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Abstract
Objective This paper explores what aspects of a
multicomponent intervention were deemed strengths and
weaknesses by teenagers and the local council when
promoting physical activity to young people.
Design Qualitative findings at 12 months from a mixed
method randomised control trial.
Methods Active Children Through Incentive Vouchers—
Evaluation (ACTIVE) gave teenagers £20 of activity
enabling vouchers every month for a year. Peer mentors
were also trained and a support worker worked with
teenagers to improve knowledge of what was available.
Semistructured focus groups took place at 12 months
to assess strengths and weaknesses of the intervention.
Eight focus groups (n=64 participants) took place with
teenagers and one additional focus group was dedicated
to the local council’s sport development team (n=8
participants). Thematic analysis was used to analyse the
data.
Results Teenagers used the vouchers on three main
activities: trampolining, laser tag or the water park. These
appeal to both genders, are social, fun and require no
prior skill or training. Choice and financial support for
teenagers in deprived areas was considered a strength by
teenagers and the local council. Teenagers did not engage
with a trained peer mentor but the support worker was
considered helpful.
Conclusions The ACTIVE Project’s delivery had both
strengths and weakness that could be used to underpin
future physical activity promotion. Future interventions
should focus on improving access to low cost, fun,
unstructured and social activities rather than structured
organised exercise/sport. The lessons learnt from this
project can help bridge the gap between what is promoted
to teenagers and what they actually want from activity
provision.
Trial registration number ISRCTN75594310

Background
A notable decline in physical activity is seen
in teenagers1 and many are insufficiently
active.2–4 Young people should participate
in 60 min of moderate to vigorous activity a

Strengths and limitations of this study
►► Study methodology is novel. Active Children Through

Incentive Vouchers—Evaluation has been coproduced by young people to reflect their wants and
needs.
►► Used a semistructured focus group methodology to
promote group interaction, which encourages indepth discussion.
►► Only children consenting to take part in the study
were able to be involved in the focus groups; these
children could potentially be the more active and involved children, perhaps not capturing the views of
those less engaged with activity.
►► Only the council were consulted and the viewpoints
of other stakeholders may have differed.

day5 6; however, in Wales, only 11% of girls
and 20% of boys meet this recommendation.7
The main barriers are reported to be cost and
location,5 8–10 especially for teenagers from
low socioeconomic backgrounds.11 Many
interventions to improve activity in teenagers
have chosen to focus on the school environment as it is considered a useful setting
due to its ability to reach a large amount of
teenagers.12 13 Previous interventions in this
setting have been prescriptive, with specific
activities or teaching strategies given to teenagers.4 14–16 These interventions have had
mixed success to date, often only increasing
activity short-term15 17 as they fail to provide
ongoing opportunities.
This style of intervention design and implementation is ‘top down’ with the emphasis
on policymakers as the experts and sole
designers. This results in a disconnect
between what is provided and what teenagers
actually need and want to do.8 10 18 Research
shows that involving participants and those
expected to deliver the intervention at an
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Methods
Study design
ACTIVE was a multicomponent intervention based in
four secondary schools in Wales. It involved a voucher
scheme, where all pupils in year 9 (aged 13–14 years)
received £20 to spend on activity/equipment per month
for 12 months (January to December) and incorporated
peer mentoring and support worker engagement. Pupils
selected the peer mentors (10 in each school) to act as
‘champions’ for physical activity in the school27 (peer
nomination questionnaire can be seen as online supplementary file 1). The support worker, who was a university
employee, promoted the voucher scheme in the schools
and provided a link between the schools and local council’s sport development team. This was to promote collaborative working between the schools and the local council
and to feedback any findings from ACTIVE or comments
from teenagers. The project was funded by the British
Heart Foundation28 and a detailed protocol of ACTIVE
has been published.2 Consolidated criteria for reporting
qualitative research guidelines were used to inform the
analysis and presentation of this study.29
2

Patient and public involvement
ACTIVE was developed as a result of discussions with teenagers regarding activity provision and barriers to be active
in their local community.2 Initial discussions resulted
in a mixed method feasibility study of one school in a
deprived area of Swansea, South Wales.8 This study was
successful in improving fitness and physical activity8 and
confirmed that teenagers found accessibility (eg, cost and
lack of local facilities) as barriers. As a result, this trial was
developed2 alongside recommendations made by teenagers. The peer mentoring and support worker aspects
were developed to provide ongoing involvement in the
project for the teenagers. As findings emerged, ACTIVE
reviewed them with the local council and other activity
providers to align them better with what teenagers cared
about and what they needed most. Findings from the
study have been disseminated to participants and collaborators through conferences, social media and videos
highlighting the key outcomes of the project.
Outcomes
This paper aims to present what activities teenagers’
access when given the opportunity to do so in deprived
areas. It also explores what aspects of a multicomponent
intervention were deemed strengths and weaknesses
when aiming to promote physical activity. Teenagers and
the local council’s sport development team were both
included in this exploration to provide perspectives from
those who the intervention targets and those who implement and have the power to change activity provision for
this age group.
Participants
To be included in the study, schools needed to be located
in one of Wales’ Communities First catchment area.30
Four schools were recruited to the ACTIVE intervention
(table 1). Following initial school recruitment, year 9
pupils (aged 13–14 years) gave consent to participate in
the project’s focus groups (n=176), although all pupils in
the year group received vouchers (n=524). Participants
were selected to be a part of focus groups purposively to
ensure the views of those who had/had not engaged with
the study were represented (n=64). Pupils were considered engaged if they had spent more than the mean
amount of vouchers (n=18 vouchers) used at the time
the focus groups were carried out (n=73/176 consented
pupils). The focus groups also included at least one peer
mentor. The local council sports development team were
recruited via a monthly meeting between them and the
project’s support worker (n=8). The total number of
participants in the focus groups were 72 and 9 separate
focus groups were conducted.
Data collection
Semistructured focus groups took place at the 12-month
stage in the four intervention schools to assess the
strengths and weaknesses of ACTIVE, if there were
any recommendations and, whether it had made any
James M, et al. BMJ Open 2019;9:e025618. doi:10.1136/bmjopen-2018-025618
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early stage aids the development of a strong intervention
and increases the likelihood of success, effectiveness and
sustainability.19 20 This approach has underpinned the
Active Children Through Incentive Vouchers—Evaluation (ACTIVE) Project2 which was coproduced following
discussions with teenagers regarding current activity
provision in their area.18
The findings from this research confirmed that accessibility to activities was an issue.8 9 Teenagers wanted more
opportunity to try new activities that were social and
informal rather than more traditional forms of sport. In
response to this, the ACTIVE randomised control trial
aimed to empower teenagers to make their own activity
choices via a voucher scheme, peer mentoring and
support worker engagement.2 Multicomponent interventions of this nature are thought to be effective approaches
to positively change physical activity.21 Financial incentives and peer mentoring have previously been shown to
be beneficial to behaviour change.17 22–24 A voucher-based
intervention to increase activity in the UK has been previously tested in adults.25 26 However, it remains uncertain
whether a similar approach would be well received by
teenagers.
The purpose of this paper is to explore what aspects
of ACTIVE’s multicomponent intervention (financial
support, peer support, adult support) teenagers (the
participants) and local council (intervention collaborators) perceived as the strengths and weaknesses when
promoting physical activity in teenagers in deprived areas.
It will also discuss what teenagers used the vouchers to do.
These findings can help inform the direction and
implementation of future activity enabling interventions
and policies for teenagers and young people.

Open access

Number of pupils in
year 9 (n=boys)

Free school meal % Welsh index of multiple
Mean vouchers used per
in the school
deprivation of the school* pupil at 12 months

School 1
School 2

113 (n=56)
231 (n=107)

26.4
19.2

1660
326

17
15

School 3
School 4

125 (n=59)
128 (n=62)

10
38.1

84
56

17
21

*The higher the number the more deprived the local area.

difference to physical activity for teenagers. Focus groups
were selected as the preferred methodology due to the
promotion of group interaction, which encourages
in-depth discussion.31 Eight focus groups lasting between
20 and 40 min took place, with boys and girls in separate
groups to establish any gender differences. Members of
the local council’s sport development team also participated in an additional focus group to get an insight
from the perspective of project collaborators and activity
providers. The focus groups took place at the schools
to ensure pupils remained in a familiar and convenient
setting. The exception being the council focus group,
which took place at the local council, chambers as part of
a sports development team meeting.
A lead moderator facilitated the focus groups to ensure
the discussion remained on the topic of interest.32 A topic
guide which reflected the study’s aims to ensure consistency across all focus groups and to provide triggers for
discussion was used (online supplementary file 2).33 An
assistant moderator was also present and was responsible
for taking notes and audio recording. This role allowed
key messages to be reported back to participants to
ensure interpretation was correct and, to gain clarity over
any points were unclear. This was a method of respondent
validation.34 Both moderators had previously met participants during data collection and collaboration.
Analysis
The focus groups were transcribed in verbatim and names
were removed to ensure anonymity. NVivo V.10 was used
to manage and analyse the data.35 Two researchers separately analysed the data and compared coding/themes in
order to guarantee no new codes/themes emerged and
there were instances of the same theme to ensure data
saturation.36 The researchers used thematic analysis (TA)
to identify and report patterns in the focus groups. Braun
and Clarke’s Phases of TA37 underpinned the coding
process. The themes can be seen as online supplementary file 3.
Results
A total of 18 codes were consolidated into three themes
that discussed the project’s strengths and weaknesses: (1)
ability to choose own activities, (2) using external influences (eg, peer mentors and a support worker) and (3)
the intervention’s settings.
James M, et al. BMJ Open 2019;9:e025618. doi:10.1136/bmjopen-2018-025618

Ability to choose own activities
Teenagers discussed the ability to choose their own activities with the vouchers as a notable strength of ACTIVE.
Table 2 shows what the teenagers chose to do with their
vouchers. The vouchers were collected directly from
the activity providers by the support worker. Notably, all
choices were unstructured and informal activities. Trampolining accounted for almost half of the voucher usage
(49.1%), this was followed by laser tag (11.46%) and the
water park (slides and surfing) (7.27%). Table 2 shows a
detailed breakdown of how the vouchers were used. Teenagers spent the vouchers on unstructured and informal
activities.
Both boys and girls used the trampoline parks
frequently, one boy explained ‘… I think the most
popular would be [trampoline park] and that’s quite a
multi-sexual sport then, isn’t it?’ (boy, focus group 7).
The choice allowed boys and girls to participate in the
same activities which one boy (focus group 3) believed
had made girls more active. Girls acknowledged there
were ‘loads of things’ (girl, focus group 4) they could
do with the vouchers that were more chilled than typical
activity provision on offer. Boys also agreed that activity
had become fun. There were a lot of places young people
did not realise would count as activity which they saw as a
strength of the project as it had changed perceptions of
activity for the teenagers.
As well as this, there was no longer a concern about
money. One boy noted that young people would find
paying for activities as a barrier but ‘now you’ve got
the vouchers to pay for it’ (boy, focus group 5). There
was an agreement among teenagers who the vouchers
had helped improve socialisation for this reason. The
vouchers gave them the choice of doing ‘something in
the nights’ (girl, focus group 8), on ‘Saturday afternoons
and Sunday afternoons’ (boy, focus group 3) or when
you are ‘on holiday’ (girl, focus group 6). One girl (focus
group 8) stated that by being able to use the vouchers in a
social capacity had made her more confident to be active.
The local council agreed that giving teenagers a choice
was a strength of ACTIVE. They liked that teenagers could
decide where and how and considered the vouchers as
more of a leisure pass where teenagers could go and
enjoy activities with their friends. They also believed that
the choice aspect improved the sustainability of ACTIVE’s
impact on physical activity as some teenagers found an
3
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Table 1 Demographics of schools
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Activity

Total

%

Girls

Boys

Trampolining
Laser tag

3692
862

49.10
11.46

1914
514

1778
348

Water park

547

7.27

291

256

Football

407

5.41

7

400

Fitness equipment

368

4.89

207

161

Cycling equipment

361

4.80

76

285

Gym membership

357

4.75

182

175

Gym pay and play

211

2.81

134

77

Football equipment

122

1.62

10

112

Skateboard equipment

94

1.25

62

32

Swimming equipment

77

1.02

71

6

Foot golf

69

0.92

19

50

Martial arts equipment

55

0.73

28

27

Parkour

48

0.64

0

48

Swimming

48

0.64

20

28

Miscellaneous
equipment

37

0.49

36

1

Equipment from Nash
Sport

34

0.45

7

27

Skateboarding

23

0.31

0

23

Equipment for school

19

0.25

0

19

Badminton

13

0.17

5

8

Boxing equipment

13

0.17

0

13

Tennis equipment

13

0.17

0

13

Rock climbing

10

0.13

10

0

Tennis

8

0.11

0

8

Martial arts

6

0.08

6

0

Gymnastics

4

0.05

3

1

Court hire

4

0.05

0

4

Paintballing

4

0.05

4

0

Aqua aerobics

3

0.04

0

3

Kickboxing

3

0.04

0

3

Play area

3

0.04

2

1

Zumba
Aqua zumba

3
2

0.04
0.03

3
2

0
0

activity they really enjoyed or bought equipment that
could have a long-term effect.
Using external influences (eg, peer mentors and a support worker)
Using external influences to promote physical activity
was a contested issue on ACTIVE. When asked about the
peer mentoring scheme, most teenagers were unaware of
it. The peer mentors themselves said they did not have
anything to do, that they needed more ‘recognition of
who they were’ (girl, focus group 8) or that the scheme
would have benefit from ‘a meeting, once a month, or
something’ (boy, focus group 7). Some pupils also said
4

they did not feel the need to go to them. There were issues
raised with the selection of peer mentors. They suggested
that a teacher should select the peer mentors ‘to look at
who does most sports in the school’ as a good role model
(boy, focus group 3). One member of the local council
suggested that pupils should put themselves forward and
then there be a vote, but another felt that ‘perhaps the
people that put themselves forward might not be the
people that you actually want’ (council focus group).
The teenagers thought that presence of the support
worker was beneficial as they created awareness of what
was new or ‘if anything had changed, which was really
informative and nice’ (boy, focus group 1). However,
some pupils noted that the timings of the support worker
were not ideal; in particular, they said morning assemblies
are a time when they do not pay attention. The council
focus group noted that the support worker was a difficult
role as it had a variety of responsibilities from voucher
distribution to activity promotion and drop-in sessions in
schools. They perceived the support worker role to be a
hard position and that the personality of the individual
was the most important factor when considering who
should fill it.
The intervention’s settings
Most teenagers stated that there was very little within
walking distance and that more activities should be put
in the local community. However, the local council felt
teenagers did not know all that was available and felt
there could be a greater awareness created of community
provision. One council member suggested that ACTIVE
could have promoted the providers better in the schools.
The project could have showed a video, for example, as
this might capture the kids or activity providers should
promote more of ‘showing what they [the teenagers]
would get if they went to see these providers’ (council
focus group). They believed the promotion was a weak
aspect of ACTIVE.
There was a lot of discussion centred on physical activity
lessons in school. Teenagers wanted more opportunities
to be active through ‘sports clubs at (lunch) dinner break
and break’ (boy, focus group 5) in school, for timings of
activities to be lengthened, school kit for physical education (PE) lessons to be more lenient and more choice
offered. The local council discussed teacher’s involvement in ACTIVE, as they believed they had a pivotal
role in the project’s success. Some teachers were really
proactive and ‘really pushed the project’ (council focus
group) therefore, the intervention ran well. However, in
other schools, ‘there wasn’t that many links between the
PE department’ (council focus group) which hindered
delivery.

Discussion
This study identifies three key themes were identified that
addressed the strengths and weaknesses of the delivery
of the ACTIVE Project. While teenagers and the local
James M, et al. BMJ Open 2019;9:e025618. doi:10.1136/bmjopen-2018-025618
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suggesting that lack of local facilities and accessibility
was a significant barrier for these teenagers.8 9 38 The
local council argued that there was a lack of awareness
and they suggested that the support worker’s role could
improve awareness. This does highlight one of the difficulties in the support worker role; should they empower
teenagers to be able to access activities they want or
promote activities that are available but perhaps ignored
by the teenagers.
Pupils agreeing that there was too little time and
emphasis placed on activity in school. Teenagers wanted
more opportunities to be active during school time and
a choice in what they would like to participate in.10 This
is something future physical activity promoting interventions should take note of, as teenagers expressed a need
for a wider choice of activity in school. The local council
noted that the person taking responsibility as the contact
in the school was vital in the delivery of an activity intervention and that buy-in from them would ensure success.
This is important as the wrong lead in a school could
hinder an intervention. Previous research has acknowledged this as well, noting that those in charge (eg, intervention leads and head teachers) need to be willing to
allocate time to increase opportunities for teenagers to
be active.39 A more standardised approach to school and
teacher investment would be beneficial, for example,
ensuring the PE department are in charge of the project’s
delivery. School buy-in and promoting the importance
of teenage activity levels and health also underpins this.
The school is where teenagers spend a significant amount
of time and any successful activity intervention needs to
engage and have buy in from the school.14 20
Limitations
The use of focus groups enabled a more in-depth exploration of teenager’s barriers to physical activity; only children consenting to take part in the study were able to be
involved in the focus groups. These children could potentially be the more active and involved children, perhaps
not capturing the views of those less engaged with activity
and health and subsequently, the ACTIVE intervention.
Only the local council were asked to participate in a focus
group from the perspective of a collaborator and activity
provider. The viewpoints of other stakeholders may
have differed based on their voucher usage, promotion
from ACTIVE and funding (eg, if they were a charity or
privately funded).
Conclusion
The ACTIVE Project’s delivery had both strengths and
weaknesses that could be used to underpin future physical
activity promotion. Providing teenagers a choice coupled
with financial support in deprived areas was a strength of
the ACTIVE. Teenagers reported to be able to do activities they wanted with their friends and changed their
perceptions of physical activity. Thus, providing evidence
5
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council saw choice and support worker engagement
as strengths of the project, there were issues explored
around peer mentoring and ACTIVE’s settings.
Young people felt the vouchers allowed them to overcome the barrier of cost as they were able to pay for
activities. This is a significant strength of the project as
it addressed the accessibility barrier.8–10 When empowered to choose activities they wanted, teenagers chose
accessible, fun, activities that appealed to both genders,
needed no prior skill and no prebooking. This suggests
to get teenagers active there should be more of these
types of activities promoted and made available.8 10 18
The informality of the activities promoted socialisation,
meaning teenagers could meet up with their friends more
outside of school. This was influential in giving teenage
girls in particular, the confidence and encouragement
to be more active.18 The local council also believed this
choice would benefit the long-term success of ACTIVE
as the teenagers could also buy equipment. From this
intervention, it appears that choice and chance to speak
about their activity preferences is a significant factor in a
successful physical activity intervention.
Teenagers and the local council agreed that provision
of sport was not the way forward but there needed to be
more unstructured, informal opportunities.10 The use of
the vouchers suggested they were used for a range of activities including days out, something to do with friends, ways
to improve confidence and self-esteem and to buy equipment. Previous interventions have chosen to promote
structured activity14 15 and this may be a contributing
factor to the lack of long-term success of these interventions. ACTIVE highlights that what is currently provided
is not what teenagers want to do. Despite the evidence
of peer mentoring working in other health interventions
in this age group,22 27 most pupils seemed to have little
to no awareness of the peer mentors or they believed
there was issues with their selection. It was important
for teenagers who the mentors act as role models for
activity but noted that those selected ended up being the
most popular rather than the most active. Therefore, it
is essential that correct characteristics be sought after
when selecting peer mentors and that a more rigorous
selection process be put in place rather than the use of
peer nomination questionnaire.27 There is not a one size
fits all approach to peer mentoring. However, given the
participants wanted to be active with their friends in a
social and fun environment, it is possible that the peer
mentor approach of a mentor is too structured and an
‘expert’ peer is the wrong approach for motivating teenagers in deprived areas. The support worker was seen as
helpful and an important link between pupils, schools
and collaborative partners. However, more could be done
to strengthen the impact this role had in terms of school
visit timings. In future, it would be useful to involve pupils
from the beginning to discuss how an external influence
could most benefit them.
In terms of the interventions’ setting, some pupils
queried how much was actually available in their area
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