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Abstract:
Few qualitative studies have explored adolescent boys’ perceptions of health.
Aim:
The aim of this study was therefore to explore how adolescent boys understand the concept of health and what they find important
for its achievement
Methods:
Grounded theory was used as a method to analyse interviews with 33 adolescent boys aged 16 to 17 years attending three upper
secondary schools in a relatively small town in Sweden.
Results:
There was a complexity in how health was perceived, experienced, dealt with, and valued. Although health on a conceptual level was
described as ‘holistic’, health was experienced and dealt with in a more dualistic manner, one in which the boys were prone to
differentiate between mind and body. Health was experienced as mainly emotional and relational, whereas the body had a
subordinate value. The presence of positive emotions, experiencing self-esteem, balance in life, trustful relationships, and having a
sense of belonging were important factors for health while the body was experienced as a tool to achieve health, as energy, and as a
condition.
Conclusion:
Our findings indicate that young, masculine health is largely experienced through emotions and relationships and thus support
theories on health as a social construction of interconnected processes.
Keywords: Adolescence, boys, grounded theory, health, qualitative, well-being.

INTRODUCTION
Adolescent boys are more reluctant to report ill-health and more likely to deny health problems than girls and they
* Address correspondence to this author at the School of Education, Health and Social Studies, Dalarna University, 791 88 Falun, Sweden; Tel: +46
23 778118; +4670 4619120; E-mail: era@du.se

1874-4346/16

2016 Bentham Open

What is Health and What is Important for its Achievement?

The Open Nursing Journal, 2016, Volume 10 27

regularly report a better subjective health than adolescent girls [1 - 3]. Furthermore, older adolescent boys’ use of health
care services is significantly lower compared with older adolescent girls [4]. On the other hand, they are much more
likely than girls to engage in high-risk behaviour, have neuropsychiatric disorders/behavioural diagnoses (such as
ADHD, autism, or conduct disorders), and have an increased risk of accidents, violence, and suicide [5 - 7]. Plausible
explanations to these gender differences could be gender expectations for boys to be stoic and demonstrate masculinity
[8 - 10].
Although adolescents are in general physically healthy, there is a concern about the increasing rates of mental illhealth seen in the adolescent population in Sweden and other countries [11 - 13]. In Sweden, a substantial amount of
research shows increasing mental health complaints, which can also be observed among adolescent boys [14, 15].
Health is a multidimensional concept, with definitions ranging from those taken from medical models based on
absence of disease and disability to more holistic models of health [16 - 18]. Since ancient times, health has been
regarded as a state of balance or equilibrium. Nordenfelt [19], for instance, argues for a holistic and action-oriented
understanding of health in which there is a balance between what a person wants to do and can do in real life. The
World Health Organisation’s holistic definition of health - “a state of complete physical, mental, and social well-being
and not merely the absence of disease or infirmity” - captures the subjective dimension of health [20]. Physical health
refers to physical capabilities and functional levels, mental health to emotional health and well-being, and social health
to how well a person gets along and interacts with other people [21 - 23].
Concerning health, there has been a historical assumption that body and mind are two separate entities. The concept
of this dualism was developed in the 17 century by Descartes, who argued that mind and body were two distinctive, but
interacting entities [24]. Many health models reflect upon this body/mind division, as well as the distinction between
mental and physical illness and between medical and therapeutic care [25, 26]. Estes [27] suggests that there is evidence
of dualistic thinking taking place already in early childhood, i.e. children are able to distinguish between the internal
and external and between mental and physical phenomena. Furthermore, it has been shown that those who hold dualistic
beliefs are less likely to exercise and engage in health-enhancing behaviour [28]. Yet, most recent psychosocial theories
of health reject dualism [29]. ‘The lived body’, how we experience and know the world through our bodies, represents
the contrasting dialectic view of Merleau-Ponty [30], who stresses unity and emphasises the body as the embodiment of
who we are [31]. The embodied perspective refers to a holistic view of health, suggesting that all parts of the body are
integral and that meanings of health and illness impact on the person as a whole [32].
th

Studies exploring health in a youth context show that young people are prone to make a distinction between mental
and physical aspects of health as well as in how these aspects are experienced and dealt with [3, 33]. Studies show also
that mental health is sometimes associated with negative aspects (e.g., distress) or considered as an uncertain concept
[33, 34]. One study found that mental health problems in adolescents are seen as deviant, and consequently, the
adolescents were hesitant out of fear to disclose emotions and behaviours that were not regarded as ‘normal’ [3].
Another study underscored the relational aspect of health in which health was described as a shared responsibility
between adolescents and adults and mental health was seen as interactional rather than as an individual condition [17].
Several studies suggest that important determinants of mental health are the quality of relationships within the family
and with friends and supportive adults, as well as having a positive self-concept [2, 34].
Still, little is known about older adolescent boys’ experiences of health. Further, the knowledge base
conceptualising health from a positive perspective is limited. Hence, there is a need to focus on factors conducive to
health, inspired by the salutogenic approach [35]. Qualitative research will lead to the acquisition of knowledge on how
adolescent boys view health and what they perceive as being important for their health, which may be useful in
adolescent health promotion. The aim of this study was therefore to explore how adolescent boys understand the
concept of health and what they find important for its achievement.
METHODS
Setting and Sample
The study was performed among 33 adolescent boys aged 16 to 17 years in a town with 56,000 inhabitants. In
Sweden, the school system is composed of a nine-year compulsory school, starting at the age of seven, and a three-year
non-compulsory upper secondary school, (ages 16-19 years). School education is provided free of charge, regardless
whether it is municipally or independently run, and almost all pupils (99 %) continue to an upper secondary school.
Upper secondary schools consist of national programmes (either vocational or academic) and introductory programmes
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that are preparatory for upper secondary schools for students who have not yet qualified.
To obtain maximum variation a purposive sampling procedure was adopted [36]. The participants were recruited
from three upper secondary schools: one with mostly vocational programmes, one with mostly academic programmes,
and one large school with a combination of vocational and academic programmes.
The first author contacted the schools via the headmasters and head teachers, visited classes, and gave a short oral
presentation on the study, after which the adolescent boys were given the opportunity to ask questions. All boys were
given written information about the study together with a consent form and a pre-stamped envelope. If they consented
to being interviewed, they were instructed to sign the consent form and send it back to the first author. The criteria for
inclusion were that the boys were 16 or 17 years of age and attending the first or second year of upper secondary school.
In total, 33 adolescent boys from three schools volunteered. Seventeen boys attended academic programmes, 12
attended vocational programmes and 4 were attending the introductory programme. The majority of the boys were born
in Sweden but five were students with an immigrant background. The 33 participants represented varying
socioeconomic backgrounds.
Data Collection
The interviews were performed by the first author between April 2011 and May 2012. Most of the interviews (29
out of 33) took place in conference rooms or private rooms at the schools. Two interviews were conducted at the home
of the participants and two at the university where the first author is affiliated. All participants received a movie ticket
in return for their participation.
The interviews, lasting between 35 and 70 minutes, were recorded. An interview guide was constructed and one test
interview, not included in the study, was conducted to modify and generate questions. Throughout the study, the
interview guide was slightly modified to find new relevant categories and deepen the concepts within the categories.
The interviews were kept informal and conversational, with an aim to explore [37, 38]. The interview guide comprised
both open and specific questions, including probe questions to deepen the descriptions. The interview questions were
stated in an open-ended manner: “What does the word health mean to you?” “What affects your health? “What do you
do in order to feel well?” “How do you deal with your health?”
Ethical Consideration
The study was approved by the Research Ethics Committee at Uppsala University, Dnr 2011/106 and ethical
considerations were taken into account during entire process of the study. Children over 15 years of age are considered
as autonomous decision makers in research processes according to the Swedish Act concerning the Ethical Review of
Research Involving Humans (SFS 2003:460). Before turning on the tape recorder, all participants were asked to sign an
informed consent and had an opportunity to ask questions related to the study. After each interview, the interviewer
paid special attention to the participants’ emotions and thoughts that had transmitted during the interview.
Analysis
A constructivist grounded theory approach according to Charmaz [37] characterised the study from initial coding to
focused coding. Charmaz emphasises the closeness to the data, as well as an interactive process with the participants,
researchers, and data. Every interview was coded line-by-line when the data were distilled and sorted. To develop
categories each interview was analysed individually with subsequent comparative analysis to other interviews. Constant
comparisons were made between categories and as the analysis proceeded, the categories were integrated, becoming
more theoretical. Charmaz [37] argues that theoretical codes serve as interpretive frames offering an abstract
understanding of relationships, which in this study resulted in a model grounded in, and abstracted from, the
participants’ experiences.
To assure accuracy comparisons between the data, codes, and concepts were discussed and developed within the
team and were a negotiated outcome.
RESULTS
Various factors worked to create a complexity in how the participants viewed, experienced, dealt with, and valued
their health. The participants mainly understood health as an emotional and a relational experience; even the bodily
state and actions were interpreted through emotions. In conceptualising health the interconnection between mind and
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body was evident and health was described as a holistic concept. However, when the participants referred to their own
health experiences and how they dealt with their health, they described a more dualistic view, one in which emotional
and relational mind and the functional body were seen as different, yet affecting each other nonetheless.
Several factors were conducive to adolescent health and contributed in shaping the health of adolescent boys. As
presented in Fig. (1), emotional and social aspects of health were strongly connected and interrelated, forming the
category of the emotional and relational mind. The bodily health comprised the category of doing health as a functional
condition in which the body was described as a functional tool for health.

Health as a dualistic experience

Doing health as a
functional condition

Health as an
emotional experience
Positive
emotions
Self‐esteem
Balance in
life

The
functional
body

Health as a
relational experience

The emotional
and relational
mind

Trustful
relationships

Tool

Sense of
belonging

Body as
energy
Condition

Fig. (1). Factors forming and contributing to the health of adolescent boys.

Health as an Emotional Experience
Health was considered as an emotion, that one could ‘feel’ health. The emotional aspects of health were underlined
and three major influences to experience health as an emotion were identified.
Presence of positive emotions (e.g., happiness and freedom) and experiencing positive life events were conducive to
health. When the boys described situations or periods when they experienced good health, they often used the word
‘happy’: “I feel good most of the time because I’m happy.” Joyful happenings, good memories, having something to
look forward to, and a sense of freedom, were all emphasised as sources of positive emotions. Moreover, happiness was
an important goal in itself.
Second, the participants described that when they had confidence in their own abilities, they could accept who they
were and sensed their own value. Further, they felt they had self-esteem, which was important for health. Concerning
the importance of managing emotional health, one boy stated, “You have to first accept yourself before you can accept
somebody else”. A sense of enough internal resources and self-respect in relation to assessing health was regarded as
highly important. In the assessment of health the subjective assessment outweighed possible objective assessments
made by others. In this respect one participant described himself as being in great shape and that he exercised on a
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regular basis, but that the doctor at his school had commented several times on his weight.
If your doctor says that you’re overweight and that your health is not good, it’s not always the truth because you can
feel great in your mind; you can have yourfamily. I think that the doctors are wrong when they say that my health is
bad.
Another participant who had diagnosed diseases stated the following.
If I have good health, then I feel all right. I think that the most important thing is to feel well… I have diabetes,
asthma, and allergies, but they don’t affect me. I exercise a lot… although they sound like a lot, my diagnoses don’t
bother me.
Finally, a balance in life was essential for emotional health. Health was about finding a balance between emotions
and demands and being able to cope with fluctuations in life. One of the adolescents described that he wanted to keep
himself ‘in between’ and explained it in the following manner. “How I feel is central. I never want to be too happy or
too angry. I want to be there in the middle where I can make good decisions.” This view can be seen as an explicit
expression of controlling emotions to preserve balance in life. Another boy explained what was needed to achieve
balance.
I think that you feel well if you are satisfied with your life or what you are going to do, when school is going well,
and you eat well and exercise enough-- that’s health for me; and ill-heath is when you get too little or too much of
everything.
Finding balance regarding stress was considered vital. The participants experienced and dealt with stress in two
distinctive ways: the stress-resistant boys claimed they rarely experienced stress and if they did, they could cope with it.
The stress-sensitive boys experienced extensive stress because of schoolwork, demands regarding academic
performance, reading and writing difficulties, or concentration problems. These participants seemed to have difficulties
in coping with their life situations, which reduced their sense of good health.
Health as a Relational Experience
Health was also experienced through interaction as relational, which consisted of relationships at home, in the
immediate environment, and in the community setting. The quality of relationships and being part of a group
contributed to the overall health experience.
Of vital importance for health, was the experience of trustful relationships in which the boys experienced secure
relationships within the family and with close friends who could provide emotional support. The willingness to rely on
somebody, share difficulties, and receive support was a matter of trust. Regarding emotional concerns, the participants
who shared their problems were very careful when choosing whom they turned to. They primarily shared their problems
with people who knew them very well and with those they felt they could trust. The participants emphasised that the
quality (e.g., closeness, trust, and understanding) of relationships was important for sharing problems and emotions. “It
is important to have friends that you can trust and to be able to talk with others”. Furthermore, being seen,
acknowledged, and valued by significant others were also identified as an important part of trustful relationships. One
of the participants stated that what was needed to feel well was “Love and very good friends, and having people who
believe in you, both in school, sports, and everything”. The importance of feeling loved was stressed, as was a need to
hear it verbally. “Right now I don’t feel as well as I’d like to. The only thing I wish is to get recognition, not in terms of
sex, but in hearing someone I like very much say, ‘I love you’.”
The participants also pointed out the importance of experiencing their school as a safe working environment.
Friendly and helpful teachers who noticed and acknowledged them, as well as the school’s efforts to combat bullying,
contributed to relational safety and trust in the school as an arena for relationships.
To be a part of a group or to be connected to others, having a sense of belonging, without necessarily being deeply
involved in each other’s lives, was important in promoting good health. One boy said, “Guys feel good when they are
part of a group”. This person emphasised the importance of mutual relationships and belonging. The boys in the study
saw themselves in a social context, where socialising and having access to networks were fundamental to health.
Certain lifestyle and health behaviour, such as smoking and drinking, were of a relational character and most often
performed together with others as a way to strengthen a sense of belonging. Some boys smoked and some did not; some
drank almost every weekend and some hardly ever. In the participants’ narratives there was a total absence of
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association to health risks. The boys considered smoking and drinking as ‘social tools’ to increase their sense of
belonging.
Doing Health as a Functional Condition
Health as a functional condition was perceived as ‘doing health’ in which the boys performed activities using their
bodies to feel good, to achieve something, or to gain a better body image. What the boy could do with his body and his
ability to perform using his body were regarded as important. The body’s impact on health was described in relation to
three aspects.
The body as a tool was an expression of the body being a tool to achieve what was desired for health. Some of the
participants performed sports or exercised consciously, where participation in sporting activities, both indoor and
outdoor, was seen as important for health. Some of the adolescents described the body as a valuable tool to manage
emotions and achieve tranquillity. “I have a very bad temper but I’ve solved the problem thanks to sports. So, I feel
good all the time when I work out regularly.” Thus, to stay emotionally healthy was in part managed by exercising.
However, some boys described that emotions could be dealt with by participating in challenging or risky activities, or
through self-harm. One of the participants who had deliberately harmed himself stated, “I’d rather have pain in my body
than pain in my mind”. Other participants described the body as a tool, i.e. as an instrument that was needed to work
with what they had planned. One boy emphasised the importance of taking care of the body. “If I couldn’t work with
my body, if I couldn’t be in carpentry or exercising or participating in sports, I would be unhappy all the time … so I try
to take care of my body.”
The boys also described the body as a source of energy, i.e. the body was seen as a carrier of health providing
embodied energy. By performing strenuous physical activities and exercising, their energy increased, which, in turn,
enhanced their mental well-being. According to one participant, “It is important to exercise because you get more
energy and feel better”. Being physically fit was also desired as a long-term outcome and some of the participants
emphasised the importance of staying active. Thus, the adolescents described their investments in a ‘future body’
through being physically active at present.
Finally, the body as a condition involved a well-functioning body as an organism, as having a healthy heart, a good
immune system, and sleeping and eating well: put differently, a body as a state of health and fitness worth taking care
of. Some of the participants noted that the physical condition of the body affected the overall health experience. “I think
that it can lower one’s mental well-being if you are not physically healthy.” The adolescents reported having knowledge
about the intricate relationship between eating, sleeping, and health. They described that to achieve better health
benefits their bodies needed enough sleep and healthy food choices. The participants also emphasised the importance of
eating less junk food and taking care of their bodies, something that gave benefits but required considerable effort. As
one boy said, “If you live a healthy life, it’s not a sacrifice [to eat properly and exercise], but it’s more exhausting to
live a healthy life … but, it’s always good to live wholesomely.”
DISCUSSION
Overall, our findings suggest that there was a complexity in how the participants viewed, experienced, dealt with,
and valued health. In conceptualising health the boys showed awareness of the interconnection between mind and body.
However, when referring to their health experiences, and particularly when dealing with health, the adolescents were
prone to separate the mind from the body. There may be several reasons contributing to the distinction. The current
health discourse emphasises different health dimensions, above all physical and mental, which might contribute to the
consolidation of the dualistic view. In certain pressing conditions, and with regard to stress, the boys expressed a sense
of being either in the body or in the mind. Alternating between being and having a body indicates a complex
relationship between self and body, one in which the body is perceived both as an object and as a subject. A group of
stress-resistant participants in this study seemed to keep the mind and body separated by ‘switching off’ stress or bodily
discomfort. Recent studies on perceived stress among older adolescents show that girls report a higher level of stress
and more symptoms than boys [39 - 41]. Further, some of our participants managed certain emotional stressors by
switching between body and mind or by suppressing their feelings. Those boys who had experienced mental ill-health
expressed a strong desire to replace an internal, unspecific pain with a visible bodily pain, which was easier to delimit
and cope with. It is suggested that beliefs in mind-body dualism can serve as cognitive tools for coping [28]. Moreover,
self-injury is shown to be an embodied emotion work [42]. Switching between body and mind can also be related to the
expression of masculine self-control [9, 43]. Hypothetically, the distinction of mind and body can lead to a repudiation
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of the body in favour of the mind in the context of adolescent boys. This is because the participants placed greater value
on emotional and relational health as compared with physical health.
Our study indicates that what mattered most for the adolescents were the relational and emotional factors. Important
for health were the presence of positive emotions, experiencing self-esteem, balance in life, trustful relationships, and
having a sense of belonging. If our findings are valid, health could be depicted as primarily a relational and emotional
experience, where the impact of physical health seems to be of lesser importance for adolescent boys. The body was
experienced as a condition or a tool that provided energy. Accordingly, in ‘doing health’ the participants’ ability to
realise certain goals was in focus, closely connected to the action-oriented view of Nordenfelt [19]. The physical body
was interpreted through social processes, judged by the ability to perform and do things, and seen as a tool or a carrier
of health. Keeping the mind healthy was highly valued, with ‘bodily pain’ preferred to ‘mental pain’. This position is in
clear opposition to the Cartesian view of the body, whereby the physical body has precedence over the mental [18]. In
our study physical health seemed to play a minor role, even when the participants had an illness that required daily
treatment. There may be several factors affecting the superior position of emotional and relational health, but the impact
of close social networks and relations seems to shape the health experience in a profound manner. Maintaining social
bonds is a fundamental motive for all actions involving emotional connectedness between individuals [44]. It is also
possible that physical health is viewed as a given and essential part of young health in welfare states. Consequently, it
does not need as much attention as managing relationships, which requires daily attention. Eckersley [13] underlines the
importance of cultural, existential, and relational factors related to adolescent health. As in our study, other studies have
shown how social interaction and family and peer support are important for health and well-being [17, 45]. It is striking
just how dependent the participants were on close networks, suggesting the importance of addressing social and
relational health in future research.
Implications for Health Care Practice
The adolescent boys perceived health as mainly emotional or relational and were prone to dichotomise mind/body
when dealing with health. Those working with youths should be particularly sensitive to the emotional and social needs
of adolescent boys and encourage them to integrate physical, social, and emotional aspects of health. Schools are
important social institutions for health promotion. Based on our findings, we believe that it would be highly beneficial
to strengthen the sense of belonging by facilitating discussions in smaller groups, in addition to individual support
services given by school nurses or school social workers [46]. By enabling shared experiences in which the relational
and emotional aspects of health are acknowledged in the context of health choices and values, health improvements
may be gained.
Limitation and Strengths
The study population included boys from three schools and varying backgrounds (some were well-articulated and
others not). We believe that this, in combination with the sample size, increases the trustworthiness of the study [47].
Being a social worker, the principal author (ER) who conducted the interviews had extensive experience with
adolescents. Furthermore, the interview questions were posed as openly as possible, which may have contributed to a
safe atmosphere, and subsequently, to obtaining rich descriptions. Reflexivity throughout the research process, the
iterative procedure, and the analyst triangulation, with all authors contributing to the analytical process, aimed to
establish credibility and confirmability of this study [48, 49]. However, the study was conducted in one Swedish town
and the generalizability of the findings might therefore be limited.
CONCLUSION
This study provides a deeper understanding of how adolescent boys perceive health and what they experience as
important for their health. There was a complexity in how health was perceived; on a conceptual level, the participants’
understanding was rather holistic but when dealing with health they were prone to differentiate between body and mind
in a more dualistic manner. However, health was mainly experienced as emotional and relational. For health, trustful
relationships and positive emotions were valued most. The body was perceived as a tool and had a subordinate value.
Findings indicating that young masculine health is largely experienced through emotions and relationships support
theories on health as a social construction of interconnected processes.
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