characteristics and the different needs from adolescence 

to emerging adulthood. Further knowledge is also needed on the interaction between family 

systems, transgenerational trauma, and personal capacity for managing distress. Listening to 

an individual and communicating their experiences and knowledge on the topic is a key part of 

ensuring this topic is researched with compassion and empathy. 

2. Develop further understanding of Irish mental healthcare systems 

Regarding future directions for research in service design, mapping exercises could be 

beneficial as mental health services in Ireland are diffusive in their practice and provision. This 

is possibly due to the siloed and hierarchical approach of public mental health care, and the 



320 

response of private and charitable organisations to devise interventions to address gaps at local 

level. Understanding the variety of services across the Island, that are run either privately, 

publicly or through a charity platform, could provide further understanding of the whole system 

of mental health care. Some services might already provide appropriate services which could 

be studied to further learning on the topic based on the professional experience and knowledge 

that already exists.  

3. Develop global understandings of youth mental health 

Further research is needed into mental health care from global perspectives, to ensure that 

broader topics and important discussions on youth mental health are kept in focus. The 

successes and failures of different systems and approaches can be shared, as well as creating 

important critical discussion around traditional, alternative, or novel approaches, models, and 

conceptualisations to mental health care, which is necessary to further expand the knowledge 

base. With context in mind, it is essential that all research is conducted, and provision evaluated 

at a local level.  

4. Ensure all young people are included in research 

This study has communicated some of the ways in which young people living in Ireland can 

experience marginalisation, such as those in state care, asylum seeking and homelessness, but 

further understanding is needed with young people from the Travelling community and the 

Roma community. As these communities have experienced marginalisation by wider 

structures, particularly within educational institutions, the format, time limitations and 

presentation of a university research study could have been a barrier and so it is crucial that 

future research design is carefully planned in a suitable and collaborative to ensure 

participation. The Irish government has recently placed families seeking asylum from the 

conflict in Syria and the Ukraine throughout the country and these communities have young 

people and children who might need support now or in the future due to multiple adverse 

childhood experiences. Before providing any support it is critical that future research inquires 

on how to collaborate with community workers on what is the most appropriate way to research 

within communities that have different conceptualisations of mental health and who live in a 

majority western culture. There are some people who will never use mental health services 

because of how they are conceptualised and how they were conceived. Western frameworks of 

healthcare can also be incompatible with personal, family or community values for mental 
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health care. Inclusive systems need to understand how to bridge these divides and meet people 

where they are. 

  

7.7. Dissemination and Impact 

The dissemination of this research includes publication and planned publications in high 

dissemination journals to ensure that findings are disseminated through the right channels to 

maximise the impact for policy, practice and decision-making. An important part of 

dissemination includes writing practice guides for those who can act as gatekeepers,    

developing training materials and toolkits for professionals, and important messaging with 

young people, to support them further with help-seeking. Included in this list would be 

academic, youth and community organisations, and public health agencies. 

Publications 

1. The first paper is titled: “What Type of Helping Relationship Do Young People Need? 

Engaging and Maintaining Young People in Mental Health Care—A Narrative Review” has 

been published in Youth and Society (2020).  

2. The second paper is titled: “Parents and peers – help or a hindrance? A narrative review on 

how the role of informal sources of help affect adolescent mental health help-seeking 

pathways” is under review with The Journal of Child and Family Studies for consideration.  

3. A third paper titled “’How can somebody get better if they see a different person every 

time?’: A grounded theory study from the Northwest of Ireland on young people’s core needs 

in mental health care” is planned for a summer submission 2022, which will communicate the 

findings in this thesis regarding young people’s core needs in mental health care (Table 5). 

4. A fourth paper is titled: “‘I felt like there was something wrong in my brain’: young people’s 

experiences of living with and managing psychological distress and trauma.”. Submission for 

publication is planned for summer 2022, which will communicate the findings in this thesis 

regarding young people’s experiences of having a mental health problem and self-management 

strategies. 

5. A fifth paper is titled: “’You have the choice of whether you’re going to get help or going to 

attempt suicide’: An exploration of young people’s (16-25 years) mental health help-seeking 
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journeys.” Submission for publication is planned for summer 2022, which will communicate 

the findings in this thesis regarding young people’s experiences of asking for help  with a 

discussion important help-seeking pathways. 

6. The sixth paper, is titled “Access issues, referral processes and helping interventions: An 

exploration of system barriers in youth mental health care.”. Submission for publication is 

planned for summer 2022, which will communicate the findings in this thesis regarding young 

people’s experiences with access, referrals and will highlight issues such as the referral loop. 

Conferences 

Due to maternity leave (February 2019 to September 2019) and the impact of the Covid 19 

epidemic (since March 2020), traditional modes of dissemination such as attendance at 

conferences was greatly impacted.  

Planned conference attendance includes: 

1. NINE DTP Conference, November 2021 

2. Grounded Theory Conference, September 2022 

 

7.8. Conclusion 

This chapter concludes this research into young people’s mental health and help-seeking 

pathways and what services can do to facilitate access, engagement, and maintenance in mental 

health care. Key findings identify how the impact of early life affects how, when and in what 

way young people seek help. Examination of actual help-seeking experiences revealed it to be 

complex, multi-episodic and involve the resources of family and friends. These findings have 

supported development of help-seeking theory and are central to understanding the core needs 

of young people in mental health care. A new conceptual model which reflects key findings 

was developed. Future directions in academia are provided with key areas for theory 

development and research that can improve inclusion and reduce marginalisation. 

Recommendations provide direction for practitioners and services in reforming this essential 

healthcare service with regard to the core needs across the age range of 12-25 years. Youth 

mental health care provision needs to be reformed in partnership with young people, and with 

consideration given to appropriate design, the role of families in help-seeking pathways, and 
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interagency collaboration. Young people can be facilitated to mental health care when their 

needs for time and rapport are met, with access to developmentally appropriate approaches, up 

to the age of 25 years. Reform can contribute to earlier and meaningful interventions, improved 

quality of life and the reduction of youth death by suicide. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



324 

Reference list 

 
Aarsand, P. A. (2007). Computer and video games in family life: The digital divide as a 
resource in intergenerational interactions. Childhood, 14(2), pp.235-256. 
 
Adachi, H., Yamamura, A., Nakamura-Taira, N., Tanimukai, H., Fujino, R., Kudo, T., & 
Hirai, K. (2020). Factors that influence psychiatric help-seeking behavior in Japanese 
university students. Asian journal of psychiatry, 51, pp.102058. 
 
Aday, L.A., & Andersen, R. (1974). A framework for the study of access to medical care. 
Health Services Research, 9, pp.208–220 
 
Ajzen, I., & Fishbein, M. (1980). From intentions to actions: A theory of planned behavior. 
Englewood Cliffs, NJ: Prentice Hall. 
 
Al-Krenawi, A., Graham, J. R., Al-Bedah, E. A., Kadri, H. M., & Sehwail, M. A. (2009). 
Cross-national comparison of Middle Eastern university students: Help-seeking behaviors, 
attitudes toward helping professionals, and cultural beliefs about mental health 
problems. Community mental health journal, 45(1), pp.26. 
 
Aldridge, J. M., & McChesney, K. (2018). The relationships between school climate and 
adolescent mental health and wellbeing: A systematic literature review. International Journal 
of Educational Research, 88, pp.121-145. 
 
Aluh, D. O., Anyachebelu, O. C., Anosike, C., & Anizoba, E. L. (2018). Mental health 
literacy: what do Nigerian adolescents know about depression?. International journal of 
mental health systems, 12(1), pp.1-6. 
 
Alvarez-Jimenez, M., Rice, S., D'Alfonso, S., Leicester, S., Bendall, S., Pryor, I., Russon, P., 
McEnery, C., Santesteban-Echarri, O., Da Costa, G. and Gilbertson, T., 2020. A novel 
multimodal digital service (moderated online social therapy+) for help-seeking young people 
experiencing mental ill-health: pilot evaluation within a national youth e-mental health 
service. Journal of medical Internet research, 22(8), pp.171-55. 
 
Alyeksyeyeva, I. O. (2017). Defining snowflake in British post-Brexit and US post-election 
public discourse. Science and Education a New Dimension. Philology, 39(143), pp.7-10. 
 
Anderson, J. K., Howarth, E., Vainre, M., Jones, P., & Humphrey, A. (2017). A scoping 
literature review of service-level barriers for access and engagement with mental health 
services for children and young people. Children and Youth Services Review, 77, pp.164–
176. 
 
Andriessen, K., Mowll, J., Lobb, E., Draper, B., Dudley, M., & Mitchell, P. B. (2018). “Don’t 
bother about me.” The grief and mental health of bereaved adolescents. Death studies, 
42(10), pp.607-615. 
 
Arnett, J.J. (2000) Emerging Adulthood: A Theory of Development From the Late Teens 
Through the Twenties. American Psychologist, 55 (5), pp.469-480 
 



325 

Arnett, J.J. (2014). Emerging Adulthood: The Winding Road from the Late Teens Through the 
Twenties, Second Edition. Oxford University Press. 
 
Arnold, J. L., & Baker, C. (2018). The role of mental health nurses in supporting young 
people’s mental health: a review of the literature. Mental Health Review Journal, 23(3), 
pp.197-220. 
 
Arora, P. G., & Persaud, S. (2020). Suicide among Guyanese youth: Barriers to mental health 
help-seeking and recommendations for suicide prevention. International Journal of School & 
Educational Psychology, 8(sup1), pp.133-145. 
 
Atewologun, D. (2018). Intersectionality theory and practice. In Oxford Research 
Encyclopedia of Business and Management. 
 
Attwood, F., Smith, C., & Barker, M. (2018). ‘I’m just curious and still exploring myself’: 
Young people and pornography. new media & society, 20(10), pp.3738-3759. 
 
Bandura, A. (1978). Social learning theory of aggression. Journal of communication, 28(3), 
pp.12-29. 
 
Bandura, A., & Walters, R. H. (1977). Social learning theory (Vol. 1). Prentice Hall: 
Englewood cliffs. 
 
Barbour, R. S., & Barbour, M. (2003). Evaluating and synthesizing qualitative research: The 
need to develop a distinctive approach. Journal of Evaluation in Clinical Practice,9, pp.179-
186. 
 
Barksdale, C. L., & Molock, S. D. (2009). Perceived norms and mental health help seeking 
among African American college students. The journal of behavioral health services & 
research, 36(3), pp.285-299. 
 
Barnardos (2017). Waiting list report. Viewed 20th September 2021, 
<http://www.barnardos.ie/reports> 
 
Becker, S., & Sempik, J. (2019). Young adult carers: the impact of caring on health and 
education. Children & Society, 33(4), pp.377-386. 
 
Berger, K.S. (2011) The developing person through the life-span. New York: Worth 
 
Bernes, K. B., Bardick, A. D., & Orr, D. T. (2007). Career guidance and counselling efficacy 
studies: An international research agenda. International Journal for Educational and 
Vocational Guidance, 7(2), pp.81-96. 
 
Berry, C., Michelson, D., Othman, E., Tan, J.C., Gee, B., Hodgekins, J., Byrne, R.E., Ng, 
A.L., Marsh, N.V., Coker, S. and Fowler, D., (2020). Views of young people in Malaysia on 
mental health, help‐seeking and unusual psychological experiences. Early intervention in 
psychiatry, 14(1), pp.115-123. 
 
Best, O., & Ban, S. (2021). Adolescence: physical changes and neurological development. 
British Journal of Nursing, 30(5), pp.272-275. 



326 

 
Best, P., Taylor, B., Manktelow, R., & McQuilkin, J. (2014). Systematically retrieving 
research in the digital age: Case study on the topic of social networking sites and young 
people’s mental health. Journal of Information Science, 40(3), pp.346-356. 
 
Biddle, L., Gunnell, D., Sharp, D., & Donovan, J. L. (2004). Factors influencing help seeking 
in mentally distressed young adults: A cross-sectional survey. British Journal of General 
Practice, 54, pp.248-253. 
 
Biddle, L., Donovan, J. L., Gunnell, D., & Sharp, D. (2006). Young adults' perceptions of 
GPs as a help source for mental distress: a qualitative study. British Journal of General 
Practice, 56(533), pp.924-931. 
 
Biddle, L., Donovan, J., Sharp, D., & Gunnell, D. (2007). Explaining non‐help‐seeking 
amongst young adults with mental distress: A dynamic interpretive model of illness 
behaviour. Sociology of Health & Illness, 29, pp.983-1002. 
 
Bilican, F. I. (2013). Help-seeking attitudes and behaviors regarding mental health among 
Turkish college students. International Journal of Mental Health, 42(2-3), pp.43-59.  
 
Bilsen, J. (2018). Suicide and youth: risk factors. Frontiers in psychiatry, 9, p. 540. 
 
Birleson, P., & Vance, A. (2008). Developing the ‘youth model’ in mental health services. 
Australasian Psychiatry, 16(1), pp.22-26.  
 
Birnbaum, M. L., Rizvi, A. F., Correll, C. U., Kane, J. M., & Confino, J. (2017). Role of 
social media and the I nternet in pathways to care for adolescents and young adults with 
psychotic disorders and non‐psychotic mood disorders. Early intervention in psychiatry, 
11(4), pp.290-295. 
 
Birks, M., & Mills, J. (2015). Grounded theory: A practical guide. Sage 
 
Blakemore, S. J. (2018). Avoiding social risk in adolescence. Current directions in 
psychological science, 27(2), pp.116-122. 
 
Bodrova, E., & Leong, D. J. (2006). Tools of the mind. Pearson Australia Pty Limited 
 
Boyd, C., Francis, K., Aisbett, D., Newnham, K., Sewell, J., Dawes, G., & Nurse, S. 
(2007). Australian rural adolescents' experiences of accessing psychological help for a mental 
health problem. Australian Journal of Rural Health, 15(3), pp.196-200.  
 
Bradford, S., & Rickwood, D. (2012). Adolescent's preferred modes of delivery for mental 
health services. Child and Adolescent Mental Health, 19(1), 39-45. 
 
Bramesfeld, A., Platt, L., & Schwartz, F. W. (2006). Possibilities for intervention in 
adolescents’ and young adults’ depression from a public health perspective. Health 
policy, 79(2-3), pp.121-131. 
 
Brégent-Heald, D. (2015). Borderland films: American cinema, Mexico, and Canada during 
the Progressive era. U of Nebraska Press. 



327 

 
British Psychology Society. (2014). Code of Human Research Ethics 2014. Viewed 5 March 
2017,  <http://www.bps.org.uk/the-society/code-of-conduct/>. 
 
Bronfenbrenner, U. (1995). The bioecological model from a life course perspective: 
Reflections of a participant observer. In P. Moen, G. H. Elder, Jr., & K. Lüscher (Eds.), 
Examining lives in context: Perspectives on the ecology of human development (pp.599–618). 
American Psychological Association. 
 
Brown, A., Rice, S. M., Rickwood, D. J., & Parker, A. G. (2016). Systematic review of 
barriers and facilitators to accessing and engaging with mental health care among at‐risk 
young people. Asia‐Pacific Psychiatry, 8(1), pp.3-22. 
 
Bryman, A. (2012). Social research methods. Oxford, England: Oxford University Press. 
 
Byron, P. (2019). ‘Apps are cool but generally pretty pointless’: LGBTIQ+ young people’s 
mental health app ambivalence. Media International Australia, 171(1), pp.51-65. 
 
Breslin, G., Shannon, S., Prentice, G., Rosato, M., & Leavey, G. (2021). Adolescent Mental 
Health Help-Seeking from Family and Doctors: Applying the Theory of Planned Behaviour 
to the Northern Ireland Schools and Wellbeing Study. Child Care in Practice, pp.1-14. 
 
Browne, N. (2007). Against the Tide: The widely acclaimed autobiography of Irish politician 
and doctor Noël Browne. Gill & Macmillan Ltd. 
 
Burlaka, V., Churakova, I., Aavik, O. A., Staller, K. M., & Delva, J. (2014). Attitudes toward 
health-seeking behaviors of college students in Ukraine. International Journal of Mental 
Health and Addiction, 12(5), pp.549-560.  
 
Burns, J., & Birrell, E. (2014). Enhancing early engagement with mental health services by 
young people. Psychology research and behavior management, 7, pp.303. 
 
Burn, A., Buckingham, D., Parry, B., & Powell, M. (2010). Minding the gaps. Adolescents’ 
online literacies: connecting classrooms. media, and paradigms, pp.183-202. 
 
Burns, J. R., & Rapee, R. M. (2006). Adolescent mental health literacy: young people's 
knowledge of depression and help seeking. Journal of adolescence, 29(2), pp.225-239. 
 
Butler, J. R., & Hyler, S. E. (2005). Hollywood portrayals of child and adolescent mental 
health treatment: implications for clinical practice. Child and Adolescent Psychiatric Clinics, 
14(3), pp.509-522. 
 
Byrow, Y., Pajak, R., Specker, P., & Nickerson, A. (2020). Perceptions of mental health and 
perceived barriers to mental health help-seeking amongst refugees: A systematic review. 
Clinical psychology review, 75, 101812. 
 
Cakar, F. S., & Savi, S. (2014). An Exploratory Study of Adolescent's Help-Seeking 
Sources. Procedia-Social and Behavioral Sciences, 159, pp.610-614.  
 



328 

Calear, A. L., Batterham, P. J., Torok, M., & McCallum, S. (2021). Help-seeking attitudes 
and intentions for generalised anxiety disorder in adolescents: the role of anxiety literacy and 
stigma. European child & adolescent psychiatry, 30(2). 
 
Campbell, A., Taylor, B. J., Bates, J., & O’Connor-Bones, U. (2018). Developing and 
applying a protocol for a systematic review in the social sciences. New Review of Academic 
Librarianship, 24(1), pp.1–22. 
 
Çebi, E., & Demir, A. (2020). Help-seeking attitudes of university students in Turkey. 
International Journal for the Advancement of Counselling, 42(1), 37-47. 
 
Cerf, V. G. (2009). The day the Internet age began. Nature, 461(7268), pp.1202-1203. 
 
Calhoun, C. (2002). Dictionary of the social sciences. Oxford University Press. 
 
Chamberlain-Salaun, J., Mills, J., & Usher, K. (2013). Linking symbolic interactionism and 
grounded theory methods in a research design: From Corbin and Strauss’ assumptions to 
action. Sage Open, 3(3), 2158244013505757. 
 
Chan, J.K., Farrer, L.M., Gulliver, A., Bennett, K. and Griffiths, K.M., (2016). University 
students’ views on the perceived benefits and drawbacks of seeking help for mental health 
problems on the Internet: a qualitative study. JMIR human factors, 3(1), pp.47-65. 
 
Chan, M. E. (2013). Antecedents of instrumental interpersonal help‐seeking: An integrative 
review. Applied Psychology, 62, pp.571-596. 
 
Charles, M. (2019) Trauma, identity and social justice, Psychoanalysis, Culture & Society, 
24(2): pp.118–31.  
 
Charman, D., Harms, C., & Myles-Pallister, J. (2010). Help and e-help: Young people's 
perspectives of mental healthcare. Australian family physician, 39(9), pp.663.  
 
Charmaz, K. (2000). Looking backward, moving forward: Expanding sociological horizons 
in the twenty-first century: 2000 presidential address to the pacific sociological association. 
Sociological Perspectives, 43(4), pp.529-547. 
 
Charmaz, K. (2014). Constructing grounded theory. sage. 
 
Charmaz, K. (2017). The power of constructivist grounded theory for critical inquiry. 
Qualitative inquiry, 23(1), 34-45. 
 
Chen, H., Fang, X., Liu, C., Hu, W., Lan, J., & Deng, L. (2014). Associations among the 
number of mental health problems, stigma, and seeking help from psychological services: A 
path analysis model among Chinese adolescents. Children and Youth Services Review, 44, 
pp.356-362.  
 
Chen, J., & Zhu, S. (2016). Online information searches and help seeking for mental health 
problems in urban China. Administration and Policy in Mental Health and Mental Health 
Services Research, 43(4), pp.535-545. 
 



329 

Cheetham‐Blake, T. J., Family, H. E., & Turner‐Cobb, J. M. (2019). ‘Every day I worry 
about something’: A qualitative exploration of children’s experiences of stress and coping. 
British journal of health psychology, 24(4), pp.931-952. 
 
Choi, N. Y., & Miller, M. J. (2014). AAPI college students’ willingness to seek counseling: 
The role of culture, stigma, and attitudes. Journal of Counseling Psychology, 61(3), pp.340. 
 
Choudhury, S., Charman, T., & Blakemore, S. J. (2008). Development of the teenage brain. 
Mind, Brain, and Education, 2(3), pp.142-147 
 
Clark, L.H., Hudson, J.L., Rapee, R.M. and Grasby, K.L., 2020. Investigating the impact of 
masculinity on the relationship between anxiety specific mental health literacy and mental 
health help-seeking in adolescent males. Journal of Anxiety Disorders, 76, p.102292. 

Cniro, D., Surko, M., Bhandarkar, K., Helfgott, N., Peake, K., & Epstein, I. (2005). Lesbian, 
gay, bisexual, sexual-orientation questioning adolescents seeking mental health services: Risk 
factors, worries, and desire to talk about them. Social Work in Mental Health, 3(3), pp.213-
234.  

Cohen, M. M., Tottenham, N., & Casey, B. J. (2013). Translational developmental studies of 
stress on brain and behavior: Implications for adolescent mental health and illness?. 
Neuroscience, 249, pp.53-62. 
 
Coleman-Fountain, E., Buckley, C., & Beresford, B. (2020). Improving mental health in 
autistic young adults: a qualitative study exploring help-seeking barriers in UK primary care. 
British Journal of General Practice, 70(694), pp.e356-e363.    
 
Coles, M. E., Ravid, A., Gibb, B., George-Denn, D., Bronstein, L. R., & McLeod, S. (2016). 
Adolescent mental health literacy: young people's knowledge of depression and social 
anxiety disorder. Journal of Adolescent Health, 58(1), pp.57-62. 
 
Collins, P., & Barker, C. (2009). Psychological help-seeking in homeless adolescents. 
International Journal of Social Psychiatry, 55(4), pp.372-384. 
 
Colman, A. M. (2015). A dictionary of psychology. Oxford quick reference.  
 
Cooper, T. (2018). Defining youth work: Exploring the boundaries, continuity and diversity 
of youth work practice. The SAGE handbook of youth work practice, pp.3-17. 
 
Cornally, N., & McCarthy, G. (2011). Help‐seeking behaviour: A concept analysis. 
International journal of nursing practice, 17(3), pp.280-288. 
 
Corrigan, P. W., Powell, K. J., Fokuo, J. K., & Kosyluk, K. A. (2014). Does humor influence 
the stigma of mental illnesses?. The Journal of nervous and mental disease, 202(5), pp.397. 
 
Corry, D. A. S., & Leavey, G. (2017). Adolescent trust and primary care: Help-seeking for 
emotional and psychological difficulties. Journal of Adolescence, 54, pp.1-8. 
 



330 

Cosgrove, L., Morrill, Z., Yusif, M., Vaswani, A., Cathcart, S., Troeger, R., & Karter, J. M. 
(2020). Drivers of and solutions for the overuse of antidepressant medication in pediatric 
populations. Frontiers in psychiatry, 11, pp.17. 
 
Cotter, J., & Bucci, S. (2020). E-mental health for young people. Youth Mental Health 
(pp.125-138). Routledge  
 
Coverdale, J., Nairn, R., & Claasen, D. (2002). Depictions of mental illness in print media: A 
prospective national sample. Australian & New Zealand Journal of Psychiatry, 36(5), 697-
700. 
 
Cranford, J. A., Eisenberg, D., & Serras, A. M. (2009). Substance use behaviors, mental 
health problems, and use of mental health services in a probability sample of college 
students. Addictive behaviors, 34(2), pp.134-145 
 
Cree, V. E. (2003). Worries and problems of young carers: issues for mental health. Child & 
Family Social Work, 8(4), pp.301-309. 
 
Creswell, J. W., & Creswell, J. D. (2017). Research design: Qualitative, quantitative, and 
mixed methods approaches. Sage publications. 
 
Creswell, J. W., & Miller, D. L. (2000). Determining validity in qualitative inquiry. Theory 
into practice, 39(3), pp.124-130. 
 
Crosby, S. D., Hsu, H. T., Jones, K., & Rice, E. (2018). Factors that contribute to help-
seeking among homeless, trauma-exposed youth: A social-ecological perspective. Children 
and Youth Services Review, 93, pp.126-134. 
 
Cross, S. (2013). Laughing at lunacy: Othering and comic ambiguity in popular humour 
about mental distress. Social Semiotics, 23(1), pp.1-17. 
 
Crotty, M. (1998). The foundations of social science research. New South Wales: Allen & 
Unwin. 
 
Cullingford, E. (2014). American Dreams: Emigration or Exile in Contemporary Irish 
Fiction?. Éire-Ireland, 49(3), pp.60-94. 
 
Daeem, R., Mansbach-Kleinfeld, I., Farbstein, I., Apter, A., Elias, R., Ifrah, A., ... & Fennig, 
S. (2019). Barriers to help-seeking in Israeli Arab minority adolescents with mental health 
problems: results from the Galilee study. Israel journal of health policy research, 8(1), pp.1-
14. 
 
Damian, A. J., Gallo, J. J., & Mendelson, T. (2018). Barriers and facilitators for access to 
mental health services by traumatized youth. Children and youth services review, 85, 273-
278. 
 
Dardas, L. A., Silva, S. G., Smoski, M. J., Noonan, D., & Simmons, L. A. (2017). Personal 
and perceived depression stigma among Arab adolescents: Associations with depression 
severity and personal characteristics. Archives of Psychiatric Nursing, 31(5), pp.499-506. 
 



331 

Das-Munshi, J., Clark, C., Dewey, M. E., Leavey, G., Stansfeld, S. A., & Prince, M. J. 
(2014). Born into adversity: psychological distress in two birth cohorts of second-generation 
Irish children growing up in Britain. Journal of public health, 36(1), pp.92-103. 
 
Davies, A. (2018). From ‘disorder’ to ‘challenge’: Using lifespan development theories to 
reframe distress. Counselling Psychology Review. 
 
Davies, E. B., & Bergin, A. D. (2021). Commentary: Let’s get digital: a commentary on 
Halldorsson et al.'s call for more rigorous development and evaluation of immersive digital 
interventions for children and young people's mental health. Journal of Child Psychology and 
Psychiatry, 62(5), pp.606-609. 
 
Davison, J., Zamperoni, V., & Stain, H. J. (2017). Vulnerable young people’s experiences of 
child and adolescent mental health services. Mental Health Review Journal, 22(2), pp.95-110. 
 
De Anstiss, H., Ziaian, T., Procter, N., Warland, J., & Baghurst, P. (2009). Help-seeking for 
mental health problems in young refugees: A review of the literature with implications for 
policy, practice, and research. Transcultural psychiatry, 46(4), pp.584-607. 
 
De Anstiss, H., & Ziaian, T. (2010). Mental health help-seeking and refugee adolescents: 
Qualitative findings from a mixed-methods investigation. Australian Psychologist, 45(1), 
pp.29-37.  
 
De Santisteban, P., Del Hoyo, J., Alcázar-Córcoles, M. Á., & Gámez-Guadix, M. (2018). 
Progression, maintenance, and feedback of online child sexual grooming: A qualitative 
analysis of online predators. Child Abuse & Neglect, 80, pp.203-215. 
 
Del Mauro, J. M., & Williams, D. J. (2013). Children and adolescents’ attitudes toward 
seeking help from professional mental health providers. International Journal for the 
Advancement of Counselling, 35(2), pp.120-138.  
 
Department of Education, (2014). Education (Welfare) Act, 2000. Viewed 21st October 2021 
<https://www.irishstatutebook.ie/eli/2000/act/22/enacted/en/html>.  
 
Department of Education, (2021). Diversity of patronage. Viewed 23rd October 2021 
<https://www.education.ie/en/Schools-Colleges/Information/Diversity-of-
Patronage/Diversity-of-Patronage-Survey-of-Parents.html>. 
 
Department of Children, Equality, Disability, Integration & Youth, (2021). Mother and baby 
homes report. Viewed 19th July 2021, <https://www.gov.ie/en/publication/873470-
commission-of-investigation-into-mother-and-baby-homes-and-certain-r/>. 
 
Department of Justice, (2021). Travel visa to Northern Ireland. Viewed 20th September 2021, 
<http://www.inis.gov.ie/en/INIS/Pages/Frequently+asked+questions>. 
 
Dey, M., Reavley, N. J., & Jorm, A. F. (2016). Young people's difficulty in talking to others 
about mental health problems: An analysis of time trends in Switzerland. Psychiatry 
research, 237, pp.159-165. 
 
Denzin, N. K., & Lincoln, Y. S. (2013). Qualitative Research. Sage. 



332 

 
Dogra, N., Omigbodun, O., Adedokun, T., Bella, T., Ronzoni, P., & Adesokan, A. (2012). 
Nigerian secondary school children’s knowledge of and attitudes to mental health and 
illness. Clinical child psychology and psychiatry, 17(3), pp.336-353.  
 
Donegal County Council, (2016). The Donegal Local & Economic Plan 2016-2022. Viewed 
September 24th <www.donegalcoco.ie/reports. Retrieved October 2021>. 
 
Dopp, A. R., & Lantz, P. M. (2020). Moving upstream to improve children’s mental health 
through community and policy change. Administration and Policy in Mental Health and 
Mental Health Services Research, 47(5), pp.779-787. 
 
dos Santos Martin, I., Giacon, B. C. C., Vedana, K. G. G., Zanetti, A. C. G., Fendrich, L., & 
Galera, S. A. F. (2018). Where to seek help? Barriers to beginning treatment during the first-
episode psychosis. International journal of nursing sciences, 5(3), pp.249-254. 
 
Doyle, L., Sheridan, A., & Treacy, M. P. (2017). Motivations for adolescent self‐harm and 
the implications for mental health nurses. Journal of psychiatric and mental health nursing, 
24(2-3), pp.134-142. 
 
Draucker, C. B. (2005). Processes of mental health service use by adolescents with 
depression. Journal of Nursing Scholarship, 37(2), pp.155-162.  
 
Eagly, A. H., & Chaiken, S. (1993). The psychology of attitudes. Harcourt brace Jovanovich 
college publishers. 
 
Eigenhuis, E., Waumans, R. C., Muntingh, A. D., Westerman, M. J., van Meijel, M., 
Batelaan, N. M., & van Balkom, A. J. (2021). Facilitating factors and barriers in help-seeking 
behaviour in adolescents and young adults with depressive symptoms: A qualitative 
study. PloS one, 16(3), pp.e0247516. 
 
Eisenberg, D., Golberstein, E., & Gollust, S. E. (2007). Help-seeking and access to mental 
health care in a university student population. Medical care, 594-601. 
 
Eisenberg, D., Downs, M. F., Golberstein, E., & Zivin, K. (2009). Stigma and help seeking 
for mental health among college students. Medical Care Research and Review, 66(5), pp.522-
541. 
 
Eisenberg, D., Hunt, J., & Speer, N. (2012). Help seeking for mental health on college 
campuses: Review of evidence and next steps for research and practice. Harvard review of 
psychiatry, 20(4), pp.222-232.  
 
Ejorh, T. (2012). Modern African migrations to Ireland: Patterns and contexts. Journal of 
Ethnic and Migration Studies, 38(4), pp.577-593. 
 
Ellis, B. H., Lincoln, A. K., Charney, M. E., Ford-Paz, R., Benson, M., & Strunin, L. (2010). 
Mental health service utilization of Somali adolescents: religion, community, and school as 
gateways to healing. Transcultural Psychiatry, 47(5), pp.789-811. 
 
Erikson, E. H. (1950). Childhood and society. New York. Norton & Company. 



333 

 
Erikson, E. H. (1964). Insight and responsibility. New York: Norton. 
 
Erikson, E. H. (1968). Identity: Youth and crisis. New York: Norton. 
 
Evans, J. A. (2014). The EU's" Lack of Consensus": Uneven Demands for LGBT Rights in 
Eastern Europe. LGBTQ Policy Journal, 5. 
 
Fanning, B. (2012). Anti-Traveller racism in Ireland: Violence and incitement to hatred. In 
Racial, Ethnic, and Homophobic Violence (pp.119-134). Routledge-Cavendish. 
 
Fanning, B. (2018). Racism and social change in the Republic of Ireland. Manchester 
University Press. 
 
Fargas-Malet, M., & Dillenburger, K. (2015). Correction to Children Drawing Their Own 
Conclusions: Children's Perceptions of a" Postconflict" Society [Peace and Conflict: Journal 
of Peace Psychology, 2014, 20 (2), pp.135-149]. Peace and Conflict: Journal of Peace 
Psychology, 21(2), pp.196. 
 
Fargas-Malet, M., & McSherry, D. (2017). The mental health and help-seeking behaviour of 
children and young people in care in Northern Ireland: Making services accessible and 
engaging. British Journal of Social Work, 48(3), pp.578-595  
 
Farlow, A. (2013). Crash and beyond: Causes and consequences of the global financial 
crisis. Oxford University Press. 
 
Faugier, J., & Sargeant, M. (1997). Sampling hard to reach populations. Journal of advanced 
nursing, 26(4), pp.790-797. 
 
Fekih‐Romdhane, F., Chebbi, O., Sassi, H. and Cheour, M., 2021. Knowledge, attitude and 
behaviours toward mental illness and help‐seeking in a large nonclinical Tunisian student 
sample. Early Intervention in Psychiatry, 15(5), pp.1292-1305. 
 
Frost, M., Casey, L., & Rando, N. (2015). Self-injury, help-seeking, and the Internet. Crisis. 
 
Ferrin, M., Gledhill, J., Kramer, T., & Garralda, M. E. (2009). Factors influencing primary 
care attendance in adolescents with high levels of depressive symptoms. Social psychiatry 
and psychiatric epidemiology, 44(10), pp.825-833. 
 
Finkelhor, D., Shattuck, A., Turner, H., & Hamby, S. (2015). A revised inventory of adverse 
childhood experiences. Child abuse & neglect, 48, pp.13-21 
 
Fish, J. N. (2020). Future directions in understanding and addressing mental health among 
LGBTQ youth. Journal of Clinical Child & Adolescent Psychology, 49(6), pp.943-956. 
 
Fishbein, M. (1963). An investigation of the relationships between beliefs about an object and 
the attitude toward that object. Human relations, 16(3), pp.233-239. 
 
Fletcher, R., & Jenkins, J. (2019). Polarisation and the news media in Europe. 
 



334 

Focus Ireland, (2018). Young People – Ireland’s forgotten homeless. Viewed 6th September 
2021, <https://www.focusireland.ie/young-people-irelands-forgotten-homeless/>. 
 
Forde, C., Horgan, D., Martin Dr, S., & Parkes, A. (2017). Children and young people’s 
participation in the community in Ireland: Experiences and issues. Irish Journal of Applied 
Social Studies, 17(1), 2. 
 
Forde, C., Horgan, D., Martin, S., & Parkes, A. (2018). Learning from children’s voice in 
schools: Experiences from Ireland. Journal of Educational Change, 19(4), 489-509. 

Forde, C. (2020). Participatory governance in Ireland: Institutional innovation and the quest 
for joined-up thinking. Administration (Dublin), pp.68(3), 1-20. 

Forkby, T., & Kiilakoski, T. (2014). Building capacity in youth work: Perspectives and practice 

in youth clubs in Finland and Sweden. Youth & Policy, 112(2014), pp.1-17. 

Fotaki, M., & Hyde, P. (2015). Organizational blind spots: Splitting, blame and idealization 
in the National Health Service. Human relations, 68(3), pp.441-462. 
 
Fourny, M. (2013). The border as liminal space. A proposal for analyzing the emergence of a 
concept of the mobile border in the context of the Alps. Revue De Geographie Alpine-journal 
of Alpine Research. 

Fox, C. L., & Butler, I. (2007). ‘If you don't want to tell anyone else you can tell her’: Young 
people's views on school counselling. British Journal of Guidance & Counselling, 35(1), 
pp.97-114.  
 
Freedenthal, S., & Stiffman, A. R. (2007). Suicidal behavior in urban American Indian 
adolescents: A comparison with reservation youth in a southwestern state. Suicide and Life-
Threatening Behavior, 34(2), pp.160-171. 
 
Fröjd, S., Marttunen, M., Pelkonen, M., von der Pahlen, B., & Kaltiala-Heino, R. (2007). 
Adult and peer involvement in help-seeking for depression in adolescent population. Social 
psychiatry and psychiatric epidemiology, 42(12), pp.945-952. 
 
Frost, M., Casey, L., & Rando, N. (2015). Self-injury, help-seeking, and the Internet. Crisis. 
 
Fukuda, C. C., Penso, M. A., Amparo, D. M. D., Almeida, B. C. D., & Morais, C. D. A. 
(2016). Mental health of young Brazilians: Barriers to professional help-seeking. Estudos de 
Psicologia (Campinas), 33, pp.355-365. 
 
Gaiha, S. M., Taylor Salisbury, T., Koschorke, M., Raman, U., & Petticrew, M. (2020). 
Stigma associated with mental health problems among young people in India: a systematic 
review of magnitude, manifestations and recommendations. BMC psychiatry, 20(1), pp.1-24. 
 
Gall, S. (1985). Help-Seeking Behavior in Learning. Review of Research in Education, 12, 
55-90. doi:10.2307/1167146 
 



335 

Galletta, A. (2013). Mastering the semi-structured interview and beyond. New York 
University Press. 
 
Gatt, J. M., Alexander, R., Emond, A., Foster, K., Hadfield, K., Mason-Jones, A., ... & Wu, 
Q. (2020). Trauma, resilience, and mental health in migrant and non-migrant youth: an 
international cross-sectional study across six countries. Frontiers in psychiatry, 10, 997. 
 
Gebreegziabher, Y., Girma, E., & Tesfaye, M. (2019). Help-seeking behavior of Jimma 
university students with common mental disorders: a cross-sectional study. PloS one, 14(2), 
pp.e0212657. 
 
Ghaljaie, F., Naderifar, M., & Goli, H. (2017). Snowball sampling: A purposeful method of 
sampling in qualitative research. Strides in Development of Medical Education, 14(3). 
 
Gibson, F. (2007). Conducting focus groups with children and young people: strategies for 
success. Journal of research in nursing, 12(5), pp.473-483. 
 
Gilchrist, H., & Sullivan, G. (2006). Barriers to help-seeking in young people: Community 
beliefs about youth suicide. Australian Social Work, 59(1), pp.73-85.  
 
Glaser, B. G. (1978). Theoretical sensitivity. Mill Valley, CA: Sociology Press 
 
Glaser, B. G. (1992). Emergence vs. forcing basics of grounded theory analysis. Mill Valley, 
CA: The Sociology Press. 
 
Glaser, B. G., & Strauss, A. L. (1967). The discovery of grounded theory: Strategies for 
qualitative research. Chicago: Aldine. 
 
Golafshani, N. (2003). Understanding reliability and validity in qualitative research. The 
qualitative report, 8(4), pp.597-607. 
 
Gonzalez, J. M., Alegria, M., & Prihoda, T. J. (2005). How do attitudes toward mental health 
treatment vary by age, gender, and ethnicity/race in young adults?. Journal of community 
psychology, 33(5), pp.611-629. 
 
Goodwin, J., Savage, E., & Horgan, A. (2016). Adolescents' and young Adults' beliefs about 
mental health services and care: a systematic review. Archives of Psychiatric Nursing, 30(5), 
pp.636-644.  
 
Gopalkrishnan, N. (2018). Cultural diversity and mental health: Considerations for policy and 
practice. Frontiers in public health, 6, 179. 
 
Gronholm, P. C., Ford, T., Roberts, R. E., Thornicroft, G., Laurens, K. R., & Evans-Lacko, S. 
(2015). Mental health service use by young people: the role of caregiver characteristics. PLoS 
One, 10(3), pp.e0120004. 
 
Gronholm, P. C., Thornicroft, G., Laurens, K. R., & Evans-Lacko, S. (2017). Mental health-
related stigma and pathways to care for people at risk of psychotic disorders or experiencing 
first-episode psychosis: a systematic review. Psychological medicine, 47(11), 1867-1879. 
 



336 

Guadagno, R. E., & Guttieri, K. (2021). Fake news and information warfare: An examination 
of the political and psychological processes from the digital sphere to the real world. In 
Research Anthology on Fake News, Political Warfare, and Combatting the Spread of 
Misinformation (pp.218-242). IGI Global. 
 
Gulliver, A., Griffiths, K. M., & Christensen, H. (2010). Perceived barriers and facilitators to 
mental health help-seeking in young people: A systematic review. BMC Psychiatry, 10(1), 
pp.113. 
 
Guthrie, E. R. (1942). Conditioning: A theory of learning in terms of stimulus, response, and 
association. 
 
Hackett, C. L., Mulvale, G., & Miatello, A. (2018). Co‐designing for quality: Creating a user‐
driven tool to improve quality in youth mental health services. Health Expectations, 21(6), 
1013-1023. 
 
Halladay, J., Bennett, K., Weist, M., Boyle, M., Manion, I., Campo, M., & Georgiades, K. 
(2020). Teacher-student relationships and mental health help seeking behaviors among 
elementary and secondary students in Ontario Canada. Journal of school psychology, 81, 
pp.1-10. 
 
Handcock, M. S., & Gile, K. (2007). Modeling social networks with sampled or missing data. 
Center for Statistics in the Social Sciences, Univ. Washington. Available at http://www. csss. 
washington. edu/Papers. 
 
Harland, K., Morgan, T., & Muldoon, O. (2005). The nature of youth work in Northern 
Ireland: Purpose, contribution and challenges. Department of Education. 
 
Hayward, K. (2017). Bordering on Brexit: Views from local communities in the central 
border region of Ireland/Northern Ireland. Queen's University Belfast. 
 
Health Service Executive, (2007). An introduction to the HSE.  
 
Health Service Executive, (2021). Child and adolescent mental health services (CAMHS). 
Viewed 3rd September, 2021, <https://www2.hse.ie/wellbeing/mental-health/child-and-
adolescent-mental-health-services/accessing.html>.  
 
Hegarty, S. (2014). The Rosses and Gweedore. Irish Literary Supplement, 34(1), pp.5-6. 
 
Hernan, A., Philpot, B., Edmonds, A., & Reddy, P. (2010). Healthy minds for country youth: 
Help‐seeking for depression among rural adolescents. Australian Journal of Rural Health, 18, 
pp.118-124.  
 
Hengartner, M. P. (2020). antidepressant prescriptions in children and adolescents. Frontiers 
in Psychiatry, 11, 1147. 
 
Hickie, I. B., & McGorry, P. D. (2007). Increased access to evidence‐based primary mental 
health care: will the implementation match the rhetoric?. Medical Journal of 
Australia, 187(2), pp.100-103.  
 



337 

Higgins, A., Doyle, L., Downes, C., Murphy, R., Sharek, D., DeVries, J., Begley, T., McCann, 
E., Sheerin, F. & Smyth, S. (2016) The LGBTIreland Report: national study of the mental 
health and wellbeing of lesbian, gay, bisexual, transgender and intersex people in Ireland. 
GLEN. 

Hodgekins, J., Clarke, T., Cole, H., Markides, C., Ugochukwu, U., Cairns, P., ... & Wilson, J. 
(2017). Pathways to care of young people accessing a pilot specialist youth mental health 
service in Norfolk, United Kingdom. Early intervention in psychiatry, 11(5), pp.436-443. 
 
Horvath, M. A., Alys, L., Massey, K., Pina, A., Scally, M., & Adler, J. R. (2013). Basically... 
porn is everywhere: a rapid evidence assessment on the effects that access and exposure to 
pornography has on children and young people. Office of the Children's Commissioner for 
England, London, UK 
 
Höylä, S. (2012). Youth work in Finland. Viewed October 22nd 
<https://www.theseus.fi/handle/10024/42360>. 
 
Hughes, R., & Huby, M. (2004). The construction and interpretation of vignettes in social 
research. Social Work and Social Sciences Review, 11(1), pp.36-51. 
 
Ibrahim, N., Amit, N., Shahar, S., Wee, L.H., Ismail, R., Khairuddin, R., Siau, C.S. and 
Safien, A.M., (2019). Do depression literacy, mental illness beliefs and stigma influence 
mental health help-seeking attitude? A cross-sectional study of secondary school and 
university students from B40 households in Malaysia. BMC public health, 19(4), pp.1-8. 
 
Inglis, T. (Ed.). (2015). Are the Irish different?. Manchester University Press. 
 
Jackson Williams, D. J. (2012). Where do Jamaican adolescents turn for psychological help?. 
In Child & Youth Care Forum (Vol. 41, No. 5, pp.461-477). Springer US. 
 
Jackson Williams, D. (2014). Help-seeking among Jamaican adolescents: an examination of 
individual determinants of psychological help-seeking attitudes. Journal of Black 
Psychology, 40(4), pp.359-383. 
 
Jeffs, T. (2020). Changing their ways: Youth work and ‘underclass’ theory. In Youth, the 
‘underclass’ and social exclusion (pp.153-166). Routledge. 
 
Jigsaw, (2022). Young people’s health in mind. Viewed 5th March, 2022 
<https://jigsaw.ie/what-we-do/> 
 
Johnston, K., Chen, M. M., & Hauman, M. (2013). Use, perception and attitude of university 
students towards Facebook and Twitter. Electronic Journal of Information Systems 
Evaluation, 16(3), pp.200-210. 
 
Jones, S., Hassett, A., & Sclare, I. (2017). Experiences of engaging with mental health 
services in 16-to 18-year-olds: an interpretative phenomenological analysis. Sage Open, 7(3), 
2158244017719113. 
 
Jordan, S., & Morrissey, C. (2013). " On what grounds?" LGBT asylum claims in Canada. 
Forced Migration Review, (42), 13. 



338 

 
Jorm, A. F. (2000). Mental health literacy: Public knowledge and beliefs about mental 
disorders. The British Journal of Psychiatry, 177(5), 396-401. 
 
Jorm, A. F., Kelly, C. M., Wright, A., Parslow, R. A., Harris, M. G., & McGorry, P. D. 
(2006). Belief in dealing with depression alone: Results from community surveys of 
adolescents and adults. Journal of affective disorders, 96(1-2), 59-65. 
 
Jorm, A. F., Morgan, A. J., & Wright, A. (2008). A comparison of clinician, youth, and 
parent beliefs about helpfulness of interventions for early psychosis. Psychiatric 
Services, 59(10), 1115-1120.  
 
Judd, F., Jackson, H., Komiti, A., Murray, G., Fraser, C., Grieve, A., & Gomez, R. (2006). 
Help-seeking by rural residents for mental health problems: the importance of agrarian 
values. Australian and New Zealand Journal of Psychiatry, 40(9), 769-776.  
 
Katz, C., Tsur, N., Talmon, A., & Nicolet, R. (2021). Beyond fight, flight, and freeze: 
towards a new conceptualization of peritraumatic responses to child sexual abuse based on 
retrospective accounts of adult survivors. Child Abuse & Neglect, 112, 104905. 
 
Kauer, S. D., Mangan, C., & Sanci, L. (2014). Do online mental health services improve 
help-seeking for young people? A systematic review. Journal of medical Internet research, 
16(3), e66. 
 
Keating, S., Morgan, M., & Collins, B. (2018). Relationships and Sexuality Education (RSE) 
in primary and post-primary Irish schools. Dublin: NCCA. 
 
Kelly, C. M., Mithen, J. M., Fischer, J. A., Kitchener, B. A., Jorm, A. F., Lowe, A., & 
Scanlan, C. (2011). Youth mental health first aid: a description of the program and an initial 
evaluation. International Journal of Mental Health Systems, 5(1), 1-9. 
 
Khann, S., Minh, D. H., & Weiss, B. (2019). Predictors of Mental Health Help Seeking 
Among Cambodian Adolescents. VNU Journal of Science: Education Research, 35(3). 
 
Kilian, A., & Williamson, A. (2018). What is known about pathways to mental health care 
for Australian Aboriginal young people?: a narrative review. International journal for equity 
in health, 17(1), 1-9. 
 
Kim, H. C. (2021). Mediating effect of stigma on the relationship between mental health 
literacy and help-seeking attitudes among university students in South Korea. International 
Journal of Mental Health, 1-16. 
 
Klein, M. (1952). The origins of transference. International Journal of Psycho-Analysis, 33, 
433-438. 
 
Klineberg, E., Biddle, L., Donovan, J., & Gunnell, D. (2011). Symptom recognition and help 
seeking for depression in young adults: a vignette study. Social Psychiatry and Psychiatric 
Epidemiology, 46(6), 495-505.  
 



339 

Kosyluk, K. A., Al-Khouja, M., Bink, A., Buchholz, B., Ellefson, S., Fokuo, K., ... & 
Corrigan, P. W. (2016). Challenging the stigma of mental illness among college students. 
Journal of adolescent health, 59(3), 325-331. 
 
Kosyluk, K. A., Conner, K. O., Al-Khouja, M., Bink, A., Buchholz, B., Ellefson, S., ... & 
Corrigan, P. W. (2021). Factors predicting help seeking for mental illness among college 
students. Journal of Mental Health, 30(3), 300-307. 
 
Kranke, D., Guada, J., Kranke, B., & Floersch, J. (2012). What do African American youth 
with a mental illness think about help-seeking and psychiatric medication?: Origins of 
stigmatizing attitudes. Social Work in Mental Health, 10(1), 53-71. 
 
Kroger, J., & Marcia, J. E. (2011). The identity statuses: Origins, meanings, and 
interpretations. In Handbook of identity theory and research (pp.31-53). Springer, New York, 
NY. 
 
Krueger, R.A. (1994) Focus Groups: A Practical Guide for Applied Research, 2nd edn. 
Thousand Oaks: Sage Publications  
 
Kutcher, S., Wei, Y., & Coniglio, C. (2016). Mental health literacy: past, present, and future. 
The Canadian Journal of Psychiatry, 61(3), 154-158. 
 
Labelle, M.W. (2012). Liminality and emerging adulthood: the influence of youth programs on 

self-identity. 

Lalor, K., O'Dwyer, S., & McCrann, D. (2006). Review of a community-based youth 
counselling service in Ireland. Children and Youth Services Review, 28(3), 325-345. 
 
Lambert, S. D., & Loiselle, C. G. (2008). Combining individual interviews and focus groups 
to enhance data richness. Journal of advanced nursing, 62(2), 228-237. 
 
Larson P. (2014) Liminality. In: Leeming D.A. (eds) Encyclopaedia of Psychology and 
Religion. Springer, Boston, MA.  
 
Law, H., Gee, B., Dehmahdi, N., Carney, R., Jackson, C., Wheeler, R., ... & Clarke, T. 
(2020). What does recovery mean to young people with mental health difficulties? – “It’s not 
this magical unspoken thing, it’s just recovery”. Journal of Mental Health, 29(4), pp.464-472. 
 
Leahy, E., O’Flaherty, J., & Hearne, L. (2017). The ‘tyranny of time’: getting to the heart of 
the impact of educational cuts on the provision of guidance counselling in Ireland. British 
Journal of Guidance & Counselling, 45(1), pp.97-111. 
 
Leavey, G., Rothi, D., & Paul, R. (2011). Trust, autonomy and relationships: the help-seeking 
preferences of young people in secondary level schools in London (UK). Journal of 
adolescence, 34(4), pp.685-693. 
 
Leavey, G., Rosato, M., Harding, S., Corry, D., Divin, N., & Breslin, G. (2020). Adolescent 
mental health problems, suicidality and seeking help from general practice: A cross-sectional 



340 

study (Northern Ireland Schools and Wellbeing study). Journal of affective disorders, 274, 
pp.535-544. 
 
Lee, S., Juon, H. S., Martinez, G., Hsu, C. E., Robinson, E. S., Bawa, J., & Ma, G. X. (2009). 
Model minority at risk: Expressed needs of mental health by Asian American young adults. 
Journal of community health, 34(2), pp.144-152. 
 
Lee, J., Powers, L., Geenen, S., Schmidt, J., Blakeslee, J., & Hwang, I. (2018). Mental health 
outcomes among youth in foster care with disabilities. Children and Youth Services Review, 
94, pp.27-34. 
 
Lee, R., Scodes, J., van Der Ven, E., Alves‐Bradford, J. M., Mascayano, F., Smith, S., & 
Dixon, L. (2021). Sociodemographic, clinical and help‐seeking characteristics of homeless 
young people with recent onset of psychosis enrolled in specialized early intervention 
services. Early Intervention in Psychiatry, 15(4), pp.1044-1050. 
 
Lincoln, Y. S., & Guba, E. G. (2016). The constructivist credo. Routledge. 
 
Lindsey, C. R., & Kalafat, J. (1998). Adolescents' views of preferred helper characteristics 
and barriers to seeking help from school-based adults. Journal of Educational and 
Psychological Consultation, 9(3), pp.171-193. 
 
Loureiro, L. M., Jorm, A. F., Mendes, A. C., Santos, J. C., Ferreira, R. O., & Pedreiro, A. T. 
(2013). Mental health literacy about depression: a survey of portuguese youth. BMC 
psychiatry, 13(1), pp.1-8. 
 
Lubman, D. I., Berridge, B. J., Blee, F., Jorm, A. F., Wilson, C. J., Allen, N. B., ... & Wolfe, 
R. (2016). A school-based health promotion programme to increase help-seeking for 
substance use and mental health problems: study protocol for a randomised controlled 
trial. Trials, 17(1), pp.393. 
 
Litosseliti, L. (2003). Using focus groups in research. London, England: A&C Black. 
 
Long, M. (2021). Derry Girls and containment: conflict-related and transgenerational trauma 
in Northern Ireland. Journal of Psychosocial Studies, 14(1), pp.3-17. 
 
Loos, S., Walia, N., Becker, T. and Puschner, B., 2018. Lost in transition? Perceptions of 
health care among young people with mental health problems in Germany: a qualitative 
study. Child and adolescent psychiatry and mental health, 12(1), p.41. 
 
Lynch, L., Long, M. & Moorhead, A. (2018) Young men, help-seeking & mental health 
services: exploring barriers and solutions. American Journal of Men's Health. 
 
Lynch, L., Moorhead, A., Long, M., & Hawthorne-Steele, I. (2020). What Type of Helping 
Relationship Do Young People Need? Engaging and Maintaining Young People in Mental 
Health Care—A Narrative Review. Youth & Society, 0044118X20902786. 
 
MacDonald, K., Fainman-Adelman, N., Anderson, K. K., & Iyer, S. N. (2018). Pathways to 
mental health services for young people: a systematic review. Social psychiatry and 
psychiatric epidemiology, 53(10), pp.1005-1038. 



341 

 
MacDonald, R., & Macdonald, R. (Eds.). (2020). Youth, theunderclass' and social exclusion. 
Routledge. 
 
Mackay, H. (2012). The 'unfocused' group discussion technique. Australasian Journal of 
Market & Social Research, 20(2). 
 
Mackenzie, C. S., Erickson, J., Deane, F. P., & Wright, M. (2014). Changes in attitudes 
toward seeking mental health services: A 40-year cross-temporal meta-analysis. Clinical 
Psychology Review, 34(2), pp.99-106. 
 
Mackenzie, N., & Knipe, S. (2006). Research dilemmas: Paradigms, methods and 
methodology. Issues in educational research, 16(2), pp.193-205. 
 
MacLean, A., Hunt, K., & Sweeting, H. (2013). Symptoms of mental health problems: 
Children’s and adolescents’ understandings and implications for gender differences in help 
seeking. Children & society, 27(3), pp.161-173  
 
Mahsoon, A., Sharif, L., Banakhar, M., Alasmee, N., Almowallad, E., Jabali, R., ... & Assur, 
S. (2020). Parental support, beliefs about mental illness, and mental help-seeking among 
young adults in Saudi Arabia. International journal of environmental research and public 
health, 17(15), pp.5615. 
 
Maiuolo, M., Deane, F. P., & Ciarrochi, J. (2019). Parental authoritativeness, social support 
and help-seeking for mental health problems in adolescents. Journal of youth and 
adolescence, 48(6), pp.1056-1067. 
 
Maloney, C. A., Abel, W. D., & McLeod, H. J. (2020). Jamaican adolescents' receptiveness 
to digital mental health services: A cross-sectional survey from rural and urban communities. 
Internet Interventions, 21, 100325. 
 
Mariu, K. R., Merry, S. N., Robinson, E. M., & Watson, P. D. (2012). Seeking professional 
help for mental health problems, among New Zealand secondary school students. Clinical 
child psychology and psychiatry, 17(2), pp.284-297. 
 
Markee, N. (2013). Emic and etic in qualitative research. The encyclopedia of applied 
linguistics, 404-427. 
 
Martin, S., Forde, C., Horgan, D., & Mages, L. (2018). Decision-making by children and young 
people in the home: The nurture of trust, participation and independence. Journal of Child and 
Family Studies, 27(1), 198-210. 

 
Martín-Arbós, S., Castarlenas, E., & Dueñas, J. M. (2021). Help-Seeking in an Academic 
Context: A Systematic Review. Sustainability, 13(8), pp.4460. 
 
Martinez, A. B., Co, M., Lau, J., & Brown, J. S. (2020). Filipino help-seeking for mental 
health problems and associated barriers and facilitators: a systematic review. Social 
Psychiatry and Psychiatric Epidemiology, 55(11), pp.1397-1413. 
 



342 

Masillo, A., Brandizzi, M., Nelson, B., Lo Cascio, N., Saba, R., Lindau, J. F., ... & Fiori 
Nastro, P. (2018). Youth mental health services in Italy: An achievable dream?. Early 
intervention in psychiatry, 12(3), pp.433-443. 
 
Masuda, A., Price, M., Anderson, P. L., Schmertz, S. K., & Calamaras, M. R. (2009). The 
role of psychological flexibility in mental health stigma and psychological distress for the 
stigmatizer. Journal of Social and Clinical Psychology, 28(10), pp.1244-1262. 
 
Masuda, A., & Boone, M. S. (2011). Mental health stigma, self-concealment, and help-
seeking attitudes among Asian American and European American college students with no 
help-seeking experience. International Journal for the Advancement of Counselling, 33(4), 
pp.266-279.  
 
Mathews, M., & Mitrović, T. (2008). How does students’ help-seeking behaviour affect 
learning?. In International conference on intelligent tutoring systems (pp.363-372). Springer, 
Berlin, Heidelberg. 
 
Mazzer, K. R., & Rickwood, D. J. (2009). Community gatekeepers’ advice to young people 
to seek help from mental health professionals: Youth workers and sport coaches. 
International Journal of Mental Health Promotion, 11(2), pp.13-23. 
 
Mbuthia, J. W., Kumar, M., Falkenström, F., Kuria, M. W., & Othieno, C. J. (2018). 
Attributions and private theories of mental illness among young adults seeking psychiatric 
treatment in Nairobi: an interpretive phenomenological analysis. Child and adolescent 
psychiatry and mental health, 12(1), pp.28. 
 
McAlinden, A. M. (2012). 'Grooming' and the Sexual Abuse of Children: Institutional, 
Internet and Familial Dimensions. Oxford University Press. 
 
McCann, T. V., & Lubman, D. I. (2012). Young people with depression and their experience 
accessing an enhanced primary care service for youth with emerging mental health problems: 
a qualitative study. BMC psychiatry, 12(1), pp.1-9. 
 
McDonough, A. M. (1995). When Irish Eyes Aren't Smiling-Legalizing Divorce in Ireland. 
Dick. J. Int'l L., 14, 647. 
 
McFadden, P., Taylor, B. J., Campbell, A., & McQuilkin, J. (2012). Systematically 
identifying relevant research: Case study on child protection social workers’ resilience. 
Research on Social Work Practice, 22(6), pp.626–636. 
 
McGee, H., Garavan, R., de Barra, M., Byrne, J., & Conroy, R. (2002). The SAVI report: 
Sexual abuse and violence in Ireland. Royal College of Surgeons Ireland. 
 
McGinn, A. H., Taylor, B. J., McColgan, M., & McQuilkin, J. (2016). Social work literature 
searching: Current issues with databases and online search engines. Research on Social Work 
Practice, 26(3), pp.266–277. 
 
McGorry, P., Bates, T., & Birchwood, M. (2013). Designing youth mental health services for 
the 21st century: examples from Australia, Ireland and the UK. The British Journal of 
Psychiatry, 202(s54), pp.s30-s35. 



343 

 
McGorry, P., Trethowan, J., & Rickwood, D. (2019). Creating headspace for integrated youth 
mental health care. World Psychiatry, 18(2), pp.140. 
 
McLafferty, M., Lapsley, C. R., Ennis, E., Armour, C., Murphy, S., Bunting, B. P., ... & 
O'Neill, S. M. (2017). Mental health, behavioural problems and treatment seeking among 
students commencing university in Northern Ireland. PloS one, 12(12), pp.e0188785. 
 
McLeod, J. (2011). Qualitative research in counselling and psychotherapy. Sage  
 
McLoone‐Richards, C. (2012). Say nothing! How pathology within Catholicism created and 
sustained the institutional abuse of children in 20th century Ireland. Child Abuse Review, 
21(6), pp.394-404. 
 
McNicholas, F., O’Connor, C., McNamara, N., & O’Hara, L. (2018). Eating disorder services 
for young people in Ireland: Perspectives of service providers, service users and the general 
adolescent population. Irish journal of psychological medicine, 35(4), pp.301-309. 
 
McSween, J. L. (2002). The role of group interest, identity, and stigma in determining mental 
health policy preferences. Journal of Health Politics, Policy and Law, 27(5), pp.773-800. 
 
Mead, G. H. (1932). The philosophy of the present. 
 
Meade, T., & Dowswell, E. (2016). Adolescents’ health-related quality of life (HRQoL) 
changes over time: a three year longitudinal study. Health and quality of life outcomes, 14(1), 
pp.1-8. 
 
Medlow, S., Kelk, N., Cohen, A., & Hickie, I. (2010). Facilitating early intervention: 
experiences of young people and implications for the shaping of headspace 
services. Australasian Psychiatry, 18(4), pp.335-339.  
 
Menzies, I. E. (1960). A case-study in the functioning of social systems as a defence against 
anxiety: A report on a study of the nursing service of a general hospital. Human relations, 
13(2), pp.95-121. 
 
Michelmore, L., & Hindley, P. (2012). Help‐seeking for suicidal thoughts and self‐harm in 
young people: A systematic review. Suicide and Life‐Threatening Behavior, 42(5), pp.507-
524. 
 
Millar, M. (2003). new: exploring the Mother. Public Administration and Public Policy in 
Ireland: Theory and Methods, 129. 
 
Miller, A. K., Canales, E. J., Amacker, A. M., Backstrom, T. L., & Gidycz, C. A. (2011). 
Stigma-threat motivated nondisclosure of sexual assault and sexual revictimization: A 
prospective analysis. Psychology of Women Quarterly, 35(1), pp.119-128. 
 
Mills, J., & Birks, M. (2014). Qualitative methodology: A practical guide. Sage. 
 
Mills, J., Bonner, A., & Francis, K. (2006). The development of constructivist grounded 
theory. International journal of qualitative methods, 5(1), pp.25-35. 



344 

 
Moen, Ø. L., & Hall-Lord, M. L. (2019). Adolescents' mental health, help seeking and 
service use and parents' perception of family functioning. Nordic Journal of Nursing 
Research, 39(1), pp.1-8.  
 
Morgan, A. J., & Jorm, A. F. (2009). Recall of news stories about mental illness by 
Australian youth: associations with help-seeking attitudes and stigma. Australian & New 
Zealand Journal of Psychiatry, 43(9), pp.866-872. 
 
Moore, A., Grime, J., Campbell, P., & Richardson, J. (2013). Troubling stoicism: 
Sociocultural influences and applications to health and illness behaviour. Health:, 17(2), 
pp.159-173. 
 
Moore, J., Thornton, C., & Hughes, M. (2017). On the Road to Resilience: The Help‐Seeking 
Experiences of Irish Emigrant Survivors of Institutional Abuse. Child abuse review, 26(5), 
pp.375-387. 
 
Moreno, M. A., Kerr, B. R., Jenkins, M., Lam, E., & Malik, F. S. (2019). Perspectives on 
smartphone ownership and use by early adolescents. Journal of Adolescent Health, 64(4), 
pp.437-442. 
 
Morgan, A. J., & Jorm, A. F. (2009). Recall of news stories about mental illness by 
Australian youth: associations with help-seeking attitudes and stigma. Australian & New 
Zealand Journal of Psychiatry, 43(9), pp.866-872. 
 
Morse, J. M., Barrett, M., Mayan, M., Olson, K., & Spiers, J. (2002). Verification strategies 
for establishing reliability and validity in qualitative research. International journal of 
qualitative methods, 1(2), pp.13-22. 
 
Moses, T. (2009). Stigma and self‐concept among adolescents receiving mental health 
treatment. American Journal of Orthopsychiatry, 79(2), pp.261-274.   
 
Murray, B. (2006). Ireland–a test case of Post-colonialism/Post colonialism. Educate~, 5(1), 
pp.15-25. 
 
Nada-Raja, S., Morrison, D., & Skegg, K. (2003). A population-based study of help-seeking 
for self-harm in young adults. Australian & New Zealand Journal of Psychiatry, 37(5), 
pp.600-605.  
 
Nadler A. (1987) Determinants of help-seeking behaviour: The effects of helper’s similarity, 
task centrality and recipient’s self-esteem. European Journal of Social Psychology; 17, 
pp.57–67. 
 
Nam, S. K., Chu, H. J., Lee, M. K., Lee, J. H., Kim, N., & Lee, S. M. (2010). A meta-analysis 
of gender differences in attitudes toward seeking professional psychological help. Journal of 
American College Health, 59, pp.110-116.  
 
Nam, S. K., Choi, S. I., Lee, J. H., Lee, M. K., Kim, A. R., & Lee, S. M. (2013). 
Psychological factors in college students' attitudes toward seeking professional psychological 
help: A meta-analysis. Professional Psychology: Research and Practice, 44(1), pp.37. 



345 

 
Narendorf, S. C. (2017). Intersection of homelessness and mental health: A mixed methods 
study of young adults who accessed psychiatric emergency services. Children and Youth 
Services Review, 81, pp.54-62. 
 
National Health Service, (2021). Children and young people's mental health services 
(CYPMHS). Viewed 3rd September, 2021, <https://www.nhs.uk/mental-health/nhs-voluntary-
charity-services/nhs-services/children-young-people-mental-health-services-cypmhs/>. 
 
National Health Service, (2022). Consent to services. Viewed 3rd March, 2022, 
<https://www.nhs.uk/conditions/consent-to-treatment/children/>. 

National Office of Suicide Prevention, (2021). Briefing on CSO Suicide Statistics. Viewed 
20th March 2022, <https://www.hse.ie/eng/services/list/4/mental-health-services/connecting-
for-life/publications/nosp-briefing-on-suicide-figures.html/>. 
 
Nearchou, F. A., Bird, N., Costello, A., Duggan, S., Gilroy, J., Long, R., ... & Hennessy, E. 
(2018). Personal and perceived public mental-health stigma as predictors of help-seeking 
intentions in adolescents. Journal of adolescence, 66, pp.83-90.  
 
Neier, A. (2020). The international human rights movement. Princeton University Press. 
Neilson, E. K., Mar, M. Y., Torchalla, I., Werker, G. R., Laing, A., & Krausz, M. (2014). 
Help-seeking experiences of youth with suicidal ideations. Journal of patient 
experience, 1(2), pp.22-27. 
 
Nelson-Le Gall, S., & Glor-Scheib, S. (1985). Help seeking in elementary classrooms: An 
observational study. Contemporary Educational Psychology, 10(1), pp.58-71. 
 
Nguyen, M. H., Le, T. T., Ho, M. T., Nguyen, H. T. T., & Vuong, Q. H. (2021). Alice in 
suicideland: exploring the suicidal ideation mechanism through the sense of connectedness 
and help-seeking behaviors. International journal of environmental research and public 
health, 18(7), pp.3681. 
 
The Northern Health and Social Care Trust (2022). About the trust. Viewed 23rd March < 
https://www.northerntrust.hscni.net/about-the-trust/>. 
Northern Ireland Statistics and Research Agency (2011). Census 2011 population statistics 
for Enniskillen settlement. Viewed 23rd March, 2022 
<https://www.ninis2.nisra.gov.uk/public/AreaProfileReportViewer.aspx?FromAPAddressMu
lipleRecords=Enniskillen@Exact%20match%20of%20location%20name:%20@Exact%20M
atch%20Of%20Location%20Name:%20%20Enniskillen@23> 
 
O'Connor, C. A., Dyson, J., Cowdell, F., & Watson, R. (2018). Do universal school‐based 
mental health promotion programmes improve the mental health and emotional wellbeing of 
young people? A literature review. Journal of clinical nursing, 27(3-4), pp.e412-e426. 
 
Ó Féich, P., & O’Connell, M. (2015). Changes in Roman Catholic Beliefs and Practices in 
Ireland between 1981 and 2008 and the Emergence of the Liberal Catholic. Journal of 
Contemporary Religion, 30(2), pp.231-247. 
 



346 

O'Neill, M. E., Peterson, K., Low, A., Carson, S., Denneson, L. M., Haney, E., &Kansagara, 
D. (2012). Suicide Prevention Interventions and Referral/Follow-Up Services: A Systematic 
Review. 
 
O’Neill, S., Ennis, E., Corry, C., & Bunting, B. (2018). Factors associated with suicide in 
four age groups: a population based study. Archives of suicide research, 22(1), pp.128-138 
 
Oexle, N., Ribeiro, W., Fisher, H.L., Gronholm, P.C., Laurens, K.R., Pan, P., Owens, S., 
Romeo, R., Rüsch, N. and Evans-Lacko, S., (2020). Childhood bullying victimization, self-
labelling, and help-seeking for mental health problems. Social psychiatry and psychiatric 
epidemiology, 55(1), pp.81-88. 
 
Office for National Statistics, (2019). Deaths registered in England and Wales (series DR): 
2018. United Kingdom: Office for National Statistics. 
 
Oh, E., Jorm, A. F., & Wright, A. (2008). Perceived helpfulness of websites for mental health 
information. Social psychiatry and psychiatric epidemiology, 44(4), pp.293. 
 
Oireachtas, (2021a), Health Act, 2018. Viewed 4th October 2021, 
<https://www.irishstatutebook.ie/eli/2018/act/31>. 
 
Oireachtas, (2021b), Marriage Equality Act 2015. Viewed 4th October 2021,  
<https://www.irishstatutebook.ie/eli/2015/act/35/enacted/en/html>.  
 
Oireachtas, (2022), Mental Health Act 2001. Viewed 4th March 2022,  
<https://www.irishstatutebook.ie/eli/2001/act/25/enacted/en/html >.  
 
Omisakin, F. D., & Ncama, B. P. (2011). Self, self-care and self-management concepts: 
implications for self-management education. Educational Research, 2(12), pp.1733-1737. 
 
Orlowski, S., Matthews, B., Lawn, S., Jones, G., Bidargaddi, N., & Venning, A. (2018). 
Designing for practice: understanding technology use in rural community-based youth mental 
health contexts. CoDesign. 
 
Palacios, J., & Jimenez, J. M. (2009). Kinship foster care: Protection or risk?. Adoption & 
fostering, 33(3), pp.64-75. 
 
Pan, C. H., Lee, M. B., Wu, C. Y., Liao, S. C., Chan, C. T., & Chen, C. Y. (2021). Suicidal 
ideation, psychopathology, and help-seeking in 15 to 19-year-old adolescents in Taiwan: A 
population-based study 2015-2019. Journal of affective disorders, 282, pp.846-851. 
 
Parker, R., Wellings, K., & Lazarus, J. V. (2009). Sexuality education in Europe: An 
overview of current policies. Sex Education, 9(3), pp.227-242. 
 
Pearrow, M. M., & Pollack, S. (2009). Youth empowerment in oppressive systems: 
Opportunities for school consultants. Journal of Educational and Psychological 
Consultation, 19(1), pp.45-60. 
 
Pearson, S., & Hyde, C. (2021). Influences on adolescent help-seeking for mental health 
problems. Journal of Psychologists and Counsellors in Schools, 31(1), pp.110-121. 



347 

 
Pedersen, E. R., & Paves, A. P. (2014). Comparing perceived public stigma and personal 
stigma of mental health treatment seeking in a young adult sample. Psychiatry 
research, 219(1), pp.143-150. 
 
Persson, S., Hagquist, C., & Michelson, D. (2017). Young voices in mental health care: 
Exploring children’s and adolescents’ service experiences and preferences. Clinical child 
psychology and psychiatry, 22(1), pp.140-151.  
 
Pheko, M. M., Chilisa, R., Balogun, S. K., & Kgathi, C. (2013). Predicting intentions to seek 
psychological help among Botswana university students: The role of stigma and help-seeking 
attitudes. Sage Open, 3(3), 2158244013494655. 
 
Phillipson, L., Jones, S. C., & Wiese, E. (2009). Effective communication only part of the 
strategy needed to promote help-seeking of young people with mental health 
problems. Social Marketing Quarterly, 15(2), pp.50-62. 
 
Piaget, J., & Cook, M. T. (1952). The origins of intelligence in children. 
 
Piaget, J. (1970). Science of education and the psychology of the child. Trans. D. Coltman. 
 
Pieta House, 2022. Suport our work. Viewed 27th March 2022, <https://www.pieta.ie/support-

our-work/fundraise/>. 

Pillemer, D. B., Ivcevic, Z., Gooze, R. A., & Collins, K. A. (2007). Self-Esteem Memories: 
Feeling Good About Achievement Success, Feeling Bad About Relationship Distress. 
Personality and Social Psychology Bulletin, 33(9), pp.1292–1305.  
 
Planey, A. M., Smith, S. M., Moore, S., & Walker, T. D. (2019). Barriers and facilitators to 
mental health help-seeking among African American youth and their families: A systematic 
review study. Children and Youth Services Review, 101, 190-200. 
 
Podina, I. R., Mogoase, C., David, D., Szentagotai, A., & Dobrean, A. (2016). A meta-
analysis on the efficacy of technology mediated CBT for anxious children and adolescents. 
Journal of Rational-Emotive & Cognitive-Behavior Therapy, 34(1), pp.31-50. 
 
Pompili, M. (2018). The increase of suicide rates: the need for a paradigm shift. The Lancet, 
392(10146), pp.474-475. 
 
Powell, K., Huxley, E. and Townsend, M., 2021. Mental health help seeking in young people 
and carers in out of home care: A systematic review. Children and Youth Services Review, 
p.106088. 
 
Prave, A. R., Fallick, A. E., Thomas, C. W., & Graham, C. M. (2009). A composite C-isotope 
profile for the Neoproterozoic Dalradian Supergroup of Scotland and Ireland. Journal of the 
Geological Society, 166(5), pp.845-857. 
 



348 

Pretorius, C., Chambers, D. and Coyle, D., 2019. Young people’s online help-seeking and 
mental health difficulties: Systematic narrative review. Journal of medical Internet research, 
21(11), p.e13873. 
 
Prior, M. T. (2018). Accomplishing “rapport” in qualitative research interviews: Empathic 
moments in interaction. Applied Linguistics Review, 9(4), pp.487-511. 
 
Prior, S. (2012). Overcoming stigma: How young people position themselves as counselling 
service users. Sociology of health & illness, 34(5), 697-713. 
 
Pumpa, M., & Martin, G. (2015). The impact of attitudes as a mediator between sense of 
autonomy and help-seeking intentions for self-injury. Child and adolescent psychiatry and 
mental health, 9(1), pp.1-9. 
 
Purcell, R., Goldstone, S., Moran, J., Albiston, D., Edwards, J., Pennell, K., & McGorry, P. 
(2011). Toward a twenty-first century approach to youth mental health care: Some Australian 
initiatives. International Journal of Mental Health, 40(2), pp.72-87.  
 
Quinn, N., Wilson, A., MacIntyre, G., & Tinklin, T. (2009). ‘People look at you differently’: 
students’ experience of mental health support within Higher Education. British Journal of 
Guidance & Counselling, 37(4), pp.405-418.  
 
Radez, J., Reardon, T., Creswell, C., Lawrence, P. J., Evdoka-Burton, G., & Waite, P. (2021). 
Why do children and adolescents (not) seek and access professional help for their mental 
health problems? A systematic review of quantitative and qualitative studies. European child 
& adolescent psychiatry, 30(2), pp.183-211. 
 
Raviv, A., Vago-Gefen, I., & Fink, A. S. (2009). The personal service gap: Factors affecting 
adolescents' willingness to seek help. Journal of Adolescence, 32(3), pp.483-499.  
 
Rayan, A., & Jaradat, A. (2016). Stigma of mental illness and attitudes toward psychological 
help-seeking in Jordanian university students. Research in Psychology and Behavioral 
Sciences, 4(1), pp.7-14. 
 
Rayner, S., Thielking, M., & Lough, R. (2018). A new paradigm of youth recovery: 
Implications for youth mental health service provision. Australian Journal of Psychology, 
70(4), pp.330-340. 
 
Reid, G. J., Stewart, S. L., Barwick, M., Carter, J., Leschied, A., Neufeld, R. W., ... & Zaric, 
G. S. (2019). Predicting patterns of service utilization within children’s mental health 
agencies. BMC health services research, 19(1), pp.1-14. 
 
Richards, L. (2020). Handling qualitative data: A practical guide. Sage. 
 
Rickwood, D., & Bradford, S. (2012). The role of self-help in the treatment of mild anxiety 
disorders in young people: an evidence-based review. Psychology research and behavior 
management. 
 



349 

Rickwood, D., Deane, F. P., Wilson, C. J., & Ciarrochi, J. (2005). Young people’s help-
seeking for mental health problems. Australian e-Journal for the Advancement of Mental 
Health, 4, pp.218-251. 
 
Rickwood, D., Deane, F. P., & Wilson, C. J. (2007). When and how do young people seek 
professional help for mental health problems? Medical Journal of Australia, 187, pp.S35-S39. 
 
Rickwood, D., Paraskakis, M., Quin, D., Hobbs, N., Ryall, V., Trethowan, J., & McGorry, P. 
(2019). Australia's innovation in youth mental health care: the headspace centre model. Early 
Intervention in Psychiatry, 13(1), 159-166. 
 
Rickwood, D., Thomas, K., & Bradford, S. (2012). Help-seeking measures in mental health: a 
rapid review. Sax Inst, pp.1-35. 
 
Rickwood, D., Webb, M., Kennedy, V., & Telford, N. (2016). Who are the young people 
choosing web-based mental health support? Findings from the implementation of Australia's 
national web-based youth mental health service, eheadspace. JMIR mental health, 3(3), 
e5988. 
 
Rothì, D. M., & Leavey, G. (2006). Mental health help-seeking and young people: A review. 
Pastoral Care in Education, 24(3), pp.4-13. 
 
Rosenfeld, H. (2003). A clinical approach to the psychoanalytic theory of the life and death 
instincts: an. Melanie Klein Today, Volume 1: Mainly Theory: Developments in Theory and 
Practice, 7, pp.239. 
 
Rowe, S. L., French, R. S., Henderson, C., Ougrin, D., Slade, M., & Moran, P. (2014). Help-
seeking behaviour and adolescent self-harm: a systematic review. Australian & New Zealand 
Journal of Psychiatry, 48(12), pp.1083-1095.  
 
Rughani, J., Deane, F. P., & Wilson, C. J. (2011). Rural adolescents’ help‐seeking intentions 
for emotional problems: The influence of perceived benefits and stoicism. Australian Journal 
of Rural Health, 19, pp.64-69.  
 
Ryan, S. M., Toumbourou, J. W., & Jorm, A. F. (2014). Factors associated with service use 
for young adolescents with mental health problems: findings from an Australian longitudinal 
study. SAGE open, 4(4), 2158244014556286.  
 
Sachs‐Ericsson, N. J., Sheffler, J. L., Stanley, I. H., Piazza, J. R., & Preacher, K. J. (2017). 
When emotional pain becomes physical: adverse childhood experiences, pain, and the role of 
mood and anxiety disorders. Journal of clinical psychology, 73(10), pp.1403-1428. 
 
Stein, M. (2008). Resilience and young people leaving care. Child Care in Practice, 14(1), 
pp.35-44. 
 
Salaheddin, K., & Mason, B. (2016). Identifying barriers to mental health help-seeking 
among young adults in the UK: a cross-sectional survey. British Journal of General Practice, 
66(651), e686-e692. 
 



350 

Salo, J., Mäntymäki, M., & Islam, A. N. (2018). The dark side of social media–and Fifty 
Shades of Grey introduction to the special issue: the dark side of social media. Internet 
Research. 
 
Samartians (2020) Suicide Statistics Report 2019. Viewed 30th May 2021,  
<https://www.samaritans.org/ireland/about-samaritans/research-policy/suicide-facts-and-
figures/latest-suicide-data/>.  
 
Samouilhan, T., & Seabi, J. (2010). University students' beliefs about the causes and 
treatments of mental illness. South African Journal of Psychology, 40(1), pp.74-89.  
 
Sanderson, C. (2006). Counselling adult survivors of child sexual abuse. Jessica Kingsley 
Publishers. 
 
Sawyer, S. M., Azzopardi, P. S., Wickremarathne, D., & Patton, G. C. (2018). The age of 
adolescence. The Lancet Child & Adolescent Health, 2(3), pp.223-228. 
 
Schmeelk‐Cone, K., Pisani, A. R., Petrova, M., & Wyman, P. A. (2012). Three scales 
assessing high school students’ attitudes and perceived norms about seeking adult help for 
distress and suicide concerns. Suicide and Life‐Threatening Behavior, 42(2), pp.157-172. 
 
Shahwan, S., Lau, J.H., Goh, C.M.J., Ong, W.J., Tan, G.T.H., Kwok, K.W., Samari, E., Lee, 
Y.Y., Teh, W.L., Seet, V. and Chang, S., (2020). The potential impact of an anti-stigma 
intervention on mental health help-seeking attitudes among university students. BMC 
psychiatry, 20(1), pp.1-14. 
 
Shinde, S., Khandeparkar, P., Pereira, B., & Sharma, A. (2021). A qualitative study of 
understanding depression and help-seeking behavior among rural school-going adolescents in 
India. Journal of Indian Association for Child & Adolescent Mental Health, 17(1). 
 
Sims, H., Sanghara, H., Hayes, D., Wandiembe, S., Finch, M., Jakobsen, H., ... & Kravariti, 
E. (2012). Text message reminders of appointments: a pilot intervention at four community 
mental health clinics in London. Psychiatric Services, 63(2), pp.161-168. 
 
Simmons, M. B., Hetrick, S. E., & Jorm, A. F. (2011). Experiences of treatment decision 
making for young people diagnosed with depressive disorders: a qualitative study in primary 
care and specialist mental health settings. BMC psychiatry, 11(1), pp.1-13. 
 
Simmons, M. B., Hetrick, S. E., & Jorm, A. F. (2013). Making decisions about treatment for 
young people diagnosed with depressive disorders: a qualitative study of clinicians’ 
experiences. BMC psychiatry, 13(1), pp.1-16. 
 
Singh, S., Zaki, R. A., & Farid, N. D. N. (2019). A systematic review of depression literacy: 
Knowledge, help-seeking and stigmatising attitudes among adolescents. Journal of 
adolescence, 74, 154-172. 
 
Sinkfield-Morey, T. (2018). How Using the Term “Non-Compliant” Keeps Providers From 
Partnering With Patients. Creative nursing, 24(3), pp.178-185. 
 



351 

Spence, R., Owens-Solari, M., & Goodyer, I. (2016). Help-seeking in emerging adults with 
and without a history of mental health referral: a qualitative study. BMC research notes, 9(1), 
pp.1-8. 
 
Spigel, L. (2001). Seducing the innocent: Childhood and television in postwar America. In 
Welcome to the Dreamhouse (pp.185-218). Duke University Press. 
 
Stafford, V., Hutchby, I., Karim, K., & O’Reilly, M. (2016). “Why are you here?” Seeking 
children’s accounts of their presentation to Child and Adolescent Mental Health Service 
(CAMHS). Clinical child psychology and psychiatry, 21(1), pp.3-18. 
 
Stebbings, Chantal. “An effective model of institutional taxation: lunatic asylums in 
nineteenth-century England.” The Journal of legal history vol. 32,1 (2011): 31-59.  
 
Stevens, P. E. (1996). Focus groups: collecting aggregate‐level data to understand community 
health phenomena. Public health nursing, 13(3), pp.170-176. 
 
Stretton, A., Spears, B. A., Taddeo, C., & Drennan, J. (2018). Help-seeking online by young 
people: Does the influence of others matter?. 
 
Stunden, C., Zasada, J., VanHeerwaarden, N., Hollenberg, E., Abi-Jaoudé, A., Chaim, G., 
Cleverley, K., Henderson, J., Johnson, A., Levinson, A. and Lo, B., 2020. Help-seeking 
behaviors of transition-aged youth for mental health concerns: Qualitative study. Journal of 
medical Internet research, 22(10), p.e18514. 
 
Tajfel, H., Turner, J. C. (2004). The social identity theory of intergroup behavior. In Jost, J. 
T., Sidanjus, J. (Eds.), Political psychology: Key readings in social psychology (pp.276-293). 
New York, NY: Psychology Press. 
 
Tan, G. T. H., Shahwan, S., Goh, C. M. J., Ong, W. J., Samari, E., Abdin, E., ... & 
Subramaniam, M. (2020). Causal beliefs of mental illness and its impact on help-seeking 
attitudes: a cross-sectional study among university students in Singapore. BMJ open, 10(7), 
e035818. 
 
Tanner, J. L., & Arnett, J. J. (2011). Presenting “emerging adulthood”: What makes it 
developmentally distinctive. Debating emerging adulthood: Stage or process, pp.13-30. 
 
Tanner, B., & Doherty, A. M. (2021). Suicidal ideation and behaviors among Irish Travellers 
presenting for emergency care: Ethnicity as a risk factor. Crisis: The Journal of Crisis 
Intervention and Suicide Prevention. 
 
Tillmann, S., Tobin, D., Avison, W., & Gilliland, J. (2018). Mental health benefits of 
interactions with nature in children and teenagers: A systematic review. J Epidemiol 
Community Health, 72(10), pp.958-966. 
 
Thai, T. T., Vu, N. L. L. T., & Bui, H. H. T. (2020). Mental health literacy and help-seeking 
preferences in high school students in ho Chi Minh City, Vietnam. School Mental Health, 
12(2), pp.378-387. 
 



352 

Tharaldsen, K. B., Stallard, P., Cuijpers, P., Bru, E., & Bjaastad, J. F. (2017). ‘It’sa bit 
taboo’: a qualitative study of Norwegian adolescents’ perceptions of mental healthcare 
services. Emotional and Behavioural Difficulties, 22(2), pp.111-126. 
 
Thomassen, B. (2009). The Uses and Meaning of Liminality. International Political 
Anthropology , 2(1), 5-28 .  
 
Thompson, A., Hollis, S., Herman, K. C., Reinke, W. M., Hawley, K., & Magee, S. (2020). 
Evaluation of a social media campaign on youth mental health stigma and help-seeking. 
School psychology review, 50(1), pp.36-41. 
 
Tobin, G. A., & Begley, C. M. (2004). Methodological rigour within a qualitative framework. 
Journal of advanced nursing, 48(4), pp.388-396. 
 
Tomlinson, M. W. (2012). War, peace and suicide: the case of Northern Ireland. International 
Sociology, 27(4), 464-482. 
 
Turner, V. W. (1967). The Forest of symbols: Turner, Victor (W [itter]); Aspects of Ndembu 
ritual. 
 
Tweed, A., & Charmaz, K. (2012). Grounded theory methods for mental health practitioners. 
Qualitative research methods in mental health and psychotherapy: A guide for students and 
practitioners, 131-146. 
 
UNESCO, (2010). Youth. Viewed 6th September 2021, < https://en.unesco.org/youth>.  
 
United Nations Educational, Scientific and Cultural Organisation (2015). Viewed 5th 
December 2015, http://www.unesco.org/new/en/social-and-human-
sciences/themes/youth/youth-definition>. 
 
Ungar, M., Hadfield, K., & Ikeda, J. (2018). Adolescents’ experiences of therapeutic 
relationships at high and low levels of risk and resilience. Journal of Social Work Practice, 
32(3), pp.277–292. 
 
Valibhoy, M.C., Szwarc, J. and Kaplan, I., 2017. Young service users from refugee 
backgrounds: their perspectives on barriers to accessing Australian mental health 
services. International Journal of Human Rights in Healthcare, 10(1), pp.68-80. 
 
Valibhoy, M. C., Kaplan, I., & Szwarc, J. (2017b). “It comes down to just how human 
someone can be”: a qualitative study with young people from refugee backgrounds about 
their experiences of Australian mental health services. Transcultural Psychiatry, 54(1), 
pp.23-45. 
 
Vallières, F., Gilmore, B., Nolan, A., Maguire, P., Bondjers, K., McBride, O., ... & Hyland, 
P. (2020). Sexual violence and its associated psychosocial effects in Ireland. Journal of 
interpersonal violence, 0886260520978193. 
 
Van Dyke, M. A., Haynes, C., & Ferguson-Mitchell, J. (2009). Bridging the divide: A public 
relations perspective on intergenerational communication. Public Relations Quarterly, 52(4), 
pp.19. 



353 

 
Van Gennep, A. (1960). The rites of passage. Chicago: University of Chicago Press (Original 
work published 1909). 

Vanheusden, K., Mulder, C. L., van der Ende, J., van Lenthe, F. J., Mackenbach, J. P., & 
Verhulst, F. C. (2008). Young adults face major barriers to seeking help from mental health 
services. Patient education and counseling, 73(1), pp.97-104.  
 
Velasco, A.A., Santa Cruz, I.S., Billings, J., Jimenez, M. and Rowe, S., (2020). What are the 
barriers, facilitators and interventions targeting help-seeking behaviours for common mental 
health problems in adolescents? A systematic review. BMC psychiatry, 20(1), pp.1-22. 
 
Villatoro, A. P., DuPont-Reyes, M. J., Phelan, J. C., Painter, K., & Link, B. G. (2018). 
Parental recognition of preadolescent mental health problems: Does stigma matter?. Social 
Science & Medicine, 216, pp.88-96. 
 
Vygotsky, L. S. (1962). The Genetic Roots of Thought and Speech. 
 
Wahl, O. (2003). Depictions of mental illnesses in children's media. Journal of Mental 
Health, 12(3), pp.249-258. 
 
Wahl, O. F., Susin, J., Kaplan, L., Lax, A., & Zatina, D. (2011). Changing knowledge and 
attitudes with a middle school mental health education curriculum. Stigma Research and 
Action, 1(1), pp.44. 
 
Wahlin, T., & Deane, F. (2012). Discrepancies between parent-and adolescent-perceived  
problem severity and influences on help seeking from mental health services. Australian & 
New Zealand Journal of Psychiatry, 46(6), pp.553-560. 
 
Walker, L. O., & Avant, K. C. (2005). Strategies for theory construction in nursing (Vol. 4). 
Upper Saddle River, NJ: Pearson/Prentice Hall. 
 
Walsh, D., & Downe, S. (2006). Appraising the quality of qualitative research. Midwifery, 
22(2), pp.108-119. 
 
Wang, C., Barlis, J., Do, K. A., Chen, J., & Alami, S. (2020). Barriers to mental health help 
seeking at School for Asian–and Latinx–American adolescents. School Mental Health, 12(1), 
pp.182-194. 
 
Watson, D. L., Staples, E., & Riches, K. (2020). ‘We need to understand what’s going on 
because it’s our life’: Using sandboxing to understand children and young people’s everyday 
conversations about care. Children & Society. 
 
Westberg, K. H., Nygren, J. M., Nyholm, M., Carlsson, M., & Svedberg, P. (2020). Lost in 
space-an exploration of help-seeking among young people with mental health problems: a 
constructivist grounded theory study. Archives of Public Health, 78(1), pp.1-11. 
 
Wilson, C. J., & Deane, F. P. (2001). Adolescent opinions about reducing help-seeking 
barriers and increasing appropriate help engagement. Journal of Educational and 
Psychological Consultation, 12(4), pp.345-364. 



354 

 
Wilson, C. J., Deane, F. P., & Ciarrochi, J. (2005). Can hopelessness and adolescents' beliefs 
and attitudes about seeking help account for help negation?. Journal of clinical 
psychology, 61(12), pp.1525-1539.  
 
Wilson, C. J., & Deane, F. P. (2012). Brief report: Need for autonomy and other perceived 
barriers relating to adolescents’ intentions to seek professional mental health care. Journal of 
adolescence, 35(1), pp.233-237.  
 
Wong, N. M., Yeung, P. P., & Lee, T. M. (2018). A developmental social neuroscience 
model for understanding loneliness in adolescence. Social neuroscience, 13(1), pp.94-103. 
 
Wood, D., Bruner, J. S., & Ross, G. (1976). The role of tutoring in problem solving. Journal 
of child psychology and psychiatry, 17(2), pp.89-100. 
 
World Health Organisation, (2021a). Adolescent Mental health. Viewed 6th September 2021, 
<https://www.who.int/news-room/fact-sheets/detail/adolescent-mental-health>. 
 
World Health Organisation, (2021b) Suicide Factsheet. Viewed 6th September 2021, 
<https://www.who.int/news-room/fact-sheets/detail/suicide>. 
 
Wrathall, C. (2017). Snowflake slur is offensive. Nursing Standard (2014+), 32(8), pp.30. 
 
Wright, A., Jorm, A. F., Harris, M. G., & McGorry, P. D. (2007). What’s in a name? Is 
accurate recognition and labelling of mental disorders by young people associated with better 
help-seeking and treatment preferences?. Social psychiatry and psychiatric epidemiology, 
42(3), pp.244-250. 
 
Wright, A., Jorm, A. F., & Mackinnon, A. J. (2011). Labeling of mental disorders and stigma 
in young people. Social science & medicine, 73(4), pp.498-506. 
 
Xu, Z., Huang, F., Koesters, M., Staiger, T., Becker, T., Thornicroft, G., & Ruesch, N. 
(2018). Effectiveness of interventions to promote help-seeking for mental health problems: 
systematic review and meta-analysis. Psychological Medicine, 48(16), pp.2658-2667. 
 
Yamasaki, S., Ando, S., Shimodera, S., Endo, K., Okazaki, Y., Asukai, N., ... & Sasaki, T. 
(2016). The Recognition of Mental Illness, Schizophrenia Identification, and Help-Seeking 
from Friends in Late Adolescence. PloS one, 11(3). 
 
Yap, M. B. H., Reavley, N., & Jorm, A. F. (2013a). Where would young people seek help for 
mental disorders and what stops them? Findings from an Australian national survey. Journal 
of affective disorders, 147(1-3), pp.255-261. 
 
Yap, M. B. H., Reavley, N. J., & Jorm, A. F. (2013b). Associations between stigma and help-
seeking intentions and beliefs: Findings from an Australian national survey of young 
people. Psychiatry research, 210(3), pp.1154-1160. 
 
Yoshioka, K., Reavley, N. J., MacKinnon, A. J., & Jorm, A. F. (2014). Stigmatising attitudes 
towards people with mental disorders: results from a survey of Japanese high school 
students. Psychiatry research, 215(1), pp.229-236  



355 

 
Zivin, K., Eisenberg, D., Gollust, S. E., & Golberstein, E. (2009). Persistence of mental 
health problems and needs in a college student population. Journal of affective disorders, 
117(3), pp.180-185. 
 
Zorrilla, M. M., Modeste, N., Gleason, P. C., Sealy, D. A., Banta, J. E., & Trieu, S. L. (2019). 
Depression and help-seeking intention among young adults: the theory of planned behavior. 
American journal of health education, 50(4), pp.236-244. 
 
Zwaanswijk, M., Van Der Ende, J., Verhaak, P. F., Bensing, J. M., & Verhulst, F. C. (2007). 
The different stages and actors involved in the process leading to the use of adolescent mental 
health services. Clinical Child Psychology and Psychiatry, 12(4), pp.567-582. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 



356 

Appendix 1 

Glossary of Terms 

 

Adolescence 

People aged 10 – 19 years of age 

AMHS 

Adult Mental Health Services 

CAMHS 

Child and Adolescent Mental Health Services 

Emerging adulthood 

A life-stage in industrialised or developed regions that lasts from approximately 20 – 29 years. 

Help-seeking 

This term can be described as an intentional and active action to solve a problem and an 

important coping-mechanism, which has three main features: the recipient, the helper and the 

task or problem. 

Formal mental health services 

This describes service providers and professionals who have a specified role in delivery of 

mental health care such as counsellors, psychologists, psychiatrists and mental health nurses. 

Formal public mental health services 

Publicly funded HSE provided mental health services including children’s, adults, in-patient 

and community psychology. 

Formal community mental health services 

Youth specific and general community-based counselling organisation and private space. 

LGBTI+ 
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This refers to individuals who identify as Lesbian, Gay, Bisexual, Transgender, Intersex. 

Mental health literacy  

This refers to the knowledge and beliefs about mental health problems that aids recognition, 

management, or prevention  

Mental health problem 

The spectrum of personal distress and mental conditions that can affect an individual 

Mental health services 

Service providers that can offer support for mental health problems 

Semi-formal mental health services 

This describes service providers and professionals that do not have a specified role in delivery 

of mental health care but who encounter or provide support with those who need mental health 

care. 

Young people/youth 

Adolescents and young adults aged 10-24 years of age 
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Appendix 2  

 
Help-seeking & mental health: Exploring the experiences of 

young people aged 16-25 years 
 

Information sheet and consent form for interview/focus group participants  
 

Background and aims of this project 

My name is Louise Lynch and I am a PhD researcher at the Ulster University, Jordanstown. I 
am doing research that will explore young people’s views about mental health. Specifically, I 
would like to understand what it is like for a young person when they look for help from 
others for a mental health problem. I am inviting young people aged between 16-25 years of 
age to participate in this research project. This type of research is important as international 
research has shown that young people are the least likely of all age groups to ask for help 
when experiencing a mental health problem (Gulliver et al. 2011). This research study aims 
to help us understand in what way young people would prefer mental health care to be 
provided to them from professional services. As part of this project, I am carrying out focus 
groups and interviews with young people aged 16-25 years living in the Letterkenny area. 
You can choose to take part in an interview or a focus group. This project is part of an 
ongoing doctoral research dissertation funded by the Ulster University at Jordanstown. 

 

What is an interview? 
An interview is a conversation between two people with the aim of discussing and exploring 
their perceptions, opinions, beliefs, and attitude about a particular topic for the purpose of 
research.  If you choose to take part in an interview, I will ask to meet you for a one-to-one 
discussion about your experiences of asking for help from others for a mental health 
problem. The interview will be audio recorded and the Interviews typically last from 20 
minutes to 1 hour. Interviews will be confidential, and your personal information will be 
made anonymous. 
 
What is a focus group? 
A focus group is when a group of people meet to discuss and explore their perceptions, 
opinions, beliefs, and attitude about a particular topic for the purpose of research. If you 
choose to take part in a focus group then you can expect to meet with 6 – 8 other young 
people, aged 16-25 years of age, who will be discussing what their experiences were of 
asking for help from a service for a mental health problem. The focus group will be audio 
recorded and the focus groups typically last from 30 minutes to 1 hour. Focus groups are less 
confidential than interviews and as there are other people present in the group, so 
anonymity cannot be guaranteed during the session. 
 

What will happen during the interview or focus group? 
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In particular, I will be looking to explore what positive and negative experiences you had 
with professionals in school, youth services and the HSE mental health services. Importantly, 
I would like to understand how these experiences influence your decision to ask for help 
again in the future. There are no right or wrong answers, I am interested in your opinions 
and want to gain a deep understanding of what it is like for a young person when seeking 
help for mental health problems in Ireland. The interview is not a counselling session for 
mental health but an opportunity to discuss and explore your own opinions and experiences 
which can help researchers further understand what young people think works within our 
mental health care services and what needs improvement. The interview will be arranged at 
Donegal Youth Service Headquarters during opening hours (10am - 8pm) and I am happy to 
run them during the day or early evening, depending on your preference. 
 
An example of an interview question would be: '’What makes it easier or more difficult for 
young people to ask for help when they have a mental health concern'. The researcher will 
make notes during the interview, and it will be audio recorded for analysis purposes only. 
 

What is required from you? 

If you decide to participate in this research project, you will be asked to participate once in 
an interview for up to one and half hours, to include registration and discussion.  
 

 You will be required to give written informed consent. 
 All participation is voluntary and there will be no incentive offered in this research 

project. 
 You will be required to talk about your opinions and experiences of what it is like for 

a young person when they seek help for a mental health problem from a service. 
 You will not be required to talk about anything you do not want to. 
 You can decline to answer any questions asked. 
 You also have the right to withdraw from the study at any point without negative 

consequences. 
 If you want to leave the study, for any reason, it is advised you let the principal 

investigator know. 
 
What will happen with my personal information and data? 
Please be assured that all information will be anonymous and treated as confidential. This 
means that no real names will be used, and I will not inform anyone else that you have 
participated in the study. I will also not name you in any reports or publications. Data storage 
arrangements will be as according to the Data Protection Act (1998; 2018). This includes all 
paper documents will be stored in a locked filing cabinet within a locked office. Electronic 
data will be stored on the study laptop, which is password protected plus the back-up portal 
hard drive will be also password protected. Only the research team will have access to the 
data. The chief investigator will take responsibility for the data storage of the study data. 
However, your identification will only be revealed if legally required in the event of the 
project not adhering to research procedures. You will also have an opportunity to review the 
transcript relating to the focus group or interview you took part in if you choose to and after 
reading it you can request for any material to be deleted. 
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What will happen to the results? 
The results of this research will be presented in my PhD dissertation. The dissertation may 
be read by supervisors, examiners, faculty staff or future students and quotes from the study 
may be published in a research journal; however, I will never use your real name. 
 
What if there is a problem or I would like to withdraw from this study? 
If you agree to take part in the study, but then decide to withdraw before, during or after, 
then that is fine. Just contact me (Louise) by email to lynch-l11@ulster.ac.uk.  At the end of 
the interview, I will discuss with you how the experience was and how you are feeling. If you 
feel distressed at any point, you will have an opportunity to discuss this with myself, leave 
the interview or proceed if you choose. I will also give you an information sheet about 
looking after your mental health and local mental health services. 
 
Who has reviewed this study? 
Ethical approval has been obtained by the Ulster University Risk and ethics Committee 
(UUREC) School Research Governance Committee (SRGC) at Ulster University Jordanstown, 
which allows this study to take place. 

  
What are the possible benefits for taking part in this research project? 
You will be part of a valuable project. Mental health is an important area for research and 
your perspectives will contribute to helping understand the lives and needs of young people 
in Ireland who experience mental health problems. You will have the opportunity to share 
your experiences and offer your opinions on how to improve youth mental health services 
from a young person's perspective. 
 
What are the possible disadvantages of taking part?  
Discussing topics around mental health can cause distress and the researcher is aware of the 
sensitive nature of this topic. If you feel that discussing mental health may distress you or 
make you feel uncomfortable, then it is advised to not take part. 
 
Contact details 
If you would like further information on mental health services, this research or to discuss 
further about participating in an interview or focus group, please do not hesitate to contact 
myself or the research supervisor with any queries. 

Louise Lynch (Principal Researcher) - Lynch-L11@ulster.ac.uk 
Dr. Anne Moorhead (Research supervisor) - a.moorhead@ulster.ac.uk/T: 048 9036 8905  
 
 
 
 
 
 



361 

Appendix 3  

Participant Consent Form (Over 18) 

I would like to participate in (please tick)  

An Interview 

A Focus Group 

 

I……………………………………… aged …...... agree to participate in Louise Lynch’s research study based 

on the information supplied and explained to me both in writing and verbally. 

(Please tick) 

 The purpose and nature of the study has been explained to me and I understand what I 
am  consenting to  
 My participation is voluntarily and I understand what is required of me 
 I give permission for my interview with Louise Lynch to be tape-recorded and I 
understand how my information will be stored and protected 
 I understand that I can withdraw from the study, without repercussions, at any time, 
 whether before it starts or while I am participating 
 I understand how I can withdraw from the study at any time before, during and after 
 I am also aware I can withdraw my data within two weeks of the interview, in which case 
the  material will be deleted 
 I give permission to Louise Lynch to use the data in her PhD thesis and any reports or 
 publications 
 I understand that as part of the write up my real age will be used but not my real name 
 Anonymity will be ensured by disguising any characteristics which may reveal my identity 
 I give permission and understand that disguised extracts from my interview may be  
quoted and used in the thesis and any subsequent publications 
 

 Signed…………………………………….   Date………………. 

  

 Signed…………………………………….   Date………………. 

 Louise Lynch (Principal Researcher) 
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Appendix 4 

Help-seeking & mental health: Exploring the experiences of 
young people aged 16-25 years 

Information sheet and consent form for practitioners 
 

Background and aims of this project 

My name is Louise Lynch and I am a PhD researcher at the Ulster University, Jordanstown. I 
am doing research that will explore young people’s views about mental health. Specifically, I 
would like to understand what it is like for a young person when they look for help from 
others for a mental health problem. I am inviting mental health practitioners and young 
people aged between 16-25 years of age to participate in this research project. This type of 
research is important as international research has shown that young people are the least 
likely of all age groups to ask for help when experiencing a mental health problem (Gulliver 
et al. 2011). This research study aims to help us understand in what way young people 
would prefer mental health care to be provided to them from professional services. As part 
of this project, I am carrying out focus groups and interviews with young people aged 16-25 
years living in the Letterkenny area. This project is part of an ongoing doctoral research 
dissertation funded by the Ulster University at Jordanstown. 

 

What will happen during the interview? 
I will ask to meet you for a one-to-one discussion about your experiences of working within 
a service that provides mental health care to young people with a mental health problem. In 
particular, I will be looking to explore what positive and negative experiences you have had 
working with young people, exploring what you feel encourages or discourages young 
people to engage in your service. There are no right or wrong answers, I am interested in 
your opinions and want to gain a deep understanding of what it is like for practitioners 
working with young people who seeking help for mental health problems in Ireland. The 
interview is not a counselling session but an opportunity to discuss and explore your own 
opinions and experiences can help researchers further understand our youth mental health 
care services in Ireland and what needs improvement. The interview will be arranged at a 
convenient time and place and I am happy to run them during the day or early evening, 
depending on your preference. 
 
An example of an interview question would be: '’What makes it easier or more difficult for 
young people to ask for help when they have a mental health concern'. The researcher will 
make notes during the interview and it will be audio recorded for analysis purposes only. 
 

What is required from you? 

If you decide to participate in this research project, you will be asked to participate once in 
an interview for up to one hour, to include registration and discussion. The interview will be 
held in a private and appropriate meeting room that will be arranged by the researcher with 
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agreement by the participant. 
 

 You will be required to give written informed consent. 
 All participation is voluntary and there will be no incentive offered in this research 

project. 
 You will be required to talk about your opinions and experiences of what it is like for 

a young person when they seek help for a mental health problem from a service. 
 You will not be required to talk about anything you do not want to. 
 You can decline to answer any questions asked. 
 You also have the right to withdraw from the study at any point without negative 

consequences. 
 If you want to leave the study, for any reason, it is advised you let the principal 

investigator know. 
 
What will happen with my personal information and data? 

Please be assured that all information will be anonymous and treated as confidential. This 
means that no real names will be used and I will not inform anyone else that you have 
participated in the study. I will also not name you in any reports or publications. Data storage 
arrangements will be as according to the Data Protection Act (1998; 2018). This includes all 
paper documents will be stored in a locked filing cabinet within a locked office. Electronic 
data will be stored on the study laptop, which is password protected plus the back-up portal 
hard drive will be also password protected. Only the research team will have access to the 
data. The chief investigators will take responsibility for the data storage of the study data. 
However, your identification will only be revealed if legally required in the event of the 
project not adhering to research procedures. You will also have an opportunity to review the 
transcript relating to the focus group or interview you took part in if you choose to and after 
reading it you can request for any material to be deleted. 
 

What will happen to the results? 

The results of this research will be presented in my PhD dissertation. The dissertation may 
be read by supervisors, examiners, faculty staff or future students and quotes from the 
study may be published in a research journal; however I will never use your real name. 

 

What if there is a problem or I would like to withdraw from this study? 

If you agree to take part in the study, but then decide to withdraw before, during or after, 
then that is fine. Just contact me (Louise) by email to lynch-l11@ulster.ac.uk.  At the end of 
the interview, I will discuss with you how the experience was and how you are feeling. If you 
feel distressed at any point, you will have an opportunity to discuss this with myself, leave 
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the interview or proceed if you choose. I will also give you an information sheet about 
looking after your mental health and local mental health services. 

 

Who has reviewed this study? 
Ethical approval has been obtained by the Ulster University Risk and ethics Committee 
(UUREC) School Research Governance Committee (SRGC) at Ulster University Jordanstown, 
which allows this study to take place. 
  
What are the possible benefits for taking part in this research project? 
You will be part of a valuable project, mental health is an important area for research and 
your perspectives will contribute to helping understand the lives and needs of young people 
in Ireland who experience mental health problems. You will have the opportunity to share 
your experiences and offer your opinions on how to improve youth mental health services 
from a young person's perspective. 
 

What are the possible disadvantages of taking part?  

Discussing topics around mental health can cause distress and the researcher is aware of the 
sensitive nature of this topic. If you feel that discussing mental health may distress you or 
make you feel uncomfortable, then it is advised to not take part. 

 

Contact details 
If you would like further information on mental health services, this research or to discuss 
further about participating in an interview or focus group, please do not hesitate to contact 
myself or the research supervisor with any queries. 

 
Louise Lynch (Principal Researcher) - Lynch-L11@ulster.ac.uk 
Dr. Anne Moorhead (Research supervisor) - a.moorhead@ulster.ac.uk/T: 048 9036 8905  

 

Interview participant consent form for practitioners 

 

I……………………………………… agree to participate in Louise Lynch’s research study based on the 

information supplied and explained to me both in writing and verbally. 

(Please tick) 

 The purpose and nature of the study has been explained to me and I understand what I am 
 consenting to  
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 My participation is voluntarily and I understand what is required of me. 
 I give permission for my interview with Louise Lynch to be tape-recorded and I understand 
 how my information will be stored and protected. 
 I understand that I can withdraw from the study, without repercussions, at any time, 
 whether before it starts or while I am participating. 
 I understand how I can withdraw from the study at any time before, during and after. 
 I am also aware I can withdraw my data within two weeks of the interview, in which case 
 the material will be deleted. 
 I give permission to Louise Lynch to use the data in her PhD thesis and any reports or 
 publications. 
 I understand that as part of the write up my real name, organization/company/school name 
 will not be used nor anything that can identify me. 
 Anonymity will be ensured by disguising any characteristics which may reveal my identity. 
 I give permission and understand that disguised extracts from my interview may be quoted 
and 
 used in the thesis and any subsequent publications. 

 

 Signed…………………………………….   Date………………. 

 Signed…………………………………….   Date………………. 

 Louise Lynch (Principal Researcher) 
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Appendix 5 

Interview Questions for young people aged 16-25 years 

The following open questions listed are designed to guide a semi-structured interview with 
young people aged 16-25 years. They have been derived to address the topics listed in the 
literature review. Questions will be used if and when appropriate with young people to 
prompt a discussion and encourage exploration of young people and mental health. 

 

Introductory Questions: 

 What is your understanding of the term mental health?  

 What does mental health mean to you? 
 

Core Questions: 

Mental health literacy, coping and help-seeking decision 

 What is it like to be a young person in Ireland with a mental health problem? 

 When did you first begin to experience some difficulty with your mental health? 

 How long did it take before you realized you had a problem? 

 When did you decide to ask others for help?    

 Were you hesitant about telling anyone or seeking help for your mental health issues? 

 Was there anything that caused you to wait longer/act quicker? 

 What things did you find helpful/unhelpful to cope with this distress in your life? 
 

      Service provision and relationship with mental health practitioners  

 What do you think, in general, about mental health services for young people in Ireland? 

 What did you imagine mental health care would be like? 

 Who did you turn to or where did you go to get help with your mental health? 

 What was your experience like of asking this service/person for help? 

 Can you describe to me what your experience was like from the decision to ask for help 
to getting the help you received? 

 Can you describe what the service was like to go to? What was the physical 
building/location like and how did that make you feel? 

 Can you describe to me your experience of working with a mental health 
practitioner/youth worker/pastoral care staff?  

 Were you offered a choice in the type of intervention you would like?  

 Was the experience of meeting with a mental health practitioner/youth worker/pastoral 
care staff? In what ways? 

 Was the experience of meeting with a mental health practitioner/youth worker/pastoral 
care staff? In what ways? 

 What did you need from that person? 
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 Were you satisfied with your experience/ did it match your expectation? 

 In what way, if any, do you think the service is helpful for young people? 

 Have you any suggestions that might improve the service? 
 

Culture, family and environment 

 Did you tell your family and friends you were looking for help with a mental health 
service? 

 If so, how did your family and friends respond? 

 Do you think culture has a role to play in young people’s mental health? 

 Do you think young men or women experience different barriers when looking for help 
with their mental health? 

 Have you heard about other’s experiences of asking for help? If so, what were these like?  

 From your experience/observations what makes it difficult or easy for a young person in 
Ireland to access mental health care? 

 

Closing Questions: 

 What do you think are the most important features that a youth mental health care service 
should provide? 

 Based on your experience would you go to a professional mental health service again if 
you experienced mental health problems again? 

 Is there anything you would like to say that you haven’t had the opportunity to do so yet? 

 Are there other recommendations that you have, or suggestions you would like to make? 
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Appendix 6 

Interview Questions for young people aged 16-25 years 

The following open questions listed are designed to guide a semi-structured interview with 
young people aged 16-25 years. They have been derived to address the topics listed in the 
literature review. Questions will be used if and when appropriate with young people to 
prompt a discussion and encourage exploration of young people and mental health. 

 

Introductory Questions: 

 What is your understanding of the term mental health?  

 What does mental health mean to you? 
 

Core Questions: 

Mental health literacy, coping and help-seeking decision 

 What is it like to be a young person in Ireland with a mental health problem? 

 When did you first begin to experience some difficulty with your mental health? 

 How long did it take before you realized you had a problem? 

 When did you decide to ask others for help?    

 Were you hesitant about telling anyone or seeking help for your mental health issues? 

 Was there anything that caused you to wait longer/act quicker? 

 What things did you find helpful/unhelpful to cope with this distress in your life? 
 

      Service provision and relationship with mental health practitioners  

 What do you think, in general, about mental health services for young people in Ireland? 

 What did you imagine mental health care would be like? 

 Who did you turn to or where did you go to get help with your mental health? 

 What was your experience like of asking this service/person for help? 

 Can you describe to me what your experience was like from the decision to ask for help 
to getting the help you received? 

 Can you describe what the service was like to go to? What was the physical 
building/location like and how did that make you feel? 

 Can you describe to me your experience of working with a mental health 
practitioner/youth worker/pastoral care staff?  

 Were you offered a choice in the type of intervention you would like?  

 Was the experience of meeting with a mental health practitioner/youth worker/pastoral 
care staff? In what ways? 

 Was the experience of meeting with a mental health practitioner/youth worker/pastoral 
care staff? In what ways? 

 What did you need from that person? 
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 Were you satisfied with your experience/ did it match your expectation? 

 In what way, if any, do you think the service is helpful for young people? 

 Have you any suggestions that might improve the service? 
 

Culture, family and environment 

 Did you tell your family and friends you were looking for help with a mental health 
service? 

 If so, how did your family and friends respond? 

 Do you think culture has a role to play in young people’s mental health? 

 Do you think young men or women experience different barriers when looking for help 
with their mental health? 

 Have you heard about other’s experiences of asking for help? If so, what were these like?  

 From your experience/observations what makes it difficult or easy for a young person in 
Ireland to access mental health care? 

 

Closing Questions: 

 What do you think are the most important features that a youth mental health care service 
should provide? 

 Based on your experience would you go to a professional mental health service again if 
you experienced mental health problems again? 

 Is there anything you would like to say that you haven’t had the opportunity to do so yet? 

 Are there other recommendations that you have, or suggestions you would like to make? 
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Appendix 7 

Help-seeking & mental health: Exploring the experiences, 
impact and outcomes for young people aged 16-25 years 

Debriefing Information 
 

Purpose 

The purpose of this study was to explore the perspectives of professionals working with 
young people directly, to help us understand what way services can provide the type of 
mental health care that young people need and want from a mental health service. You 
have helped me do this, thank you very much for taking part in this research.  

 

Confidentiality 

Please be assured that all information will be anonymous and treated as confidential. All 
personal information and anything you say during the focus group will be held in confidence 
and stored securely. No real names will be used and I will not inform anyone else that you 
have participated in the study. I will also not name you in any reports or publications.  On 
completion of the research, data will be securely retained for a further six months and then 
destroyed. However, your identification will only be revealed if legally required in the event 
of the project not adhering to research procedures.  
 
Final Report 
If you are interested in obtaining a copy of the final report on this project please contact the 
principal researcher on Lynch-L11@email.ulster.ac.uk  
 
Further Contact 
If you have any questions regarding this research, its purpose or procedures please contact 
Louise Lynch at Lynch-L11@email.ulster.ac.uk or the course director at the University of 
Ulster, Dr. Anne Moorhead on a.moorhead@ulster.ac.uk  
 

 
 

 
Mental Health Organisations 

 
Websites 
http://www.mentalhealthireland.ie 

http://e-mymind.org  

http://ie.reachout.com 

http://www.aware.ie 

www.teenline.ie  

 



371 

Local Support in Letterkenny for information and services regarding mental health: 
Jigsaw, Pearse Rd., Letterkenny (074) 97 26920 - 15 - 25 years 
Teen Talk One to One Support; 16-18 Port Rd., Letterkenny, 074 9129640 - 12-25 years 
St. Eunan's Court, Letterkenny (Addiction & Counselling) (074) 9128130 / 9128769 
Worklink Letterkenny, 4A Pearse Rd, Letterkenny, (074) 91 28872- Over 18's 
Create-a-link, Arts Centre, Pearse Rd, Letterkenny (074) 9168745 - Over 18's 
Counselling Services: Letterkenny pastoral centre (074) 9121853 - all ages 
Donegal Community Counselling Service ( 074) 9124985 - Over 17's 

HSE Services 
If you would like to access the Child & Adolescent Mental Health Service (CAMHS) (074) 9120340 or 
the Adult Mental Health Services (AMHS) you will need to contact your GP and they will refer you to 
the appropriate service. 
 
Other Services 

National Traveller Suicide Awareness Project 

National Traveller Suicide Awareness Project (NTSAP) employs a community development approach 
to address the issue of Traveller suicide which is over six times higher for Traveller men compared to 
the general population. Tel: 01 872 1094 

Stop Suicide Derry 

Stop Suicide value and care for each person who seeks our services. Through our experience of 
working with self- harm and suicide we acknowledge the very difficult life events that can lead 
people to hurt themselves, or end their lives. 

Call Stop Suicide on FREE PHONE 1850 211 877, Lines are open Monday to Friday from 9am to 6pm 
 

 

 
 
Support Groups throughout the Northwest 
 
Alcoholics Anonymous 
Address : Pastoral Centre, Letterkenny, Donegal 
Tel : 074-9121853/9121394 
 
Aware Donegal 
Address : Art Studio beside Profiles Building, 4a Pearse Street, Letterkenny, Donegal 
Opening Hours: Every Tuesday at 8.00 pm SUFFERERS support group only 
Tel : 086 173 0032 
Website : www.aware.ie E-Mail : info@aware.ie 
 
Aware Northern Ireland 
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Address: (Waterisde) Shared Future Centre, 61 Irish Street:  
Tuesdays at 8.00pm 
Website: www.aware-ni.org 
 

Address: Aware Offices: 15 Queen Street, BT487EQ 
Tuesdays at 7.30pm 
Website: www.aware-ni.org 
 
Address: Strabane Library 
Thursday at 6.30pm 
Website: www.aware-ni.org 
 

CAUSE Derry 

CAUSE is a Northern Ireland-based charity supporting carers and families of people with mental 
illness 

HELPLINE: 0845 6030291 
Available daily from 9am-9pm 
Tel: 028 9023 8284, www.cause.org.uk 

Claredon Beacon Centre (NIAMH) – Derry 
Our aim is to provide a range of opportunities and support to people with mental health needs. 
Support comes not only from trained staff but also from meeting and talking to others who have had 
or are experiencing mental health difficulties, in a relaxed unhurried atmosphere. Members can drop 
in or take part in any of the activities / groups available. 
Address: 20 Claredon Street, Derry, BT48 7ET   
Telephone Number: 028 7126 9517 
Email Address: clarendon@beaconwellbeing.org 
Web Address: http://www.beaconwellbeing.org/  
 
Gamblers anonymous 
Self-help organisation holding regular meetings around the country. Operates a 24 hour telephone 
service 
Address : Pastoral Centre, Letterkenny. 
Hours: Meeting Times Tuesdays @ 8.30pm 
Tel : 074-9121853 
Website :www.gamblersanonymous.ie 
Email: info@gamblersanonymous.ie 
 
GROW Donegal  
GROW is a mental health organisation which helps people who have suffered, or are suffering from 
mental health problems.  
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Trinity Court Day Centre - Newtoncunningham 
Time: 10.30am Monday 
New Group in Newtowncunningham in the Trinity Court Day Centre, Monfad Road, 
Newtowncunningham Co. Donegal.  Every Monday at 10.30am. When entering the village go over 
the bridge and take the first right - the Day Centre is on the left hand side of the road.   
 

District Day Centre Hospital, Dungloe 

Time: 7.30pm Monday 
Approach Dungloe past SuperValue Shopping Centre. Turn right at sign for Gorthork, hospital on the 
right.   
 

The Pastoral Centre, Letterkenny 

Time: 7.30pm Monday 
The Pastoral Centre is on Monastery Avenue, Cathedral Square, Letterkenny. Parking is available in 
the Cathedral car park. 
 

Buncrana IDP Building 

Time: 7.30 pm - Tuesday 
The IDP office is behind the Library in Buncrana.   
 

The Family Enrichment Centre, Stranorlar 

Time: 7.30 pm - Tuesday 
The Family Enrichment Centre is up Drumboe Avenue.  Turn in right as if you were going to St. 
Colomba’s school.  As you go into the school entrance there is a road up to the left with a small sign 
saying “Family Enrichment Centre” 
 

Donegal Town Day Hospital, Donegal Town 

Time: 8.00 pm - Tuesday 
(As you drive into Donegal Town from Ballybofey you pass a big Lidl shop on the left. There is a Shell 
Garage on the left and a Maxol garage on the right. After the Maxol garage there is a right turn into 
the Day Centre.     
 

Mohill, Family Support Centre 

Time: 2.30pm - Tuesday 
A new meeting will commence every Tuesday at 2.30pm in the Mohill Family Support Centre, Canon 
Donohoe Hall, Mohill. The meeting is located on your left when you enter Mohill directly across from 
the church. 
 

Carndonagh, Milltown House, Tulnaree 
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Time: 8.00pm - Wednesday 
A new Meeting will take place in the Milltown House, Tulnaree, Carndonagh, Co. Donegal starting on 
Wednesday 23rd September 2015 at 8.00pm 
 

Niall Mor Community Centre, Killybegs, Co. Donegal 

Time: 6.30pm - Thursday 
 
 
Private Counselling 
For private counselling please see the following websites which include a list of accredited 
counsellors. Here you can browse and choose a suitable counsellor in your local area. 
 

 The Irish Council for Psychotherapy (ICP), www.irish-counselling.ie  

 The United Kingdom Council for Psychotherapy (UKCP), https://www.psychotherapy.org.uk/ 

 The British Association for Counselling and Psychotherapy (BACP), https://www.bacp.co.uk/ 

 The Psychological Society of Ireland (PSI), https://www.psychologicalsociety.ie/ 

 The National Health Service (NHS), www.nhs.uk  

 The British Psychological Society (BPS), www.bps.org.uk  
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Appendix 8 

Exploring the experiences of young people aged 16-25 years 
who have sought help for their mental health 

Information sheet and consent form for parents/guardians for under 18's 

 

Dear Parent/Guardian,  

My name is Louise Lynch and I am a PhD researcher at Ulster University, Jordanstown.  I am 
sending this letter to explain why I would like for your child to participate in my project.   

 

Background and aims of this project 

As part of my research with the Ulster University I will be exploring young people’s views 
about mental health. Specifically, I would like to understand what it is like for a young person 
when they look for help from others for a mental health problem. I am inviting young people 
aged between 16-25 years of age to participate in this research project. This type of research 
is important as international research has shown that young people are the least likely of all 
age groups to ask for help when experiencing a mental health problem (Gulliver et al. 2011). 
This research study aims to help us understand in what way young people would prefer 
mental health care to be provided to them from professional services. As part of this project, 
I am carrying out focus groups and interviews with young people aged 16-25 living in the 
Letterkenny area. Participants can choose to take part in an interview or a focus group. This 
project is part of an ongoing doctoral research dissertation funded by the Ulster University 
at Jordanstown. 

 

What is an interview? 
An interview is a conversation between two people with the aim of discussing and exploring 
their perceptions, opinions, beliefs, and attitude about a particular topic for the purpose of 
research.  If you choose to take part in an interview, I will ask to meet you for a one-to-one 
discussion about your experiences of asking for help from others for a mental health 
problem. The interview will be audio recorded and the Interviews typically last from 20 
minutes to 1 hour. Interviews will be confidential, and your personal information will be 
made anonymous. 

 

What is a focus group? 
A focus group is when a group of people meet to discuss and explore their perceptions, 
opinions, beliefs, and attitude about a particular topic for the purpose of research. If you 
choose to take part in a focus group then you can expect to meet with 6 – 8 other young 
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people, aged 16-25 years of age, who will be discussing what their experiences were of 
asking for help from a service for a mental health problem. The focus group will be audio 
recorded and the focus groups typically last from 30 minutes to 1 hour. Focus groups are less 
confidential than interviews and as there are other people present in the group, so 
anonymity cannot be guaranteed during the session.  
  
What will happen during the interview or focus group? 

In particular, I will be looking to explore what positive and negative experiences your child 
had with professionals in school, youth services and the HSE mental health services. 
Importantly, I would like to understand how these experiences influence their decision to 
ask for help again in the future. There are no right or wrong answers, I am interested in your 
child's opinions and want to gain a deep understanding of what it is like for a young person 
when seeking help for mental health problems in Ireland. The interview or focus group is not 
a counselling session for mental health but an opportunity to discuss and explore opinions 
and experiences which can help researchers further understand what young people think 
works within our mental health care services and what needs improvement. The interviews 
and focus groups will be arranged at Donegal Youth Service Headquarters during opening 
hours (10am - 8pm) and I am happy to run them during the day or early evening, depending 
on your preference. 

An example of an interview question would be: '’What makes it easier or more difficult for 
young people to ask for help when they have a mental health concern'. The researcher will 
make notes during the interview and it will be audio recorded for analysis purposes only. 

 

What is required from your child? 

If your child decides to participate in this research project and you provide consent, they will 
be asked to participate once in an interview for up to one and half hours, to include 
registration and discussion.  
 

 Your child will be required to give written informed consent. 
 A signed consent form from the guardian or parent for participants under 18 years of 

age with contact details. 
 All participation is voluntary and there will be no incentive offered in this research 

project. 
 Your child will be required to talk about your opinions and experiences of what it is 

like for a young person when they seek help for a mental health problem from a 
service. 

 Your child will not be required to talk about anything you do not want to. 
 Your child can decline to answer any questions asked. 
 Your child also has the right to withdraw from the study at any point without 

negative consequences. 
 If your child wants to leave the study, for any reason, this is not a problem, it is 

advised you let the principal investigator know. 
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What will happen with my child's personal information and data? 

Please be assured that all information collected from your child and audio recordings will 
treated as confidential. This means that no real names will be used, and I will not inform 
anyone else that your child has participated in the study. I will also not name you or your 
child in any reports or publications. Data storage arrangements will be as according to the 
Data Protection Act (1998; 2018). This includes all paper documents will be stored in a 
locked filing cabinet within a locked office. Electronic data will be stored on the study 
laptop, which is password protected plus the back-up portal hard drive will be also password 
protected. Only the research team will have access to the data. The chief investigators will 
take responsibility for the data storage of the study data. However, your child's identification 
will only be revealed if legally required in the event of the project not adhering to research 
procedures. Your child will also have an opportunity to review the transcript relating to the 
focus group or interview you took part in if you choose to and after reading it you can 
request for any material to be deleted. 

 

What will happen to the results? 

The results of this research will be presented in my PhD dissertation. The dissertation may 
be read by supervisors, examiners, faculty staff or future students and quotes from the 
study may be published in a research journal; however I will never use your real name. 

 

What if there is a problem or I would like to withdraw from this study? 

If you agree for your child to take part in the study, but then decide to withdraw before, 
during or after, then this is not a problem just contact me (Louise) by email to lynch-
l11@ulster.ac.uk. At the end of the interview, I will discuss with your child how the 
experience was and how your child is feeling. If your child feels distressed at any point, they 
will have an opportunity to discuss this with myself, leave the interview or proceed if they 
choose. I will also give your child an information sheet about looking after your mental 
health and local mental health services. 

 

Who has reviewed this study? 
Ethical approval has been obtained by the Ulster University Risk and ethics Committee 
(UUREC) School Research Governance Committee (SRGC) at Ulster University Jordanstown, 
which allows this study to take place. 
  
What are the possible benefits for taking part in this research project? 
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Your child will be part of a valuable project, mental health is an important area for research 
and your child's perspectives will contribute to helping understand the lives and needs of 
young people in Ireland who experience mental health problems. Your child will have the 
opportunity to share your experiences and offer your opinions on how to improve youth 
mental health services from a young person's perspective. 

 

What are the possible disadvantages of taking part?  

Discussing topics around mental health can cause distress and the researcher is aware of the 
sensitive nature of this topic. If your child feels that discussing mental health may distress 
them or make them feel uncomfortable, then it is advised to not take part. 

 

Contact details 

If you would like further information on mental health services, this research or to discuss 
further about participating in a interview, please do not hesitate to contact myself or the 
research supervisor with any queries. 

 
Louise Lynch (Principal Researcher) - Lynch-L11@ulster.ac.uk 
Dr. Anne Moorhead (Research supervisor) - a.moorhead@ulster.ac.uk/T: 048 9036 8905  

 

Parental Consent Form 

Please return in the provided stamped addressed envelope 

 

I……………………………………… consent to my child ...................................................  participating in 

Louise Lynch’s research study based on the information supplied and explained to me both in writing 

and verbally. 

(Please tick to confirm) 

 The purpose and nature of the study has been explained to me and I understand what I  am 
consenting to my child partaking in  

 I give permission for my child's interview with Louise Lynch to be tape-recorded and I 
 understand how my information will be stored and protected 
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 I understand that my child can withdraw from the study, without repercussions, at any time, 
 whether before it starts or while they are participating 

 I am also aware that my child can withdraw their data within two weeks of the interview, in 
 which case the material will be deleted 

 I give permission to Louise Lynch to use the data in her PhD dissertation and any reports 
 or publications 
 I understand that as part of the write up my child's real age will be used but not their real 
name 
 Anonymity will be ensured by disguising any characteristics which may reveal their 
 identity. 
 I give permission and understand that disguised extracts from the interview may be quoted 
and 
 used in the thesis and any subsequent publications 

 

Signed…………………………………….    Date………………. 

Print ...........................................    Contact details .............................. 

I certify that I have explained to the above named individual the nature and purpose, the 
potential benefits and possible risks associated with participation in this research study.  I 
have answered all questions that have been raised by this parent.  These elements of 
Informed Consent conform to ethical guidelines of the British Psychological Society Code of 
Ethics and to Ulster University code of conduct policy for human participants in research.  I 
have provided the participant’s legal guardian with a copy of this signed consent form.  

Signed…………………………………….    Date………………. 

Louise Lynch (Principal Researcher) 
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Appendix 9 

Focus Group Schedule 

A. In Preparation for the Focus Group (25 mins) 

 

1. Talk to Staff (5 mins approx) 

Researcher will approach staff in centre to let them know what time the research will 
commence, expected duration and that they will be informed when research is finished. 

Communicate with staff the need for privacy in meeting room and to interrupt only in 
extenuating circumstances. 

 

2. Set up the room (10 mins approx) 

 

     Chairs are set up in a circle to create an open and equal space 

     Check windows, air conditioning/heating to make sure temperature of room is 
comfortable. 

     Lights and electricity are working correctly 

     Fire exits are noted 

     Open door so participant feels they can enter 

     Refreshments are in place; tea, coffee and biscuits are set up 

     Recording equipment is working correctly and ready to begin 

 

3. Arrival of Participants (10 mins approx) 

 

 Introduce myself to participants 

 Offer tea, coffee and biscuits to participants 

 Spend five minutes speaking with participants building rapport 

 Offer participants to take a seat 

 Close door and affix sign on door stating focus group is in session – do not disturb 

 Clarify participant is okay to continue 

 Clarify participant is okay with session being recorded 

 Inform participant of fire exits in case of emergency 

 Ask participant to turn off their phone or put them on silent for the duration of focus 
group 

 

B. Beginning the Focus Group - (20 mins) 
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Introduction (10 mins approx) 

 Explain that the session will last a maximum of 1hour 30 minutes 

 Explain the format; a semi-structured session with open-ended questions 

 Review information briefly on participant information sheet 

 Establish some ground rules informally: 

            - you can speak freely – there are no right or wrong answers 

 - If you would like to stop at any point or leave the focus group that is fine 

            - If you are concerned about anything said during the discussion you can speak with 

me  after, I will be available after the session is completed for up to 10 minutes. 

 Thank them for partaking in the discussion and explain the importance of their 
 participation 

 

Rationale for Focus Group - (10 mins) 

 Explain rationale of the session to participants  
 I am looking to understand the perspectives of young people directly, to help us 
 understand in what way services can provide the type of mental health care that 
young  people need and want from a mental  health service. I am interested in what you have 
to  say. 

 Explain the term 'mental health problems' 
 For this research, when I talk about mental health problems I am talking about when 
 someone's thoughts or feelings are troubling them, to the extent of affecting their day 
to  day activities or relationships. They may not necessarily have a mental illness, but 
could  need help to get them through a difficult time. Examples of this can be depression or 
 anxiety. 

 Explain professional services for mental-health 
 When I talk about professional services I am talking about people who work in 
services  that can offer support and treatment to improve an individual’s mental health. 
Examples  of this are your local doctor, a psychologist working in a hospital, youth 
workers, school  counsellors.  

 Seek clarification 
 Do you understand what I mean by mental health problems and by professional 
mental  health services? [Wait for a response] 

 If any participant asks questions respond to them 
 Do you have any questions before we begin? [Wait for a response] 

 

C. The Focus Group Session (40 mins approx) 
 

1. Questioning (40 mins approx) 
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 Begin recording 

 Researcher will use prepared questions on a sheet of paper that will guide the 
discussion around the key points of understanding barriers and looking for solutions. 

 The semi-structured nature of the discussion along with open-ended questions will be 
used to allow participant to reflect and explore their statements. These will also allow 
the researcher to clarify statements without the use of leading questions. 

 Clarify periodically to make sure researcher has interpreted the statements correctly 
 

 

D. Ending the Focus Group (10 mins)  
 

Ending the discussion (5 mins approx) 
 

 
 The group discussion may end naturally but if there is a lot of discussion wait until 

key questions have been answered and do not continue too far past the prescribed time 
(5-10 mins max) 

 Close the focus group 
 “I think this is a good time to end the discussion and I thank you very much for your 

 participation today...” 

 Feedback 
 “Can you tell me briefly what their experience was like at this focus group...” 

 Stop recording 
 

E. Leaving the Focus Group (20 mins) 

 

1. Participant Exit (15 mins approx) 
 

 As participant is leaving thank them and hand the debriefing sheet with information 
about local mental health services. 

 Tidy up the space and wait in case any participant returns to speak after. 

 Leave space as found and thank staff at centre, letting them know that research has 
finished. 
         Total time: 115 
mins 
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Appendix 10 

 
Interview questions for practitioners from formal and semi-formal services 

 
The following open questions listed are designed to guide a semi-structured interview with 
practitioners working with young people and their mental health. They have been derived in 
coordination with the interview questions for the young people, as the purpose of the 
practitioner interviews is to provide perspective and context from a service level to the 
experiences and perspectives of young people. Questions will be used if and when 
appropriate to prompt a discussion and encourage exploration of young people and mental 
health. 

 
 
Introductory Questions: 

 What do you think it is like to be a young person in Ireland with a mental health 
problem? 

 What do you think, in general, about mental health services for young people in 
Ireland? 

 

Core Questions: 

 
Background 

 How long have you been working in your current position?  

 Can you describe for me what it is like to work in your role? 
 

Mental health literacy, coping and help-seeking decision 

 From your experience/observations what makes it difficult or easy for a young person 
in Ireland to access mental health care? 

 From your experience what are common coping mechanisms do young people use for 
their mental health problems? 

 Do you think young people in Ireland have a good understanding of mental health? 
 

  Service provision and relationship with clients 

 How does a young person access the service you work in? 

 What parts of your service are helpful/unhelpful to young people? 

 What parts of your service do you think can be improved to better assist young 
people? 

 Are there any particular barriers in your work that impact your ability to work with 
young people? 

 Are you able to offer a choice of interventions to young people?  

 How do you feel young people respond to your service? 
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 Can you describe the service you work in terms of its physical building/location and 
how do you think that impacts young people? 

 Are you satisfied with how your organization approaches youth mental health? 
 

Culture, family and environment 

 What is your experience of working with young people’s families?  

 Do you think culture has a role to play in young people’s mental health? 

 What role, if any, does stigma play in youth mental health? 

 Do you young men or women experience different barriers when looking for help 
with their mental health? 

 Have you heard about young people’s experiences of asking for help? If so, what 
were these like?  

 If you could imagine the ideal mental health care for young people what would be 
like? 

 

Closing Questions: 

 

 What does mental health care mean to you? 

 What do you think are the most important features that a youth mental health care 
service should provide? 

 Is there anything you would like to say that you haven’t had the opportunity to do so 
yet? 

 Are there other recommendations that you have, or suggestions you would like to 
make? 
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Appendix 11 

Practitioner Interview Schedule 

A. In Preparation for the Interview (25 mins) 

 

1. Talk to Staff (5 mins approx) 

Researcher will approach staff in centre to let them know what time the research will 
commence, expected duration and that they will be informed when research is finished. 

Communicate with staff the need for privacy in meeting room and to interrupt only in 
extenuating circumstances. 

 

2. Set up the room (10 mins approx) 

 

     Set up two chairs opposite each other, spaced appropriately 

     Check windows, air conditioning/heating to make sure temperature of room is 
comfortable. 

     Lights and electricity are working correctly 

     Fire exits are noted 

     Open door so participant feels they can enter 

     Refreshments are in place; tea, coffee and biscuits are set up 

     Recording equipment is working correctly and ready to begin 

 

3. Arrival of Participant (10 mins approx) 

 

 Introduce myself to participant 

 Offer tea, coffee and biscuits to participant 

 Spend five minutes speaking with participant building rapport 

 Offer participant to take a seat 

 Close door and affix sign on door stating interview is in session – do not disturb 

 Clarify participant is okay to continue 

 Clarify participant is okay with session being recorded 

 Inform participant of fire exits in case of emergency 

 Ask participant to turn off their phone or put them on silent for the duration of interview 
 

 

B. Beginning the Interview - (10 mins) 
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Introduction (5 mins approx) 

 

 Begin recording 

 Explain that the session will last a maximum of 1hour 

 Explain the format; a semi-structured session with open-ended questions 

 Review information briefly on participant information sheet 

 Establish some ground rules informally: 

            - you can speak freely – there are no right or wrong answers 

 - If you would like to stop at any point or leave the interview that is fine 

            - If you are concerned about anything said during the interview you can speak with 

me  after, I will be available after the session is completed for up to 30 minutes. 

 Thank them for partaking in the interview and explain the importance of their 
 participation 

 

Rationale for Interview - (5 mins) 

 

 Explain rationale of the session to participant  
 I am looking to understand the perspectives of practitioners who work with young 
people  experiencing mental health problems, to help us understand in what way services can 
 provide the type of mental health care that young people need and want from a mental 
 health service. I am interested in what you have to say. 

 Define/clarify the term 'mental health problems' that will be used in the research 
questions 
For this research, when I talk about mental health problems I am talking about when 
someone's thoughts or feelings are troubling them, to the extent of affecting their day 
to day activities or relationships. They may not necessarily have a mental illness, but 
could need help to get them through a difficult time. Examples of this can be 
depression or anxiety. 

 

 Seek clarification 
 

 If participant asks questions respond to them 
 Do you have any questions before we begin? [Wait for a response] 

 

 

C. The Interview Session (40 mins approx) 
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1. Questioning (40 mins approx) 

 

 Research will being audio recording the interview 

 Researcher will use prepared questions on a sheet of paper that will guide the 
interview around the key points of understanding barriers and looking for solutions. 

 The semi-structured nature of the interview along with open-ended questions will be 
used to allow participant to reflect and explore their statements. These will also allow 
the researcher to clarify statements without the use of leading questions. 

 Clarify periodically to make sure researcher has interpreted the statements correctly 
 

 
 

D. Ending the Interview (10 mins)  
 
 

Ending the discussion (5 mins approx) 
 

 The interview may end naturally but if there is a lot of discussion wait until key 
questions have been answered and do not continue too far past the prescribed time (5-
10 mins max) 

 Close the interview 
 “I think this is a good time to end the interview and I thank you very much for your 

 participation today...” 

 Feedback 
 “Can you tell me briefly what their experience was like at this interview...” 

 Stop recording 
 

 

E. Leaving the Interview (10 mins) 

1. Participant Exit (10 mins approx) 
 

 As participant is leaving thank them and hand the debriefing sheet with information 
about local mental health services. 

 Tidy up the space and wait in case any participant returns to speak after. 

 Leave space as found and thank staff at centre, letting them know that research has 
finished. 
         Total time: 105 
mins 
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Appendix 12 

CI: Am, so just to get us started, what do you think it’s like for a young person in 
Ireland today, em, who has a mental health problem? 

 
YW1: Well when you say young person, under 18 now at the minute there is ‘go to’ 

CAMHS would be recognised, we got Jigsaw is recognised, ourselves in 
[youth service] is recognised and we’re publicising it. For, ah, young adults, a 
young person that’s over 18 and under 25, I’m experiencing difficulty [pauses] 
I’m finding ourselves basically, I can only reference right now ourselves as a 
‘go to’ agency for a young person of that age. (0.48) 

 
CI: Yeah and so what do you think it’s like then for young people, to be a young 

person having that mental health problem, you know, between 16 and 25? 
 
YW1: Well, even ah [pauses] have they got the capacity to self-diagnose? Do they 

know what’s wrong with them? You know, they might have an idea that 
they’re not functioning like other young people at that particular time but they 
might not have the capacity to even to know that they need to go and get 
help. 

 
CI: Yeah am and so what do you think about the mental health services for young 

people in general, just in general, what do you think about them? 
 
YW1: I like the [youth service] model as regards, ah, we’re a [pauses] maybe an 

approachable environment, we’re not ah clinical, we’re not here to prescribe 
medication, we’re here to listen, we’re here to put the young person at the 
centre of what’s going on and the decision maker. I don’t feel that happens in 
every other agency. I feel that the ah, state mental services with provision 
from the HSE, is maybe a wee bit on the clinical side. 

CI: Yeah   
YW1: The young person has a block before they even get in to meet the person, the 

building is a block never mind meeting the actual clinician who’s going to be 
working with them. 

 
CI: You seem to be quite aware of things like even the physical space and the 

building 
 
YW1: Yeah well that’s based on feedback that I’ve got from other, ah, from young 

people and parents. I’ve had countless parents that have come to me told me 
that they’ve been to CAMHS, as an example, twice and maybe there’s 
nothing wrong with the CAMHS model it just didn’t work for those individual 
young people but they didn’t relate to even the building that they were going in 
to [pauses] they were going ‘No mammy, no daddy I don’t want to go in there’, 
and then meeting the clinician then, they just felt that they were the ‘subject’ 
rather than somebody that was actually helping them. (2.46) 

 
CI: Okay so it was a wee bit de-personalised? 
 
YW1: Yeah, ah from that then I would have been talking to lecturers I had at 
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university and they would have been guiding me and I did find one particular 
lecturer an asset, a Psychologist, a practising Psychologist, and he took on 
extreme cases that I’d asked him to. 

 
CI: So how long have you been working in your current position? 
YW1: Current position 3 years, as a youth worker 11 years. 
 
CI: Okay and so I suppose then, your positions are varied but in that sense 

probably a little over 10 years, but in regard to I suppose you’ve been working 
with young people for 10 years, so can you describe to me what it’s like for 
you to do your job? 

 
YW1: For me to do my job, am, I would describe myself as a balancer, in an awful 

lot of what’s going on in the world and with, you know, in an ideal world there 
would be no calls for me at all but in balancing situations ah [pauses] when a 
young person comes in here in a state of crisis well they’re number one 
priority and you would be dropping everything that’s going on around you and 
dealing with that young person, am [pauses] when there’s no young people in 
crisis maybe we’re trying to engage in all kinds of education, be it good 
manners or progression in education itself or, you know, taking up throwaway 
comments and trying to at least scratch the surface of what’s going on in a 
young person’s mind, specially their faulty thinking. There’s loads of stuff 
going on Louise, I could talk to you for the rest of the day about what’s going 
on [laughs] (4.28). 

 
CI: Well I suppose  
 
YW1: If you want to get the definitive of what, what was the question originally 

again? [both laugh] 
 
CI: It was about what it’s like, I, I kind of get the vibe from you that, am your job, is 

multi-layered and that you enjoy it just from the way you’re talking? 
 
YW1: I’m here to do what needs done  
 
CI: Right. Very practical? 
 
YW1: That’s the only way I could sum it up. I wouldn’t, I wouldn’t put any boundaries 

like ah, ah I’ll give you an example of the somebody sets off the fire 
extinguisher, I’m not going to try and say it’s not my job to clean that up, 
because if this building is not effective and working then it’s my job to get it 
effective and working so I have to, that would be my attitude. 

 
CI: Yeah, so do you think that attitude then translates to the young people you’re 

working with if something is not? 
 
YW1: I would like to think it does like there are probably negative parts of my 

attitude that , that would translate to young people too because I’m always 
bitching and crying about cleaning up behind yourself, you know, and actually 
that probably annoys some young people, you know, but, I think it’s important 



390 

to do that too. 
 
CI: Aye, but even in terms of the way you said, my role here is like if something 

needs doing, or like, there’s a goal, I’ll do what I have to, to get there. Do you 
feel like that about young people’s mental health? 

 
YW1: Ah definitely yeah, if young people’s mental health needs to be ah, what 

would you say 
 
CI: Supported? 
 
YW1: Yeah supported, and thinking needs challenged, definitely yeah, definitely and 

if, if I’m not capable of helping or supporting that young person well then it’s a 
priority that I go and get somebody that can or help them to find somebody 
that can. (5.58) 

 
CI: So from your experience then, in those situations, ah whether it’s crisis or you 

know point or not what makes it difficult or easy for young people to access 
mental health care? I know you spoke about the environmental barrier are 
there any other barriers for them? 

 
YW1: Stigma, stigma is a huge barrier, you know, that you can’t ah, cope with 

what’s going on in your own life, ah I would say more so for young men than 
young women in my experience, ah, young men, maybe growing up myself 
and having an understanding, ah, there’s an aura out there you shouldn’t 
need help, you know, and that would be among young men themselves, ah 
seeking help would be ah or even let’s break it down to ah being bullied at 
school, you know, you don’t tell anybody because if you tell somebody you’re 
weak [with emphasis] and like that has grown into a different kind of 
psychology you know for going seeking help then you’re weak. Does that 
make sense to you? 

 
CI: Absolutely yeah of course, am so it is different for young men and young 

women 
 
YW1: I would say it’s different and ah seeking help yeah, different in talking, I would 

be inclined to find that more young women would be able to go and talk to 
other young women where young men wouldn’t have the same, men in my 
opinion wouldn’t have the same relationships or friendships that young 
women would. (7.27) 

 
CI: So, that’s kind of, I’m thinking that kind of brings up a curious point then, as a 

male youth worker how do you find working with young men, do they, does 
that translate or do they open up? 

 
YW1: Maybe that’s why I would have an advantage in creating the right 

environments, you know, not, not dragging, not pulling, not pushing, you 
know, asking the right questions to get the right answers, asking the right 
questions of them so they can come up with the right answers for themselves, 
would be I think something I’ve learned over the, probably learned that more 
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so from Orla O’Reilly than anybody else, you know, getting the right question 
in there at the right time and knowing when’s the right time. (8.07) 

 
CI: Yeah, am [pauses], ah from your experience then what are the common 

coping mechanisms young people use to cope with mental health problems, 
just in general that you see? 

 
YW1: Right            
 
CI: Young people in Ireland or in society or the young people here, how do they 

cope with mental health? 
 
YW1: Some of them don’t, some young people just don’t cope with their mental 

health issues at all like, and some take an awful long time to seek help, ah 
maybe it goes beyond that and when you ask that question I’m thinking of 
young people who didn’t cope, who maybe are still at home today and don’t 
have jobs and aren’t contributing to society the way society would like them 
to, ah     

           
CI: Sometimes am different substances can be referred to or would you see any 

of that in terms of alcohol or? 
 
YW1: Yea, self-harming would be prevalent here, ah the use of narcotics and the 

use of alcohol definitely would be prevalent here, ah the three Hs, the hair and 
ah, the hoods and you know, the docs(?) just all the blocks that a young 
person will use to recede into a world of their own. 

 
CI: Yea, so they withdraw from the world to ah  
 
YW1: Yeah (9.27) 
 
CI: Yeah and some of these questions like you’ve ah, sorry, some of these 

questions I’m asking you, you may have touched on already, do you think 
young people in Ireland have a good understanding of mental health? I know 
you said that you think one of the barriers is they mightn’t be able to 
understand themselves, but even mental health as a concept do you think 
they have a good understanding? 

 
YW1: They would have an understanding of that, what mental health is in 

comparison to physical health but I don’t think they would fully understand 
enough of the depths of mental health and what effects of and how they can 
turn around themselves, you know, and the wee coping mechanisms that you 
learn through life and ah, I don’t think they would have a full understanding, 
life experience brings that to you more so than ah, being educated about it, 
but maybe unless you experience it or feel it or you know having and engage 
with someone else and, and gain an understanding through working with 
them, I keep thinking fully understand. Myself 10 years ago wouldn’t have 
had, any idea at all the depths of what’s in mental health.  (10.37) 

 
CI: Yeah. So, I suppose looking at the service provision here that you provide 
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then in your one-to-one work and your relationship with clients, how does a 
young person access the service? 

 
YW1: How does a young person access our service? Well they can be self-referred, 

they can be referred by parents, by teachers, by school principals, by social 
workers, guards have referred here, we’ve got a, maybe a ‘no doors closed’ 
approach to referral, anybody can refer here and ah we would do our best to 
engage young people as early as possible, we don’t believe in waiting lists, if 
someone is in dire need of attention we try to get them that attention as soon 
as possible and ah then the whole journey into the building then from stepping 
in the front door and knowing and seeing and feeling that this isn’t a clinical 
setting and maybe by the time you get to meet the youth worker you might 
have had a wee bit of apprehension and that apprehension is quickly removed 
due to the ah, maybe the mannerism of the youth worker that they’re meeting 
that they’re engaged as a human being and made felt welcome and ah 
informed that they’re going to be the decision-maker and everything that's 
going to be happening here, they’ll get to decide whether they come back 
again and there will be no pressure or nothing whether they come and 
basically they’re empowered from the outset. (12.07) 

CI: How important do you think all of that is in terms of the young person? 
 
YW1: Well, if we’re going to be ah looking for people to be able to leave the building 

and manage themselves, well isn’t it not most important that they be able to 
take control from the beginning? 

 
CI: Yeah 
 
YW1: I’ve something else that comes to mind and ah can we just can we branch off 

this 
 
CI: Yea, you talk in whatever direction you want! 
 
YW1: I’m just thinking now that when referring to myself 10 years ago I think that 

could be an issue for young people and services and I have felt it myself 
working with other agencies and I suppose I’m thinking of myself, number 
one, if I’m inexperienced and I’m dealing with someone who needs someone 
with a good degree of experience well maybe they’re being let down at that 
point, and if there’s a new social worker on the scene with lacking experience 
well maybe they’re being let down at that point, ah you know, and that could 
filter out through all the agencies as well  

 
CI: So despite then, let’s say, qualifications or the amount of letters after your 

name, how important is experience working with young people? 
 
YW1: Well, I, I think, you know, experience and knowing what’s important, I’ll give 

you an example, maybe make a better situation, I was working on a case, 
there was a fairly new social worker on the case, the social worker ah maybe, 
pushed mammy in a direction she didn’t really need to push her and severed 
the potential relationship in early days and that led to the demise of the young 
person, whereas if the social worker had kept mammy on side, we possibly 
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could have had a better result for that young person. 
 
CI: Okay 
 
YW1:  Now this was an extreme case with a social worker maybe in a first year 

practising (13.50) 
 
CI: Right. So it’s about experience but I’m also hearing you talking about 

relationships? 
 
YW1: Relationships 
CI: How important is that? 
 
YW1: Key absolutely the important thing going and not just with the young person, 

you know, possible relationships with everybody and the young person’s 
environment is going to assist and help you as well. 

 
CI: Am, and so how do you manage then young people and, for the under 18s, 

because we know about the issues in Child Protection and confidentiality, how 
do you manage that then, regarding the relationship with parents and the 
relationship with the young person? 

 
YW1: I will be, I will be ah very direct very honest with everybody from day one, let 

them know you know, if anything untoward is happening here where I believe 
that someone’s going to come to harm, I tell them at the outset and tell them 
what I’m here to do as well, I’m not here to manage their situation, I’m here to 
listen and help them ask the right questions of themselves.  

 
CI: Yeah, and so what role do you think confidentiality has then? 
 
YW1: Confidentiality well the run of the mill stuff that’s not going to lead to anybody 

being harmed, you know, that’s really important, that’s important. If a young 
person feels that you’ve let them down then that relationship is probably 
broken to the point that it’s never going to be renewed again. (15.09) 

 
CI: So what do you find then when you’re working with young people, that they’re 

sensitive about confidentiality or do they ask about it or? 
 
YW1:  Yeah! big time. I think that as people grow up, they’re not as sensitive or 

maybe more inclined to, they know what to say and what not to say, but at a 
younger age when they’re not maybe on top of that, confidentiality is 
paramount for them. 

 
CI: Yeah. What parts of your service then do you think are helpful or unhelpful? 
 
YW1: What parts of our service are helpful? Probably touching on the same things 

again. 
 
CI: Yeah 
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YW1: Yeah 
 
CI: Probably the stuff you’ve mentioned. 
 
YW1: Yea, there’s the referral process, the ‘no doors closed’ approach, ah we’ll 

work with anybody at any level, any capacity, am, what else is helpful, ah, you 
don’t have to be a doctor or anybody to refer you, you can refer yourself, a 
parent can refer, ah probably the most beneficial thing that I can say about 
our service is that it’s free of charge. Nobody is looking for any money or 
trying to gain financially whatsoever, and a young person is not obligated to 
continue to come to the service, they can come and leave when they feel the 
need. I just had a case myself yesterday and a young person that I was 
working with maybe 9 months ago has had a bit of a relapse was telling me 
it’s not as bad as the previous relapse but feels he needs to get help now 
rather than let himself go to the point where he was the last time, so that in 
itself is an improvement. That young person has identified I’m not in a good 
pIace here, I need to pick myself up before I get to that bad pIace I was the 
last time and I think that’s fantastic as well, that’s a good bit of self-awareness 
that maybe they’ve achieved through working with us. (16.55) 

 
CI: It sounds like you’re describing to me that there’s a sort of a flexibility like that 

young person obviously contacted you? They were able to contact you 
directly? 

 
YW1: They contacted, actually an in-law contacted me first and told me that they felt 

they were on the slippery slope again, and I ah I told them why don’t you 
suggest that they call me and that’s them empowered again, they were taking 
the liberty to use their own ability to call me. 

 
CI: And how long would a young person have to wait in that situation to see you? 
 
YW1: Well ah this young person was invited over the same day but couldn’t make it 

so we had a discussion over the telephone and there’s an arrangement now 
for that young person to see me on Friday. 

 
CI: Okay so  
 
YW1: And it’s down to them they can only make it Friday. 
 
CI: Do you think that’s helpful for young people? 
 
YW1: Oh it has to be helpful like there’s no waiting list in that, that young person 

needs help this week, that doesn’t need help in two weeks’ time. That young 
person need help today if possible, if they’re not feeling great now, they might 
through time, you know 

 
CI: It sounds quite responsive 
 
YW1: Yeah 
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CI: Hmm. Is there any parts of your service you think could be better improved to 
better assist young people? 

 
YW1: How could you answer this now without being biased? 
 
CI: You do your best! 
 
YW1: How could we improve? [pauses] We could have more space here, we could 

have more purpose-built rooms for doing what we do, for one-to-one provision 
and (18.39) 

 
CI: So it’s resource and financial kind of? 
 
YW1: Yeah it would be yeah and we possibly could expand our PR, but I think if we 

expand our PR we’d also have to expand our team, because our team right 
now at the minute is maybe not stretched, but you know it could become 
stretched very quickly. I would be, would be very wary of mass advertisement 
to all 170,000 people living in Donegal, because I think we would have an 
onslaught afterwards. I think we’d need to drip our advertisement out in 
different areas at different times.  

   
CI: Yea, so, are there, just connected to that, you seem quite positive about your 

work practises and about your workplaces in general and some of the issues 
are around maybe funding and resources? 

 
YW1:  Yeah 
 
CI: Is there any other barriers that get in the way if you would like to do something 

more? 
 
YW1: Well let’s not take this to a personal level let’s take it to a team level, I would 

like if our team would ah progressively try to improve everybody on the team, I 
would like if our team, I can’t remember the name of the sessions you do, but 
would actually do facilitations among each other under the spotlight of the 
camera and be able to see what they’re doing and the body language that 
they’re portraying and hear the language that they’re using and refine all of 
that. 

 
CI: So reflective, more reflective work and lab work? 
 
YW1: Yeah 
 
CI: Yeah 
 
YW1: Even once a year I think would be a huge benefit because, I’m just looking at 

myself, the lab work that I done through the master’s degree would have 
done, actually benefitted me in every aspect of presenting, be it one-to-one, 
be it on a stage in front of 500 people I’m now more aware of what I’m doing, 
the body language and the words I’m using because of that lab work. 
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CI: So an option to refine your skills 
 
YW1: Yeah, yeah     
 
CI: Are you able to offer choice of intervention to young people? 
 
YW1: Well that young person I was working with yesterday, ah because I would 

know that young person growing up, I did offer to them now you know you 
don’t have to talk to me you can talk to any other of our staff members who 
wouldn’t know you and you wouldn’t be able to work with them and ah they 
wouldn’t know your background and you can keep that anonymous, whereas 
you might feel there are elements of their issues they might not be able to talk 
to with me, so that was offered. That young person is now considering that. 
They can still see me on Friday and if they want they can meet with someone 
else, I’ll arrange that for them, so 

 
CI: So even down to choice of who you want to work with? 
 
YW1: Yeah   
 
CI: there’s a lot of 
 
YW1: Yeah and let’s face it you know some young people can come in and they 

might not just click with the person that’s there and I think that it’s important 
that we give young people that opportunity like you know you don’t, if this isn’t 
working with someone well maybe someone else can come in here, and that 
has happened in this organisation. I’m aware of young people, that I have 
asked other staff members to take over and I’m aware of other staff members 
have asked me to take over their one-to-ones, especially when you get to 
know a young person, am, you know another staff member will have way 
more in common and maybe a better understanding of where they’re coming 
from. (21.48)  

 
CI: Yeah I get it you’re sort of matching people up and 
 
YW1: Yeah 
 
CI: Constantly maybe even re-assessing? 
 
YW1: Yeah 
 
CI: It sounds like it’s not just well we’re for this it’s like every, every now and again 

you’re like, is this still working? Or you seem to be telling me that’s the way 
you work? 

 
YW1: Yeah but let’s not lock in here and say 
 
CI: Yeah 
 
YW1: this is a fixed position, like you know, even ah there’d be certain young people 
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that I would be asking, I want you to come back and see me next week 
because I would have the gut instinct that you need to maybe talk more and 
open up more and then there would be young people then I’d be saying, if you 
need to talk to me you can call me and arrange another appointment and we’d 
be glad to help you. (22.28) 

 
CI: So, flexibility? 
 
YW1: Yea, as much as possible 
CI: How do you, so, when am, I suppose what I’m looking to understand as well is 

about choice of interventions as in like the actual style and approach in work 
you do with young people, do you adapt that or is it just the same approach? 

 
YW1: Okay, [laughs] I have done everything from exercise, I have gone painting 

rooms in houses, so I have, I have had one particular young person who just 
could not talk whenever they were face to face with me, they could not talk, 
and ah I suggested to the parents they just can’t look at me and talk, whatever 
is going on with them, and ah, we have to find something else to do and the 
parents said, well there’s bedrooms that need to be painted here so you want 
to come and paint bedrooms, so I actually went to the house and parents, 
parent’s were in their house and the young person was in painting one wall 
and I was painting the other wall back to back and they told me everything 

 
CI:   Powerful 
 
YW1:  Everything that was going on in their head, yea, so what else have I done 
 
CI: So, sounds like you’ve done, you don’t just have the exact same approach 

every time? 
 
YW1: Yeah, yeah you can’t be thinking that, you have to think outside the box, you 

know, if something isn’t working for a young person or you’ve taken them as 
far as you believe you can take them, well then it’s time to move on and open 
up them to other ideas. (23.52) 

 
CI:  How do you feel when young people respond to your service? 
 
YW1: People vote with their feet. Young people definitely vote with their feet, ah, the 

amount of young people that will come back again for that further assistance, 
you know, would be fairly good, fairly high here. There is young people here 
you might only have talked to once and that’s okay and they get what they 
need out of that session and move on but I think that the amount of young 
people that actually continue to avail of the service would be testimony to the 
service. People vote with their feet and it’s the same with the situation. 

 
CI: So are you satisfied then with how your organisation approaches mental 

health? 
 
YW1: In some aspects yeah, and some aspects I’m sure we could improve. I will be 

biased [pauses] I think the organisation is maybe ah a great environment to 
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work in, I would find it really difficult to work in another environment even 
though I might have stuff I might be annoyed about that’s going on in the 
organisation, I still think it’s a fantastic organisation with a great philosophy 

CI: Yeah 
 
YW1: And 
 
CI: With their approach to mental health? 
 
YW1: What can you ask me that question again because I’ve kind of going off the 

point 
 
CI: You’re okay. Are you satisfied with how the organisation approaches youth 

mental health? 
 
YW1: I’m satisfied, I would be satisfied yeah, but I do think there’s room for 

improvement, there’s always room for improvement. 
 
CI: Yeah 
 
YW1: Yeah 
 
CI: And you don’t have any ideas right now for that improvement? 
 
YW1: Well, we could be putting funding towards it so we could, you know, it could 

be better funded, it could be better organised, it could get bigger, we could 
have better counselling methodologies for our employees, you know, we 
could make sure that ah, I know as a younger facilitator I struggled 

 
CI: Yeah 
 
YW1: I struggled, I carried some of the ah, the ah troubles of young people home 

with me and, you know, that could have been taken care of very easily if I had 
have been debriefed or you know (25.53) 

 
CI: A little bit more support then 
 
YW1: Yeah support 
CI: Especially for maybe people coming in with less experience  
YW1: Yeah 
 
CI: Stuff like that 
 
YW1: Yeah, yeah. Now 10 years on 11 years on I’m able to manage most of that 

myself, I know when I need to talk to somebody I go and talk to them and 
debrief and offload and I find other more experienced staff members the 
same. They’ll come and debrief to me and talk to me and we never have to 
give away, break confidentiality issues, but we can discuss cases and assist 
each other in progressing cases and ‘specially the debrief part, letting go that 
terrible happening that you might have been exposed to. 
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CI: Yea, am so having a quick look there at ah, we’ve talked already a little bit 

about culture and family and things like that, so just in case we missed some 
parts, I’m thinking what is your experience then of working with young 
people’s families, am, and the role that the family has then in mental health? 

 
YW1: Probably the biggest part of it, you know, 99.9 per cent of every human being 

is the environment that they’re growing up in and if that environment is not ah, 
what would you say, bringing out the best in them well then (inaudible) and 
there’s some young people you’d just love to take out of the environments that 
they’re living in but that’s not that’s not ah feasible so it’s not. I think it’s 
paramount I think having a good relationship with the families and the families 
having the confidence that you’re here to help, you’re not here to judge, you’re 
not here to put them down, you’re here to help them and you’re doing that so I 
think that’s, that’s important. (27.35) 

 
CI: Yea, and am, [pauses] have you heard about young people’s experiences of 

asking for help with other services like say maybe the more statutory services, 
the formal ones? 

 
YW1: Yeah and I don’t want to be harsh you know, it comes down to perception, 

you know, young people perceive that they’re going to get help in a certain 
place and when they don’t get that help and it’s because that agency might 
not have the capacity to deliver that help  am, we’re talking in my cases, 
CAMHS and Jigsaw have been prominent and not helping young people. 

 
CI: Yeah 
 
YW1: You know I’ve ended up having cases where they’ve been to CAMHS, they’ve 

been to Jigsaw, they weren’t able to help them and ah, some of them cases I 
was able to manage myself and it was a listening ear exercise basically and 
not much more than that and other cases I had to find them more expert help 
(28.30) 

 
CI: Yeah, so I suppose you’re hearing when young people get to you that they 

may have had a negative experience and that’s why they’re at you sometimes 
 
YW1: Yeah 
 
CI: Yeah I get you but again it’s down to what that young person’s perception and 

need was of the service? 
 
YW1: Yeah 
 
CI: So it doesn’t always match for them 
 
YW1: Doesn’t always match for them no, doesn’t always match for them but then we 

could ask questions as well of the services, maybe you see every service is 
made up of a group of individuals and there’s potentially fantastic individuals 
within every service but [pauses] could they all be fantastic or can we all be 
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fantastic, that would be tough even for a large service (29.13) 
 
CI: Mmm and every service has their own policy and approaches and ethos and 

you know things like that and obviously you’re working in youth work because 
that ethos agrees with you 

 
YW1: Yeah it does 
 
CI: You know, yeah I get what you’re saying, it is a, so for young people who are 

coming here maybe it’s more suitable for them? 
 
YW1: Yeah  
 
CI: Well I suppose then I’m thinking, naturally enough and I might be a little bit 

biased in myself as well in thinking that, but it sounds like the youth service is 
designed around that sort of youth-led approach then that seems like more 
appealing to young people or, you know?  

 
YW1: I, I, I’m 
 
CI: Than the clinical sort of which is designed more in the adult services? 
 
YW1: I would be inclined to think that it’s down to that ah, control factor, they’re 

empowered, they empower themselves when they seek help here, when they 
seek help elsewhere I don’t think they have the same degree of control or 
power like you know especially if someone is going to be writing prescriptions 
or you know 

 
CI: Yea, so, if you could, these are more closing questions now coming to me, so 

it’s more like if you can imagine, as a professional with all of your experience 
now, the ideal mental health care for young people, what would it look like? 

 
YW1: That would likely be a non-stigmatised building that does more than just 

mental health. Young people could be going in for getting a CV done, young 
people could be going in for anything positive that a young person would be 
getting done in their life, even grant applications, or whatever, it would be 
maybe a multi-service building that they can also go to for mental health 
appointments without being stigmatised, that would be free of charge, that 
would be without waiting lists, no doors closed approach, that would ah, 
[pauses] maybe have a degree of experience and staff members, you 
wouldn’t be going in and getting fobbed off, you know, ah whatever issue a 
young person brings to the table, that’s their issue, it might be a small issue in 
someone else’s mind but it’s still a huge issue in their mind and at least treat it 
with the respect that it deserves, ah [pauses] ask me the question again then 
to re-focus it. 

 
CI: Naw, like I’ll re-phrase it for you but no I mean like everything you’re saying is 

quite actually answering the question so far but, so what do you think are the 
most important features of a youth mental health service? I think you’ve 
probably said some of them there  
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YW1: The most important features, [pauses] that it’s not clinical, that it’s open, 

accessible, warm, friendly, welcoming, that it’s ah [pauses] non stigmatised 
I’ve already said that  

 
CI: Yeah (32.08) 
 
YW1: Yeah that it offers, that it offers ah appropriate facilities as well, you know that 

there’s rooms that the conversation is not going to be heard, it’s going to be 
confidential, it’s not going to be interrupted, it’s going to be comfortable. Yeah 
I had something else in my mind before you asked that question as well that 
was 

 
CI: Imagining the ideal mental care, that was the question  
 
YW1: I had something else in mind as well in relation to practitioners 
 
CI: I was about to say as well is there anything else specific about the people 

working there, the practitioners that you think for young people, 14, 15year 
olds to walk into a building, what person should meet them? 

 
YW1: I have a perception you know, right now at the minute I’m beginning to go 

grey, will I be as appealing for a young person to sit down and have a 
conversation with when I’m totally grey?  I don’t know, I don’t want to be 
ageist towards myself either 

 
CI: But there’s something in it that you’re 
 
YW1: Pause there, pause it a minute there.  

[Tape is paused, interviewee had some questions they were concerned about 
and wanted to ask without being recorded] 
 

YW1:  I had I had ah some kind of thing I had on practitioners  
 
CI: Well it’s I think 
 
YW1: Fucking lost it now 
 
CI: Is there something there you’re getting about like a relatability or something 

because you’re talking about you being too old or sort of a disconnect, is that 
what you’re worried about or  

 
YW1: It wasn’t a worry I had it was something that exists with practitioners now at 

the minute  
 
CI: Is it about the way we look, is it about the way that the practitioner? 
 
YW1: Right, right, it’s going back right, right, are you ready to go again? 
 
CI: Mmm 
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YW1: What’s the question there now again, repeat that question? 
 
CI: The ideal mental health care for young people 
 
YW1: The ideal mental health care, well when we’re talking about idealism you 

know and maybe why our mental health is an ideal at the minute you might 
have to go back into the school and what school is about and what it’s for and 
my mindset for school and education right now at the minute, the socialising 
aspect of school and education is way more important than the academic 
aspect of school and education and I think that academics have a lot to 
answer for here because academics that are successful in academia maybe 
don’t understand what academia was like for other people and there’s a big 
disconnect there, because, and I’m going to put this in ah, what would you 
say, local slang terms, these academics they carry their heads under their 
armpits because it’s the most important part of them.  Their head is not on, 
where it should be, on their shoulders because they’re disconnected from 
young people who aren’t academic, if that makes sense, and don’t have an 
understanding of the social background that these young people are coming 
out of and that’s like a big, big part of an issue that’s going on maybe because 
not too many young people growing up in a, a poor socio-economic 
background end up being doctors or practitioners that end up working with 
people, that make sense? (35.17) 

 
CI: Yeah 
 
YW1: Had that in my mind so I did 
 
CI: Absolutely it’s important you say it 
 
YW1: I know it’s totally going away from that question but I think it relates to the 

question, it relates to the whole research as well I think, that’s what I’m getting  
 
CI: Well young people spend so much of their lives in school and often schools 

are where mental health problems are first actually encountered as well and, 
you know, I mean I don’t know about yourself, but you, I know I definitely find 
that when young people go back to school, they’re not calling you during the 
summer holidays looking for support, they’re calling you when they’re under 
pressure at school, you know so I mean I think absolutely that school does 
play such a major role in being a teenager and the social life of school as well 
as the academic life, yeah no it is all tied in and it’s something that obviously 
in Ireland we don’t really have very specific school services for mental health 
do 

YW1: We don’t really  
 
CI: No we don’t 
 
YW1: And when we’re talking about the subject of school teachers go to school from 

4 to 12 and then go to secondary school till 17 and then they go to college till 
they’re 22 to 23 and then they go back to school and maybe actually have no 
concept or maybe I’m wrong saying that, but most of them, the majority of 
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them will have no concept of what it’s like for a young person that can’t 
identify with school and academia. 

 
CI: Yeah. So is there anything else you’d like to say, you haven’t had the 

opportunity to say or any recommendations or suggestions? 
 
YW1: Not right now, but I’ll probably be thinking and pondering all day today and I’ll 

be thinking to myself I wish I had said this and I could have said that. Is there 
any scope in this research for me to contribute afterwards? 

 
CI: I will check out with my Supervisors if there is, absolutely!       
     
YW1: You can ask your Supervisors and maybe I could put it back in writing or 

whatever (36.56) 
 
CI: I will yeah, I will double-check.   
  
YW1: That would be nice if we could make progress on facilitation  
 
CI: Because obviously like when you’re in the middle of an interview and you’re 

thinking about things it always, I know myself even from taking part in 
research, you do later on be like, oh I just had an idea, wouldn’t that be good 
or, so I will definitely clarify, I’m having a meeting soon with them about like 
the if anyone wants to follow up with an email or something or some idea, 
definitely I’ll check that out  

 
YW1: Yeah 
 
CI: Am, because of that process what we’ve talked about has now affected you 

and you’ll go and think about it and I’ll go think about it and so it would be 
good to see if there’s anything  

 
YW1: If I recommended that you ah were to ah interview someone else 
 
CI: Well yeah 
 
YW1: I would I would like you to interview Dr. XXXXXXXXXX  
 
CI: Right 
 
YW1: Is that it is that it 
 
CI: Well you see my remit is what’s important at the moment is that I have to, it’s 

the am, it’s not the private services at the moment  
 
YW1: Well XXXX is lecturing and a youth work degree, Masters as well and he’s 

also a practising Psychologist and takes on cases 
 
CI: We’ll look into it definitely. Thanks so much for everything.   
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YW1: You’re very welcome 
 
CI: That’s very good, thank you for taking part in my research it’s just so 

important to hear practitioner’s opinions so thanks for your honesty and 
everything.  
 

 
      - Interview End - 
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Appendix 13 

CI:  So, I suppose what, just to get the kind of conversation going, like, what does 
mental health mean to you? 

CATHY: To me, um, I suppose it can be healthy or unhealthy, it’s just the way our 
minds go, we could be thinking really really well and living a good life and happy or 
we could be struggling with our mental health meanign that we’re going through 
some kind of phase or depression or something like that there (0.25) 

CI:  Yeah 

CATHY: Everybody has it! [laughs] 

CI:  Yeah! That’s a fair statement yeah. What do you think its like to be a young 
person in Irealnd today woith a MHP? 

CATHY: Umm, it’s getting better I have to say but from past experiences when I was 
a young teenager there was a lot of stigma about it and um, I dunno, it was hard to 
come forward with stuff, you might say something like I’m feeling shitty a wee bit of 
attentuion, not attention in a bad way! (0.55) 

CI:  Yeah of course 

CATHY: But you want to feel loved by somebody you know, it’s a natural thing 

CI:  Yeah 

CATHY: And you’d get put down for it becayse they’re like stop being so attention 
seeking, stop looking for ways to get praise or something, so you find it harder and 
harder the more you go into your mid teens, and then when you’re in them and 
things are going on, it’s a lot harder to come forward with them then coz you’re 
pushed back, because of your experiences coming into your teenage years, um, so 
coming out to an adult or something like that is a lot harder becayse you don’t want 
to be shamed by an adult saying “don’t talk about that” so it’s more, it’s not even like 
society, it’s just a process you go through and just you have to learn that it’s okay to 
chat about it but thankfully now there’s a lot more, there’ a lot more services saying 
it’s alright, talk to your friends, tlakt o family, so it’s getting better thankfully! (1.55) 

CI:  Yeah! So in a way what you’re describing, if I was to put it in a different like 
perspective 

CATHY: Yeah like simple! 

CI:  No no what you said is like bang on, I’m just trying to make sure I understand 
you, is like you’ve to almost, you’re sort of feeling your way, is it okay to talk? Is it not 
okay to talk? Then you have to learn it IS okay to talk! (2.10) 

CATHY: Exactly! [laughs] 

CI:  So you have to unlearn the stigma? 

CATHY: Yeah exactly, you’re kinda brought up with it so you’re trying then to phase 
out of it. 
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CI:  So when did you first begin to expereince some problems with your mental 
health? 

CATHY: I have always experienced problems, from a very young age, like 7 years of 
age, I remember just wanting to hurt myself, either throwing yourself down the stairs 
out of the house, just something, just there was always something itching at me, just 
I wasn’t feeling right, and of course you never know what it is you just think you’re a 
crazy little kid throwing yourself down the stairs but then that carried on through and 
got worse as I got older (2.56) 

CI:  Yeah, and um, the two questions linked in with that is how long did it take you to 
realise, you said you felt like a crazy little kid,  

CATHY: Yeah! [laughs] 

CI:  How long did it take for you to realise that I should ask someone for help? 

CATHY: Um it wasn’t until I was 16 that I was told I should get some help  

CI:  Right 

CATHY: So that came first, so it was kinda like, na I’m too cool for that like but they 
way that it went was, I was taken to the GP, and now the GP I have is very clsoe 
minded and said everything is in your head, aw you’re only doing this to act out on 
your parents, it’s all to do with you, get yourself sorted and I was like, shit it’s all my 
fault, you know what I mean? So then they referred me to the, I forget the name of it 
(3.47) 

CI:  [FORMAL YOUTH MENTAL HEALTH SERVICE]?  

CATHY: Naw, maybe?  

CI:  [FORMAL YOUTH MENTAL HEALTH SERVICE]? Child and Adolsecent Mental 
Health Services? 

CATHY: maybe? Somewhere down in Ballyraine? 

CI:  Yes! everyone calls them [FORMAL YOUTH MENTAL HEALTH SERVICE] 

CATHY: Ah right 

CI:  It stands for Child and Adolsecent Mental Health Services 

CATHY: Oh okay 

CI:  It’s in Ballyraine, some people call it Rossan College 

CATHY: Oh yeah! It’s there too 

CI:  Because it’s beside Rossan College, so you went down there? (4.11) 

CATHY: Yeah 

CI:  And what age where you at this point? 
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CATHY: 16 and it was absolutely dreadful, I suppose coming in from a defensive 
persepctive, it’s my fault I need to be on the defence here, you know trying to protect 
yourself , it’s just human to do, am basically, I sat in a room this person had a 
clipboard and was ticking boxes and that just made me feel worse, aww they don’t 
even care, I’m just here for them to tick boxes so they can push anpother one off the 
list or whatever you know, so it was more like a defence mechanism I was going 
through, but my own, not my own doing, but it was the place I was in at that time so I 
don’t feel, ah, that [FORMAL YOUTH MENTAL HEALTH SERVICE] worked for me 
because of the way I was kind of entered into it, it wasn’t voluntarily done either 
(5.00) 

CI:  Okay, that’s really interesting because I do hear you still talking about this is 
your fault that [FORMAL YOUTH MENTAL HEALTH SERVICE] didn’t work but i am 
curious to know that there were some things that obviously didn’t help with that? 

CATHY: Oh yeah 

CI:  You didn’t want to go? 

CATHY: Yeah [laughs] 

CI:  So there’s no volunteering  

CATHY: Yeah [laughs] 

CI:  and there’s a clipboard 

CATHY: Yeah [laughs] 

CI:  So what else kept the barriers up, lets reframe it, rather than it’s all your fault 

CATHY: Oh yeah! [both laugh] 

CI:  Let’s look at how did the service help remove barriers or keep the barriers up? 

CATHY: Um 

CI:  Or that person you were working wtih, do you know what I mean? 

CATHY: Yeah, I only went there twice  

CI:  Okay 

CATHY: Because I had this thing, I didn’t want to be there  

CI:  Yeah 

CATHY: And it was mainly a clipboard the whole time, because of course they have 
to go through an assessment before you’re actually put through to anybody, so it 
was more the assessment phase that put me off, the whole um clipboard in front of 
you, do you feel like this, do you feel like this, just kinda crossing things off the list 
rather than asking, well how are ya? [laughs] you know? Trying to put words in your 
mouth rather than you coming across as what you feel 

CI:  So you didn’t feel you could talk or express? Is that what you’re saying? (6.14) 
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CATHY: Not as much, not in the assessment phase anyway, um so because of that I 
didn’t go back 

CI:  Well you said you had a second one, was the second one still an assessment 

CATHY: Oh yeah it was still kind of an assessment thing 

CI:  So you never got to speak to anyone? 

CATHY: No! I didn’t! [laughs] 

CI:  So how did that whole experience make you feel about asking for help again? 

CATHY: It put me off completely because I was like is this all it is? You’re sitting in a 
room with someone ticking boxes, that’s not going to help, you know what I mean? 
And of course you’re going through you’re own stuff um oh I don’t need help either, 
you’re trying to convinve yourself you don’t need it either, they weren’t giving the 
right support, not saying that, I’m trying to put it in the right way, um 

CI:  Say it inwhatever way you feel, it’s fine (7.03) 

CATHY: It’s more, they didn’t whenever I am referred to this place of course they 
were given a note by the GP, which was coming across as an angry teenager who is 
acting out 

CI:  So they were, treating you from the GP’s referral notes? 

CATHY: Yeah basically, which was done by my mother rather than me! So I was an 
angry teenager who was lashing out, so they were kinda looking at that more than 
what is actually wrong with her? Coz I’m not an angry person generally, [laughs] so, 
um, they weren’t looking beyond the, right she’s just mad, is it bipolar? is it 
something else? is it just depression, what’s going on here? They were going by 
that, instead of is this wee girl okay? 

CI:  Not asking you were you okay? 

CATHY: Yeah, basically, yeah 

CI:  Did anyone ask you are you okay? 

CATHY: No (7.58) 

CI:  Or what you would like to do? 

CATHY: Genuinely no. Actually not. 

CI:  Did anyone um tell you, your options? 

CATHY: Um, thinking back, like I know for a fact no one asked me if I was okay 
because I kept that with me from that, from that, but I can’t remember what other 
questions, I was just like ugh 

CI:  So that actually stayed with you? (8.21) 

CATHY: Yeah that one wee thing, nobody actually asked me if I was okay 
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CI:  How did that affect you then? 

CATHY: Um it was just then I went to this service and they didn’t care, you know 
what I mean? It’s a free service, of course they’re just trying to get as many people in 
and out as possible, diagnose them and push them on,but  that was my thinking 
behind it at the time, so yeah (8.50) 

CI:  That’s how it felt for you? 

CATHY: Yeah 100% 

CI:  And that’s how it felt bieng 16 and in that position? 

CATHY: Yeah, uh hmm 

CI:  Right so, umm, just looking through here, I was going to say like, were you 
satisfied with the experience? 

CATHY: Ugggh [laughs] 

CI:  That’s a loaded question [laughs] 

CATHY: No not really at all, no 

CI:  And did it match your expectations, did you expect all that to happen when you 
went there? (9.12) 

CATHY: Um, I don’t know what I expected, uh, just I suppose, a Freudian scene 
where you had to lie down on a couch! [laughs] and liek talk about yoru feelings, 
even something a wee bit more um [pauses] personal than what it was, you know, 
rather than just sitting on a hard seat and just staring at this person like an interview 
[laughs] 

CI:  Staring at a clipboard! Being interviewed? That’s a good word. What did you 
need from that person? 

CATHY: Probably to ask, are you alright? What’s going on? And just be told you 
know you’re a teenag.. no I didn’t want it normalised what I was going through, at the 
time, I didn’t want someone to say aww it’s just a phase and you’ll grow out of it 
you’ll be fine (10.00) 

CI:  Because you at that point had spent nearly ten years of your life dealing with this 

CATHY: Oh yeah! 

CI:  So it’s most of your life, not at the phase 

CATHY: And no one would have known at this point either, but that’s, especially 
adults especially family, and then they’re like it’s just a phase you’ll grow out of it but 
in your own mind you’re like no it’s not! I know it’s not! 

CI:  So you knew, so what were the core things you needed from that person in 
[FORMAL YOUTH MENTAL HEALTH SERVICE]? Let’s say. 
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CATHY: Just to listen more than anything, and realise it’s not a phase, it’s something 
that has been going on for a long long time but I didn’t feel comfortable to actually 
come out with it, on my own 

CI:  So you needed to feel more comfortable?  

CATHY: Yeah 

CI:  I don’t want to put words in your mouth 

CATHY: No no! I defintiely needed to feel more comfortable 

CI:  And how could they have made you feel more comfortable? (10.49) 

CATHY: I don’t know, coming back to the clipboards, making it a bit more personal, 
before doing all the paperwork, having just an introducatry conversation and you 
know coming across as friendly and helpful wanting to help I think is the thing, rather 
than going straight to, right we need to tick off some boxes here, you know? 

CI:  Yeah 

CATHY: Just something like that 

CI:  Absolutely 

CI:  Cause you’re, a lot of young people can be in that position where they are 
distrustful right? 

CATHY: Oh god yeah! 

CI:  I mean we’re talking about teenagers and if you’re dealing with something for a 
long time by yourself. Is there any, I was going to ask you what suggestions you 
would make but you’ve already given a few, is there any more on top of that, you 
know, in terms of that, if there is that distrust? or What can help with that? 

CATHY: To help with it? Even from coming here something as simple as I’ll make 
you a cup of tea, straight away you get a comfortable feeling 

CI:  So did you ever speak to a youth worker here? (11.51) 

CATHY: I did yeah, 

CI:  You did? 

CATHY: I did yeah,  

CI:  And so what was, going back to all those questions we just asked about the 
other services, what was it like then to come to the youth service here and speak to 
a youth worker? 

CATHY: It was a lot more comfortable because I was coming here with friends 
before, and it was a very welcoming place, all the youth workers were friendly 
especially, should I name names are not name names? 

CI:  If it is awkward for you to not say it then it is better for you to say it or like 
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CATHY: just as a conversation goes I don’t want to be like oh this person 

CI:  that’s what I’m saying if it interrupts with your thought process then just say it 
because this is a confidential conversation anyway so just go for it 

CATHY: Yeah, so [youth worker] would have always been in there, just having a 
conversation, just to see how you were without giving you the all, sit down and 
what’s wrong with you, she would be like ‘you look different today?’ or ‘you look nice 
today’ are just something, even little compliments like that, but in a more confidential 
surrounding it is hard to get that basis with somebody, but even just your looking a 
bit down today I will put on the kettle, something as simple as that 

CI:  Noticing? 

CATHY: Yes noticing, because you would feel like they actually care, they are 
actually noticing stuff so, they know  

CI:  Yeah I can imagine what you’re saying in the sense of, you are there time after 
time, is it? So were you coming here for a while? 

CATHY: Yeah I think I started coming here when I was, um, 15 initially? And that 
was kind of in and out but I did not really know anybody, then when I was 16 I started 
coming here a bit more 

CI:  So how long would you have known the youth worker before you talked 

CATHY: Before I talked, a good year and a half, two years 

CI:  So how important was that? 

CATHY: Very important, I suppose, you know, having known the person that you are 
going to open up to is a big thing for a teenager, I really do but in a, not in a, because 
you know they won’t judge you, you know their personality, you know that they do 
actually care, it’s about getting that trust with a young person more than anything, 
um, so it was a good year and a half, but that’s not knowing that I wanted to talk at 
the same time, I just trusted this person, I did not know that I wanted to talk to them 
until, you know, because the first couple of times she offered me a cup of tea and a 
sitdown, I was like no [laughs], I’m not going to do that, I’m not going to talk [both 
laugh] I’m here to get away from everything, I’m here to have fun, so it takes a while I 
think, I think it’s hard to break that barrier actually with teenagers because they are 
too cool (14.45) 

CI:  It is a big thing though, talking to people about personal things across the board, 
I think it is fair to say, in life, you know, that’s why these questions are important to 
figure out, well, you seem to have, from what you are describing, a positive 
experience with your youth worker in that sense 

CATHY: Definitely yeah 

CI:  And so, and that’s not biased because you were here based off, you are 
describing this process 

CATHY: Oh yeah 
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CI:  Where it was a year and a half to build up to that 

CATHY: Oh yeah, and whenever it did, after the [formal youth mental health service] 
didn’t work, I did go to [youth worker], and I’m not saying it was all sunshine and 
rainbows chatting to her either, em, we agreed to meet once a week as well, but 
whatever process that she went through there was a lot of handouts, and filling out 
these handouts and that’s what was every week, and I was like uh, I don’t want to go 
in and fill out more handouts and more handouts, and I’m sure in theory these would 
have worked perfectly but going into a room while she did her own kind of work and I 
was sitting down, then chatted to her the odd time about what it was and that there 

CI:  Yeah, what did you need from her then that you didn’t get? 

CATHY: At that point, ugh, not to be bad [laughs] 

CI:  It’s fine 

CATHY: I just needed more attention 

CI:  You needed more attention 

CATHY: Sometimes you just need more attention [laughs] 

CI:  Everyone needs attention (16.16) 

CATHY: Yeah but you would have got that outside of this one are a week, you would 
have got it like talking to her in there and having a craic with you but understandably 
she was busy at the same time you know 

CI:  So a little bit more attention and what would that attention have been like for 
you, so I was going to say, were you offered any choice in what we would say, an 
intervention? As in treatment, so you would have, correct me if I’m wrong, you didn’t 
want to do handouts 

CATHY: No not really 

CI:  You wanted to... 

CATHY: Uh, even if it was handouts just been brought through the process of it 

CI:  You just wanted one on one talking, interaction and attention? 

CATHY: Yeah [laughs] 

CI:  Yhat is perfectly fine, and so that was sort of, no excellent, and so were you 
satisfied with your experience in the youth service then? 

CATHY: As a whole yeah, but of course there were things I didn’t like (17.18) 

CI:  And it is important to talk about it because it helps, um, it helps us understand 
what works, were you ever asked in the youth service or in [FORMAL YOUTH 
MENTAL HEALTH SERVICE], do you want to do this? or do you wanna do 
something else? 

CATHY: No, never [laughs] 
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CI:  Okay just checking! 

CATHY: I just had to think there, did they? No definitely not! 

CI:  Okay so how do you think the youth service is helpful for young people? 

CATHY: Oh it gives them a place to, to gain that trust before having to come forward 
like, you can come here with your friends and have fun but those services are there 
whenever you feel you are ready to go forward with them, you know, which is a big 
thing 

CI:  It sounds like you’re more describing, the option? 

CATHY: Yes, I suppose thinking on it, this is just mean now talking, but I think it is 
very important that the person wants help because if somebody does not want help 
they are going to be pushed in these directions like, the [FORMAL YOUTH MENTAL 
HEALTH SERVICE], where you’re not happy and even if it is helping one person it is 
not going to help the other, so there needs to be some sort of comfortablity going 
into the situation and not just being thrusted into it 

CI:   So it should be voluntary 

CATHY: Definitely, yeah, but even made feel voluntarily without tricking them, if you 
know what I mean  

CI:  I think I understand  

CATHY: It is hard to explain 

CI:  Maybe emphasising how involuntary it is? 

CATHY: Exactly 

CI:  Is that what you mean? 

CATHY: Emphasising or I was just thinking about this recently for some reason, I’m 
trying to think what it was, um, [pauses] I don’t know, kind of more emphasis on 
passing about, it has to be your choice, just as you said just more emphasis on its 
voluntary but it works, you know, so it’s your decision to go into it, but it will help as 
long as you are open to it, do you know what I mean? 

CI:  Right so it’s really about having a conversation? 

CATHY: Yes 

CI:  Maybe a few times? And re-emphasising? Is that what you mean? I am just 
trying to get my head around it 

CATHY: Just dropping hints [laughs] 

CI:  I don’t want to be picking up on something or putting words in your mouth 
(19.51) 

CATHY: No no 
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CI:  It’s, so yeah service provision, did you go to any other, did you go to the adult 
services at all? With the doctor? After the youth service and the [FORMAL YOUTH 
MENTAL HEALTH SERVICE]? And you were fed up? 

CATHY: Oh I did, I will list them out don’t worry! [Both laugh] I’ll write them all down! 
Did you ever hear of [private counselling services]? 

CI:  Yes 

CATHY: I’ve been there, I have also been to college counselling, twice actually, and 
then also through doctors to get prescriptions for antidepressants, so I have gone 
through all those 

CI:  So have some good experience 

CATHY: Yes that’s a good way to put it! 

CI:  You are a wealth of knowledge on the topic [both laugh] (20.39) Um, so overall 
then, am, I suppose the [private counselling services]is for, it’s for, it’s private isn’t it? 
And it is for young people? 

CATHY: Yeah I was lucky enough that I was able to get into it, yeah 

CI:  It’s sort of our respite care place? Isn’t it? 

CATHY: Yeah 

CI:  And then you have your school counsellors. So when you reflect back then over, 
I suppose your experiences in the [Private healthcare], were they helpful? 

CATHY: All very helpful, the woman who runs it XXXX, is lovely, really really positive 
kind of person, um, she brings a different kind of aspect to it, is not all about um 
counselling and all, it’s more about trying to redirect your brain from thinking about 
the bad stuff that you’re going through, it’s more thinking, well yeah what you’re 
doing, what happening to you is real and I feel so sorry for you and it’s so hard, but 
look at all this good stuff going on to, so that was more trying to change, getting out 
of the habit of bad thoughts, more than anything, redirecting your mindset and that 
helped a lot [with emphasis]. (21.58) 

CI:  So with me so would that be just more like some practical work? 

CATHY: Yeah 

CI:  I’m just thinking, there was the assessment in [FORMAL YOUTH MENTAL 
HEALTH SERVICE], that didn’t get any further, there was the worksheets in the 
youth centre and now I’m thinking you’ve got someone sitting and giving you some 
practical work on how to work with your thoughts? 

CATHY: Yeah it was basically going through mindfulness and meditation techniques 
and stuff like that, it was, it was like an exercise more than anything just a mental 
exercise just going through different processes whenever the anxiety patterns come 
back, recognise them and try to stop them, basically 

CI:  And that was helpful? 
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CATHY: Very helpful yeah (22.39) 

CI:  Um, and I suppose were you offered then a type of intervention? Were you 
offered what you wanted to do? 

CATHY: Um, no, not even! [laughs] it wasn’t even an offering, at that point it was 
voluntary to go to, [Private healthcare], um cause the anxiety problems got just really 
heavy as they do and it was just insomnia, depression everything so you’re like, this 
is really shit, I now feel that I am ready to go and get some help so I kind of went in 
there with a positive attitude to change at the same time so [laughs] 

CI:  So you were in a position, that’s what you’re talking about, the voluntary aspect? 

CATHY: Yeah 

CI:  And the wanting to make a change? 

CATHY: Wanting to make a change yeah 

CI:  And again, what did you need from the person? The lady you worked with 

CATHY: Angela 

CI:  Yeah what did you need from her? 

CATHY: Probably just the lesson though, she never picked up a pen and paper, if 
she did, it was for me to write goals in life more than anything, um, she talked quite a 
bit but she also listened and explained things that was going on and also explained 
different experiences that she had also, obviously no names are anything, it was all 
confidential, but different experiences and her own experiences, which was another 
big thing, I know you don’t want to tell your experience to everybody, but she said 
well I went through this and I went through this, and I can tell you, it gets better, you 
just have to want to do it and you just have to exercise like you would physically, like 
your mind! [laughs] so, she gave exactly what I needed at the time. (24.42) 

CI:  Did you know you needed that at the time? 

CATHY: No, not to the extent that it was, it was more holistic than I thought was 
going to be! 

CI:  And so, in what way do you think is that service is helpful for young people D’ 
Exeter house? 

CATHY: The only thing is, I was lucky that I was able to go to it, because it is 
expensive, I was very privileged that I could go, it’s great for young people in the way 
that it does, break that circle of anxiety you know? But am, it’s it’s not readily 
available to young people at the same time, and young people themselves definitely 
would not be able to afford it. 

CI:  I suppose it’s like it would be interesting to know how you can take the care that 
is provided and bring it into other services 

CATHY: Yeah exactly! [Laughs] (25.32) 
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CI:  That, well that’s why we are trying to explore all aspects of help. Okay, was that 
anything that could improve the service in [private counselling services]do you think? 

CATHY: Um, improve [thinks] I suppose the one thing I didn’t like about it because I 
am nosy, is am, of course I would have been referred, as well as wanting to go so 
she would have had private conversations with me mum, so at the time, like 
paranoia, like what are they talking about? And still to this day I don’t know and I 
don’t care any more, but back then I was like, what are they talking about? I suppose 
just that paranoia coming through. 

CI:  How important is it though when you are young? 

CATHY: Oh you need to know! [Laughs] 

CI:  that you know that adults, are having conversations about you, does that have 
impacted all in anyway? 

CATHY: It’s a bit uncomfortable, you’re kind of like, shit what are they talking about, 
are they talking about something that I don’t know? They must be because they are 
doing in private, so it kind of, it brings about faults as well, especially with young 
people, or someone who has kind of, a paranoid nature, like 

CI:  So basically a lot of teenagers?  

CATHY: Exactly! [Laughs] 26.47 

CI:  No, it’s just because trust is so hard to build when you are a teenager 

CATHY: Yeah 

CI:  It can be, especially around anything that is very personal, so I do wonder how 
that impacts trust, um, knowing that people are talking about you, even if it can’t be 
avoided 

CATHY: Yeah exactly! 

CI:  So what, what’s the result of that I am just trying to understand. So, you’ve been 
through quite a few different pathways then, I suppose what I’m interested in as well 
is that, um, you kept looking for help? 

CATHY: Yeah definitely 

CI:  Even though you had a negative experience with the very first time with the 
doctor and then with [FORMAL YOUTH MENTAL HEALTH SERVICE], eh, a fairly 
positive experience in the youth centre but you, then you went back to the Dr route, 
or the consellor route in college, so what sort of like, how to explain this, or I’m trying 
to find my own words here, it’s like, like how did that not put you off? That’s what I’m 
trying to understand, you had a negative experience with the official services let’s 
say, you didn’t know in the youth service that you were doing mental health work 

CATHY: Yeah exactly [laughs] 

CI:  So, um what motivated you to go forward and asked for help again? 
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CATHY: Em trust built with adults as I got older, especially after coming to the youth 
service which was a big thing 

CI:  Okay, that’s interesting so building trust here had an impact? 

CATHY: In the future? Yeah, um, because I used to be so shy and of course my own 
symptoms kept getting more severe and severe and when you are in an 
uncomfortable situation you want to get out of it, but because I gained confidence 
here to talk to adults it helped go to counsellors, it helped go to the doctor and be 
able to chat about it freely, and am, and I was lucky I had a good group of friends in 
college as well who were supportive as well, so just, because when you have kinda 
mental illness tendencies, not necessarily a mental illness, um it’s very easy to fall 
back into that rut, but knowing you can go back and talk to someone is a huge help 
and it even gets you through some of those anxieties as well, okay I’m feeling shit 
now, but it’s okay I can go and talk to someone tomorrow! 

CI:  Even knowing there is help? 

CATHY: Yeah exactly, it makes a big big difference (29.22) 

CI:  so I have some questions around that no culture family environment, like you 
know, so he did tell your family and friends you are looking for help?  

CATHY: Um yeah, friends probably a wee bit more, family I would have kept a lot 
kinda more secret just like, I’m not feeling well I want to go chat to someone, um, but 
of course the Irish family being “what’s wrong with you?!” [accusatory manner] you 
know that kind of way? [Laughs] Ah sure there’s nothing wrong with you, that kind 
way, you just need a good night sleep or something like that! 

CI:  How did your friends respond? 

CATHY: Um, sometimes, well most times actually sorry, they were very supportive 
but still in the back of your head you are like shit and I burdening them like with this 
kind of information? They have their own problems and I know about their problems, 
um, and I don’t want to be putting any more stress on them, so like, I was like I need 
to talk to someone who is getting paid to do this! 

CI:  A professional basically! [Both laugh] do you think culture has a role to play in 
young people’s mental health? 

CATHY: Um 

CI:  Irish culture, like you said 

CATHY: Um, does that include like social media? Our culture in general? 

CI:  Yeah yeah, what ever 

CATHY: Yeah definitely, I think there’s too many em, to put it in a weird way, there’s 
too many variables been posted that kids can can overthink, they see too many 
possibilities, so the mind can’t focus, which I think is a big contributor to overthinking 
and anxiety and everything, so with social media you are hearing about what this 13-
year-old experiences was in a certain situation and then you think that your relating 
to that, and then you’re thinking oh shit, I’m like that, and then you hear about 
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another one in England and you’re like oh shit, I’m like that too! So there’s too much 
going on, yeah there’s too many variables these days. 

CI:  Yeah you’re searching for identity and your options are too varied? 

CATHY: Exactly,  

CI:  Which means it becomes more diffused and it is just harder to be yourself 

CATHY: you don’t know how to be yourself 

CI:  Um, do you think young men are women experience different barriers when they 
are looking for support for the mental health? (31.37) 

CATHY: Um, I suppose, there is always that kind of age-long thing about a man not 
wanting to come forward and that it easier for women, em I don’t think, there is a 
difference obviously yeah definitely, but there is not that much it is still very hard for a 
woman to come out about certain things as much as it is for a man to come out 
about other things, you know, someone told me one time the worst thing that you 
experience is the same as the worst thing another person experiences, like 
regardless of the variation in seriousness, you know? If a person feels that they can’t 
come forward, it’s the same as a woman coming forward about something else, and 
it’s just kind of, I think it’s kind of level in some ways. 

CI:  Yeah, have you heard about other people’s experiences of being in the? 

CATHY: Yeah, oh well, in? 

CI:  Like of going to, asking for help for the mental health 

CATHY: Oh yeah, am 

CI:  What were they like? 

CATHY: Well, like myself, we wouldn’t got into it too much, if we were chatting or 
gossiping about it it would have been like ‘oh you’re one she’s a while hippy’ or 
something [laughs] you know she’s lovely, but she’s a while hippy, and wouldn’t be 
serious stuff because I think we kept that to ourselves you know, the serious kind of 
aspects of it, it was more gossip than anything 

CI:  So there wasn’t anybody describing very good experience are a very negative 
experience? 

CATHY: Actually sorry now that you say it, um, a friend of mine’s brother, who went 
through a lot in the past couple of years, um, he went, he was in institutions in, down 
the country, let’s say and, whatever happened they were saying that he, the young 
fella he was 15, and they were saying that they were going to put him into an adult 
unit, and they want they weren’t listening to what he was saying, this is a [FORMAL 
YOUTH MENTAL HEALTH SERVICE] situation too that this went through, am wasn’t 
listening to what he was saying, was diagnosing him with two different things every 
time he went in, blamed the parents, which was a big one, wanted to put into an 
adult institution, and I don’t know the complete ins and outs, because of course it 
was none of my business, whatever happened there wasn’t right, like the counsellors 
were giving out the parents and, because I knew the parents as well, I was friendly 
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with them and it was putting them under more stress, and putting the young fella 
under more stress as well that he did not know how to react to this (34.25) 

CI:  How does it impact you when you hear stories about other people that are 
negative? 

CATHY: It’s awful, you just kind of just want to help! Like, I just want to help you like 

CI:  Would it encourage or discourage you hearing a positive or negative mental, a 
positive experience or a negative experience, with it encourage or discourage? 

CATHY: Would definitely discourage, that avenue of [FORMAL YOUTH MENTAL 
HEALTH SERVICE], another bad, bad experience you know so it would be just like 
you know, if I knew someone I would definitely not recommend [FORMAL YOUTH 
MENTAL HEALTH SERVICE]! [Laughs] 

CI:  So from your experience or observation what makes it difficult or easy for young 
people in Ireland to access mental health care? So accessing of the care, what is not 
like? (35.11) 

CATHY: I think it’s, it’s well advertised these days, um, there’s of course there’s 
Pieta house which is something you can do on your own when you feel that you want 
that help and you are like right I need that help now and phone like and that’s great. 
The only thing, that I’ve noticed with young people is that, they don’t like to admit that 
they have something up around their own friends especially if they haven’t given 
anything away. I was teaching somebody one time, and they were quite obviously 
quite anxious about everything that was going on, and their friends, they were kind of 
opening up and they were doing classes with me and they were enjoying it and their 
friends just kind of barged into the class, and I was like right? Okay, and am, I was 
like we’re having a class here so you know let’s go, out you go, and the wee girl just 
got up and left with them, like there’s my friends, fuck this class you know, what’s 
going on here I’m just going to leave my friends, I’m too cool for all this craic, I think 
it’s a social thing that would stop people, I’m just rambling I don’t even know if I 
making sense at the minute (36.30) 

CI:  no, what you’re saying is that there is a peer influence in whether you would go 
or not?  

CATHY: Exactly  

CI:  Okay, and am, 

CATHY: Especially if they are present are in the near area you know, in the same 
building 

CI:  So what made it easy for you to access services? 

CATHY: Am, I am privileged enough that I was able to afford to go to... 

CI:  So money? 

CATHY: Yeah, I don’t want to sound like, I am not the richest person ever 

CI:  No but it is what it is 
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CATHY: Yeah, I was able to 

CI:  Some money can help if you go private 

CATHY: If you can go private yeah 

CI:  Okay, but in terms of like I suppose, I’m just thinking actually, very very quickly, 
you um, you were talking there about, did you say you went to counselling college 
university as well?  

CATHY: Yeah 

CI:  So is there, given all the questions I have asked, not to be too repetitive or 
annoying you, but am, but would, I suppose looking at that service to review it was 
the anything you can add into this conversation that am, that you got in that service 
that was positive or negative? 

CATHY: Am, thankfully the college that I was with positive wise, we went through 
that assessment, they were very helpful in the assessment, you know they were 
quite sympathetic and empathetic in the original assessment and then you were put 
onto someone else, and you were sat in a cosy office and you were just sat and cry 
and you felt comfortable and again there was no clipboard there was no paper it was 
just talking nothing was recorded they just wanted you to sit there and be like this is 
the shit that’s going on, help you unload everything that’s going on, because they 
know, especially in college you have so much going on, and I was still, I suppose I 
had just hit 20, so I was coming out of teenage years and I was like oh 
[overwhelmed] what is this new world? So the just wanted to unburden everything 
that was going on and for that situation it was perfect so (38.43) 

CI:  So you got everything you needed from the person? 

CATHY: Basically yeah [laughs] 

CI:  Qas there anything else that you might have needed from the service? 

CATHY: No that point I just needed someone to sit there and let me rant more than 
anything and to say it’s all right 

CI:  So you describe the physical location is having a good impact 

CATHY: Yeah it was a nice kind of office, it was a wee bit wary in getting there 
because it was and in a different campus that I did not know, but I suppose that was 
good actually because, you’re not meeting people that you know sitting at the 
counsellors office, so I suppose that was good but the just brought you in and 
nobody knew you, and I just sat with this fella and let it all out, just let it all out 
(39.27) 

CI:  Earlier you were saying for teenagers it’s important to know someone and to 
trust someone before you talk to them?  

CATHY: Yeah  

CI:  And now you’re describing to me that you went to a stranger? 
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CATHY: Yeah I know [embarrassed] 

CI:  Listen there’s obviously a reason for both, so in your younger years did you 
need more trust? 

CATHY: Yeah definitely in the younger ones, I suppose being able to chat to adults 
at that point I was in I was 20 so it was easier. 

CI:  So you had already 

CATHY: I had gone through the motions on multiple occasions so right I know what I 
need from you just sit there and let me talk 

CI:  It’s an interesting process I am seen you describe as like, you had to learn how 
to trust an adult and through the youth service you did 

CATHY: Yeah 

CI:  And that ability then made it easier to walk in at university level and go, and walk 
into an office and the like I know what this is about 

CATHY: Yeah! [Both laugh] 

CI:  I know how this works 

CATHY: Exactly 

CI:  That’s very interesting I think isn’t it? Even just the different needs between you 
at 16 and you are 20. 

CATHY: Yeah 

CI:  One person, and the varying needs, I think it is just critical to understand all of 
these aspects you know 

CATHY: Because age does play a big part, you’re not the same person that you are 
16 and 20, or even 10 or even at seven, whenever it first started whatever, you’re not 
the same person so you have different needs and somebody at 20 could have the 
same needs as somebody at 16, it’s hard to get that balance, you just have to, I 
suppose have a conversation and assess them without them knowing they’re been 
assessed, just have a conversation and see what they’re about and go from there 
more than anything 

CI:  On an individual level thing? 

CATHY: Yeah, and in all that hard we have so many people who need help 

CI:  What do you think are the most important features that a youth mental health 
care service should provide? Were talking that age range 15 to 25 or you know 12 to 
25 that, what we think of as youth today not just that teenage years, like were talking 
youth and adolescents, young adults the whole thing, what do you think would be the 
most important features thinking about know what we talked about the physical 
environment the person you’re talking to all that kind of stuff,  

CATHY: Oh I don’t know [laughs] 
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CI:  You have wonderful experience, if you were designing it what would you make 
sure was the most important features? 

CATHY: Um, I don’t know, just some form of comfort, in a way not necessarily 
cushions, comfortable environment more than anything, um friendly people is huge, 
someone to be friendly to you when you walk in a door can change your day, to say 
oh that’s a nice top you have on, I used to play this game whenever I was working in 
a restaurant in Dublin, somebody would come in with a big huff on their face and I 
knew they were going to be difficult, so I would be like ‘oh your hair is just 
gorgeous’and straightaway there happy as Larry, they sit down, they don’t open your 
mouth about anything that is wrong, you’re playing mind games but it works! 

CI:  You gotta do what you gotta do. So, what you are emphasising there is that 
friendliness and the welcoming. And what about like, I think you’ve discussed a lot of 
this already so it’s just trying to summarise and bring it all together at the end so 
what about in the interaction between the two people what is important there (43.12) 

CATHY: Um, letting them know what’s going on, basically just helping them, saying 
this is about you, and I will help you through every process that you are going 
through, but you need to tell me what’s going on because I can’t help you unless you 
tell me, so, letting them know that it’s on them but you are there for them 

CI:  So just that support? 

CATHY: Yeah exactly 

CI:  And based on your experience would you go to a professional mental health 
service again? 

CATHY: Yeah definitely if I was to get back to that point yet 

CI:  Well that’s great, I’m glad to hear that the variety of experiences have been 
encouraging anyway, that even the negative ones didn’t hold too much influence in 
the long run and it’s a shame that that sometimes has to happen, that you have to 
feel about in the dark, to get to where you want to go 

CATHY: Yeah! 

CI:  Is there anything else that you would like to say that you have not had the 
opportunity to say that you were thinking about? (44.16) 

CATHY: Eh, no I don’t think so, me being me I would always encourage artistic 
activities to be done with in mental health because that’s the area I want to go into, 
and and I think it’s important to get them active as well as having that setting where 
you’re talking about your feelings getting them into activities that take them away 
from what’s going on? 

CI:  So would activities have been helpful for you do you think at 16, 17? 

CATHY: Oh definitely, the peer education group, the mental health awareness 
group, uh everything everything, that was going on I was nearly part of, because it 
was great it would take you away from everything, you are concentrating on 
something else and it was brilliant 
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CI:  So it’s almost like outside of the mental health with your professionals and your 
one-to-ones, there should be things 

CATHY: Yeah definitely, but give them the option if they are ready 

CI:  Options when they are ready? Any other recommendations you have 
suggestions you would like to make? 

CATHY: Um, no, I think that’s kind of it! 

CI:  Thank you so much, you’ve been amazing, to share all that those experiences, 
I’m really delighted that you came in here and did this and I hope, how was the 
experience for you talking about it? 

CATHY: It’s good, gotten a lot more comfortable talking about it because I am trying 
to help other people, it’s fine I’ve been through this to it’s okay, basically yeah 

CI:  Thank you so much, it’s been absolutely brilliant, I’m going to stop interview here 
now 

 

 

- INTERVIEW END - 
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Appendix 17 
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Focused codes 

 

 

 

 

 



445 

 

 

 

 

 

 

 

 



446 

Appendix 19  

Concepts and categories 
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