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Adolescents´ lived experiences of making health choices: an ethical point of view

Abstract
This paper describes and interpret adolescents´ lived experiences of their rights, duties and
responsibilities in relation to their health choices. Fourteen focus group interviews with 67
adolescents aged 15 and 16 were conducted and analysed using the phenomenological hermeneutical method. Adolescents´ lived experiences of their rights in relation to their health
choices were described as things that were allowed. Duties and responsibilities were perceived as something that they were required to carry out for their own health or other people´s health. Although their experiences of rights, duties and responsibilities overlapped, they
referred to different aspects of their health choices. Adolescents viewed their rights, duties
and responsibilities in the wider context, with parents and society defining their opportunities
to make independent choices. We found that ethical considerations influenced adolescents´
choices and, the opportunities to exercise their rights, duties and responsibilities varied. Further consideration and recognition of these issues are needed.
Keywords: adolescent, duty, focus groups, health choice, phenomenological hermeneutical,
responsibilities, rights
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Introduction
Adolescents constantly make health choices in their every-day life and these are conscious or
unconscious decisions (1–3) that can have a direct or indirect influence on their health (1).
From an ethical point of view, health choices are related to autonomy (4), which refers to
someone´s capacity to be their own person and live according to their own values (5). When
it comes to health choices, autonomy combines the ethical values of rights, duties and responsibilities (4). Rights are something adolescents are eligible for, that in turn, result in a duty to
respect other people´s rights (6). The realization of health-related rights includes responsibilities for everyone (7). Health-related duties refer to someone taking responsibility for looking
after themselves, a commitment to own health-care and having respect for others, including
the health-care-system (8,9). According to Horion (10) when someone takes personal responsibility for their own care, this includes eating healthily, exercising and seeking help for
health problems.
Adolescents´ lived experiences of autonomy vary in relation to their health choices and opportunities to make choices, because of individual and contextual factors (3,11). While adolescents begin to take more responsibility for themselves (12), they stay connected to, and
influenced by, their family (13). In addition, health choices are influenced by adolescents´
peers (14) and, increasingly, by the wider social environment (15) and society (16). It is wort
noting, that influences can be negative or positive, resulting in varying opportunities, which
lead to inequality and inequity in adolescents´ lived experiences of health choices and the
fulfilment of their rights, duties and responsibilities (11,17). In addition, health choices made
in adolescence are one factor that can influence health inequalities in adulthood (18). Therefore, health choices made in adolescence are critical, because of the possible long-term impact on future health (19) as well as the effect on the educational and socioeconomic levels
reached in adulthood (18).
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Adolescents´ rights, duties and responsibilities in relation to their health choices are justified
(20) and their importance is undeniable (9,21,22). However, there have been very few previous studies in this area (23) and there is a lack of understanding about adolescents´ lived experiences of the ethical point of views of their health choices (7). Therefore, there is a need to
focus on how adolescents´ feel about their rights (24), duties (9,21) and responsibilities (10)
in relation to health choices. The knowledge provided could be used to strengthen adolescents´ opportunities to participate in their own health-care (25) and support health-related
equity and justice in society.
Aim
The aim of this study was to describe and interpret the essential meaning of adolescents´
lived experiences of the ethical point of view of their health choices. The ultimate aim was to
build up a detailed picture of adolescents´ rights, duties and responsibilities in relation to their
health choices and to understand how themselves would describe these values. The research
questions were: i) how do adolescents understand their rights, duties and responsibilities in
relation to their health choices and ii) what are adolescents´ lived experiences of these rights,
duties and responsibilities in their everyday life?
Method
This phenomenological hermeneutical research (26,27) studied adolescents´ lived experiences of their rights, duties and responsibilities in relation to their health choices using focus
groups (28,29) and semi-structured interviews (30). In our study, phenomenological hermeneutic referred to the process that, enabled interpretations of the deeper meanings of lived
experiences. The phenomenological hermeneutic method has been found to be suitable for
investigating and understanding morals and ethical thinking. (29.)
Research environment
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Our target group was adolescents aged 15 and 16, in the ninth grade of the Finnish public
school system, which is the last level of compulsory basic education (31). Four schools in
Eastern Finland agreed to be involved in the study: three schools were both primary and secondary schools and one was just a secondary school. Two schools in urban areas and two
were rural areas. The number of pupils in the schools varied from 130 to 456.
Data collection
Development of the interview guide. We collected data through semi-structured interviews in
focus groups and developed an interview guide based on five stages (30). In the first phase,
the prerequisites for using semi-structured interviews were identified, which were chosen
because they were suitable for studying perceptions of complex issues that participants were
not used to talking about. In the second phase, we gained a comprehensive understanding of
the research subject using previous knowledge (9,21,23). In the third phase, we formulated
the preliminary interview guide, which consisted of themes and questions related to rights,
duties and responsibilities in relation to health choices (Table 1). During the fourth phase,
two kind of piloting was used, internal testing and field testing, to test internal consistency,
intelligibility and usability. Internal testing was conducted by evaluating and modifying the
guide in collaboration with the research team. In the field test of the interview guide, two
focus groups with a total of 11 adolescents, were conducted in a real-life situation. Based on
the field-testing we excluded a confusing question and changed some words to focus more
comprehensively on the adolescents´ descriptions of their rights, duties and responsibilities.
Since the changes were only minor and focused on wording issues, we still included the data
gathered from the field -tests in the final analysis. The fifth phase was presenting the complete semi-structured guide, which contained themes concerned with adolescents´ experiences
of health and health choices, rights, duties and responsibilities and freedom and follow-up
questions to clarify and prompt further questions about the issues emerging from the discus-
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sions (32) (Table 1). In addition, an open question was asked at the end of each focus group
so that the adolescents could provide additional descriptions (33).
Table 1. The semi-structured interview guide for adolescents´ focus groups
Recruitment and focus group interviews. During spring 2016, we recruited voluntary participants, in collaboration with the schools, to participate in focus group interviews. After approvals from the ethical committee and school district, one of our researchers (XX) contacted
the schools and presented the study to adolescents during lessons, together with the principal
and teacher. The adolescents had the opportunity to ask the researcher questions and discuss
the focus groups with their parents before agreeing to participate in the research.
We enrolled a total of 67 adolescents in the study. They were all volunteers aged 15 or 16
years -old and 42 were girls and 25 were boys (Table 2). This enabled the researcher to create
14 groups, which consisted of between three and six adolescents. Keeping the numbers small
ensured that they all had the chance to participate in the discussion (34). The focus groups
took place during the school day, in a quiet room on the school premises. Each focus group
lasted between 30 and 45 minutes and all the interviews were transcribed verbatim and resulted in 161.5 pages of text (1.5 line spacing, Times New Roman font size 12).
Table 2. Profile of the 67 adolescents in the 14 focus groups (Fg*).
Data analysis
We used the phenomenological hermeneutical method to analyse the interviews. The analysis
comprised three steps to interpret the meaning of adolescents´ lived experiences of healthrelated rights, duties and responsibilities (26,27). The first step was naïve reading, where the
text was read several times to get an overall impression of the content. Secondly, we conducted the structural analysis, where we selected the meaning units 1.981, referring to words,
a couple of words or sentences. The selection was based on our pre-understanding of rights,
duties and responsibilities related to health choices, which was outlined in the introduction
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section. We then condensed the meaning units, compared the similarities and differences and
created themes and subthemes based on the comparison. In the third step, comprehensive
understanding, we read the text again as a whole and reflected on it in relation to the created
themes, the study aim and the previous knowledge about the subject. In the end, we decided
on five main themes and presented the results in the summarizing figure. The preliminary
coding was conducted by one researcher (XX) and the final analysis was completed and validated by all the authors.
Results
Understanding of health and health choices
According to the adolescents´ lived experiences (Figure 1), their health choices referred to
making independent decisions and the opportunity to influence choices, whereas unconscious
choices were perceived as habits. Health choices were part of being independent, which made
the adolescents feel free from other people´s guidance and constraints. Participants said that
friends, family and other people could guide them when they make choices, but could not
make decisions on their behalf. Health choices were mean to produce health and control the
risk of developing health problems. Adolescents described their health as feelings of physical
and mental wellbeing and having positive and responsive attitudes towards future, although
health choices related more to their current situation, rather than the future.
Adolescents´ interpretation of their rights in relation to health choices
Adolescents´ lived experiences of their rights in relation to health choices were described as
something that they were allowed to have or do, that was undeniable and unprohibited (Figure 1). Participants believed that health-related rights should be universal to all, regardless of
their gender, age or religion and that rights should have equal value and importance. Rights
were limited according to age, although some of the participants believed that rights were

7

equal and not dependent on age. Rights were thought to be necessary, but the reasons were
unclear.
Adolescents felt that they had the right to get their basic needs fulfilled, including food,
clean clothes and a place to live. Adolescents recognized their right to make independent
health choices and to express their own opinions. They felt that they should have opportunities to decide, or at least influence, the issues that affected them. Rights, when seen as an opportunity to make choices, were linked to day-to-day health-related practice, such as eating
healthy food, getting enough rest and exercising. In addition, participants identified the right
to choose their extra-curricular activities and appearance. They linked these issues to health
because of the impact on their self-esteem and wellbeing.
Participants recognized that they had the right to access health-care services, including the
right to get treatment from a physician or school nurse. Participants linked their rights related
to health-care to cost, particularly to the potential to get treatment regardless of their financial
situation. Thus, money was considered to be a factor in adolescents´ rights, because it affected things like the ability to purchase healthy food, exercise or seek health-care services or
medication.
“You should be able to get to the doctor or school nurse when she is in school. If you
have a broken arm you should be able to go to the hospital and have the rights to get
treatment there.” (Fg9b)
Adolescents identified the right for free basic education and a school lunch. Participants
believed that teachers had the right to make decisions on their behalf during the school day,
such as whether they could go home when they felt ill. Also, they felt it was the teachers´
duty to take care of their safety and the school´s responsibility to take care of factors affecting
on healthiness, such as providing healthy food for lunch.
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Adolescents´ felt their rights were influenced by other people and their family. Advocates
for their rights made implementing them easier, but people with opposing views made it more
difficult, especially if the adolescent was unable to stand up for their own rights. Adolescents´
rights were described as limited because of restrictions and rules at home and they felt that
their rights should be separated from parental control.
Rules within society were described as a means to secure, but also restrain, adolescents´
health-related rights. Legislation could restrict adolescents´ opportunities to smoke or use
substances, which narrowed their rights and freedom. But these restrictions were perceived to
limit their rights, mainly by prohibiting independent health choices that could have a negative
influence on their health, which protected their safety and wellbeing. Although participants
acknowledged positive aspects of these restrictions, they also believed that overly strict restrictions diminished their freedom and independence, which could encourage them to try
prohibited things.
“If there was more freedom given to adolescents, such as removing age limits, this
would not be good as substance use would increase. Limiting adolescents´ rights and
prohibiting things that are bad for our health is a good thing.“ (Fg3b)
Adolescents´ shared duties in relation to health choices
Health-related duties were described as things that needed to be done or were recommended
(Figure 1). Participants´ conceptions of duties varied and were felt to be either unique or universal, but they believed that everyone had these duties. Duties increased as adolescents got
more opportunities to make independent choices. Some participants believed that they had
enough duties and that more could result in increasing health complaints. Others thought that
there could be more duties in relation to their own health and lives, which could support their
future independency, but this could only happen, if their parents removed some restrictions.

9

Participants´ lived experiences were that they had duties mainly towards themselves and
their own health. Taking care of their own health included monitoring food choices, getting
enough sleep, exercising, controlling screen time and also substance use. Other duties included taking care of their own medication and seeking help from health-care services.
“You have a duty to eat properly and you must eat properly, get enough sleep and exercise if you want to be healthy.“ (Fg14b)
A duty to take other people into consideration when making health choices was identified, for example, using alcohol and smoking. Participants also felt that it was their duty to
help others: to seek help if there was an emergency, intervene if a friend was going to get
involved harmful activities or if they witnessed bullying at school. Adolescents´ lived experiences were that it was easier to help someone they knew rather than strangers, but that helping others was their legal and moral duty. Participants had a duty to follow the law, which
comprised rules that protected overall safety in society.
“If someone falls a bike near you and you are late for an exercise class, are you going
to help that other person and miss the practice or are you going to carry on and leave
the person behind? In those situations, you really should think of other people and not
just yourself.“ (Fg4b)
Although participants believed that they had a duty to take care of their own health, they also
felt that parents had the final or some responsibility for their health. Participants felt this
was a good thing as they had more experience, but although adolescents believed that their
relatives would take care of them, they didn´t feel they had a duty to do so. Adolescents felt
that it was easier if parents took care of appointments or they could be neglected. They said it
was good that parents kept track of their healthcare related issues, but that if they refused to
look after own health, it was their own problem. Adolescents did, however, feel that socialand health-care professionals had a duty to help them. Social- and health-care professionals
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were described as being responsible for adolescents´ health when they were in hospital, and
therefore, society was recognized as having responsibilities in relation to their health.
“Do we have the right to take care of our own health or a duty? Or is it more a duty to
take care of other people´s health? At our age, you aren´t responsible for anyone else
but yourself, and even then you are not completely responsible. But mainly it is a duty
to take care of yourself and if you don´t, then it is no-one else´s problem. Or it
shouldn´t be.“ (Fg3b)
Adolescents´ responsibilities towards their health and that of others
Participants defined responsibility as looking after themselves and taking care of assigned
tasks and things that had to be accomplished, because no one else would do them (Figure 1).
Defining responsibility was perceived to be complicated. In descriptions of adolescents´ lived
experiences, responsibility was focused mainly on the adolescents themselves, because they
believed that the person who made the choices was also responsible, although other people
could support them in making health choices and taking responsibility.
“You have the responsibility, because you are the one who makes the choices. Friends
and other people can help and guide you, but in the end you make your own choices.“
(Fg9b)
Adolescents´ lived experiences were that they were and should be responsible for independent health choices and taking care of their own health and wellbeing. This included practical tasks such as choices related to nutrition, hygiene, dental health, rest, exercising, using
health-care-services and taking care of their own mental wellbeing. Responsibility for mental
wellbeing included controlling their appearance, behaviour, thoughts and stress -levels. In
addition, participants felt that it was their responsibility to take care of relationships with
those close to them. When it came to substances, participants felt that if they were responsible for themselves and truly understood what this meant they would stay away from harmful
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substances. They believed that they needed to take care of themselves because of their own
health and wellbeing, not because of others.
“Keeping stress levels low is one (responsibility). It is something you need to do, parents can´t do this. No one can see your thoughts, so you need to take care of your mental health yourself.” (Fg11g)
Adolescents identified responsibilities towards other people, including those close to them
and also legal responsibility they had in relation to health choices. Responsibilities in relation
to other people were described as making choices that wouldn´t harm others and taking care
of others in a way that wouldn´t harm themselves. Participants believed that they should have
no responsibilities relating to their parents or their problems. They didn´t feel they could be
fully responsible for others, although they believed they could be partly responsible for other
people´s actions, if they provoked the action. In addition, responsibilities related to health
choices were defined being linked to other people´s opinions, such as the expectations others
had for adolescents.
“Responsibility is looking after others so they won´t do anything stupid and won´t hurt
themselves” (Fg9b).
Fulfilling responsibilities related to health choices eased when adolescents were conscious
that completing task was their responsibility. Learning their responsibilities early was a factor
that supported independency and helped adolescents to cope with day-to-day tasks. However,
adolescents´ lived experiences were that learning to take responsibility early, could be harder,
although it did help them to manage their own lives independently. Too many responsibilities
or fear of failure to take responsibility made accomplishing tasks more difficult. Rewards and
punishments were factors that could either ease or complicate willingness to take responsibilities. Possible punishments could include illnesses or having a bad conscience or parental
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restrictions. If services were free or low-cost it helped to ease the implementation of healthrelated duties and responsibilities.
“Some might do those (duties and responsibilities), because they don´t want punishments, but most people do them because they don´t want a bad conscience.“ (Fg13g)
Independence linked to adolescents´ rights, duties and responsibilities
In adolescents´ lived experiences, rights, duties and responsibilities in relation to health
choices were perceived as being closely connected and separating them was challenging
(Figure 1). Participants perceived that duties came with rights, which resulted in having a
responsibility to accomplish the tasks and an increase in rights lead to an increase in duties.
In addition, duties were linked to freedom, which was understood to be the opportunity to
make independent choices. However, adolescents reported that they were never completely
free to make their own choices, because of the influence of their parents and other restrictions.
“There are a lot of things connecting what you must do, what you can do and what you
are allowed to do.” (Fg14b)
The link between duties and responsibilities was perceived as complex. Adolescents thought
that duties and responsibilities were needed to help them to become independent and learn to
do basic things. Adolescents described the need for duties and responsibilities to help society
function, including health, overall hygiene and safety, but they also contributed to the order
and structure of society. Thus, duties and responsibilities were perceived to protect the safety
and wellbeing of people.
“(Duties and responsibilities) mean you can cope in future, if you are living alone. And
the world would be better place. Everybody would feel good and safe.” (Fg13g)
Adolescents´ lived experiences were that their rights, duties and responsibilities were not
stated in an open way, but rather through suggestions, which required interpretation of the
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expectations placed on them. Some participants felt that they had enough information concerning their rights, duties and responsibilities in relation to health choices, which they
had gained from newspapers, the Internet and particularly from school teachers or parents as
well as through other people´s experiences. However, they felt it was possible that some
peers might have no information about their rights, duties and responsibilities in relation to
health choices. They felt they should be highlighted more and discussed in detail. For example, having clear rules around adolescents´ duties was perceived as making it easier to implement them as they didn´t have to work them out for themselves.
“It is stated strongly what would be good, but no-one says that you need to do this, or
that this is your responsibility. But it would be really good to do it this way rather than
through suggestions.” (Fg5g)
Adolescents´ rights, duties and responsibilities in relation to health choices were linked
to parents´ trust and relationships. Participants felt that when their parents trusted them,
they were given more opportunities to exercise their independence, fulfil their rights and meet
their responsibilities. Parents and those close to them could support adolescents´ responsibilities and duties, especially in case of failure, but if they were overprotective it could be an
obstacle to adolescents implementing their responsibilities and duties. In these cases, adolescents were not allowed any independency regarding rights, duties and responsibilities, which
resulted in them growing up unable to take care of their own issues.
Figure 1. Adolescents´ lived experiences of making health choices: an ethical point of view
Discussion
This study produced new knowledge of adolescents´ lived experiences and ethical views regarding their rights, duties and responsibilities in relation to health choices. Rights relating to
health choices were understood to be something adolescents were allowed to have or do, including being able to make independent health choices and having opportunity to contribute
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to issues affecting them. Adolescents described their duties and responsibilities as tasks that
they were required or recommended to carry out in relation to their own health or someone
else´s health and wellbeing. Adolescents´ lived experiences of their rights, duties and responsibilities were interrelated and partially overlapping but also referred to different meanings in
relation to health choices: for example, the right to get nutrition, the responsibility to take
care of eating and the duty to monitor their own food choices. They viewed their rights, duties and responsibilities in the broader social and environmental context and parents were
reported to play a crucial role in defining adolescents´ abilities to be independent. In addition,
they were linked to the wider opportunities in society.
There were many different lived experiences when it came to the ethical point of view of adolescents´ health choices. In our study, the adolescents recognised that their rights, duties and
responsibilities needed to be universal and equal. Although they felt their rights, duties and
responsibilities restricted, they recognised they were privileged to have the opportunities in
society. They also realised that adolescents around the world had varied and unequal opportunities when it came to their rights, duties and responsibilities (11,17,35,36). Thus the lived
experiences of adolescents varied, which need to be taken into account in future studies.
According to our results, there seemed to be tension between adolescents and their parents, in
balancing restrictions and freedom in relation to adolescents´ independence in their health
choices. Previous literature has reported that adolescents with a lack of parental involvement
had more behavioural problems than those with more involved parents (37). However, adolescents and their parents` views of adolescents´ independence can differ (38) and thus lead to
parents being overprotective. The lived experiences of adolescents we interviewed, were that
strict control and restrictions were the main limiting factors for fulfilling their rights, duties
and responsibilities. It is important that future studies also examine the factors that promote
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or inhibit the implementation of those values. In order to do so, there is need for further testing of these concepts.
Identifying and openly discussing adolescents´ rights, duties and responsibilities in relation to
their health choices is vital in all levels of society, including individuals, communities and
social- and health-care environments. This knowledge is needed in order to understand the
reasons for the health choices and to support adolescents´ involvement in making decisions
for themselves and implementing their ethical values. The adolescents´ descriptions of the
rights, duties and responsibilities provide an important insight into the content of these values, which should to be taken into account in health-care and society in general. However,
definitions of these concepts in adolescents´ everyday life, should not be too strict, so that
they also have the opportunity to exercise independence and are able to make conscious
judgements about their own health choices later on.
It is only possible to focus on and promote adolescents´ rights, duties and responsibilities in
relation to their health choices when adolescence is viewed as a critical distinct phase of life
that is different from childhood and adulthood (25). This study gives us the tools to take into
account adolescents´ views in practical health-care and also highlights the support needs of
adolescents. Adolescents need confidence in their own abilities to accomplish these values
and opportunities to make good decisions about their health. However, like health promotion
in general (25), adolescents and their parents need information and support from teachers and
health professionals. Instead of just focusing on what is “right or wrong”, adolescents´ decision-making processes should be considered in more detail. In addition, further consideration
is needed to determine when, and in what form, early support should be provided in order to
be influential.
Ethical approval
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In this study we followed the research ethics principles outlined in the Declaration of Helsinki (39) and responsible research practice (40). We received approval from the Ethical committee of Eastern Finland (Statement 17/2015), the district`s school system and the principals
of each participating school. We obtained oral and written informed consent from the adolescents. According to Finnish law, this type of study did not need approval from parents for the
adolescents to participate, but the parents were informed about the study (Medical Research
Act 488/2010).
Strengths and limitations
The strengths and limitations in this study were related to the research methods and the strategies we applied to mitigate limitations. Focus groups were a suitable data collection method,
because the research topic was complex and there was only little previous knowledge available (28). The focus groups encouraged the participants to voice their opinions and thoughts
openly in conversations between their peers, thus producing a wide understanding of their
lived experiences (29). We aimed to support the trustworthiness of the data by creating a
good rapport through an open and trusting atmosphere during the interviews (27,33). We
used pre-existing groups because they were natural social contexts for the adolescents, which
made them feel comfortable talking to each other (42). In addition, participants were encouraged to engage with each other and ask questions, and make comments during the focus
groups. However, the need for peer approval may have affected the quality and quantity of
the shared information in the focus groups (28). We collected data until the adolescents´ descriptions started to be repeated and no new themes emerged from the discussions (43,44).
The interviewers understanding of the research topic may have affected the additional questions that emerged during the focus groups, the selection of the meaning units from the data
and the phenomenological hermeneutical analysis (27). According to the premise of the phenomenological hermeneutical approach, there are always other possible ways to interpret the
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text (26,27), so to strengthen the credibility of the study analysis, we completed and confirmed it in collaboration with all the authors.
Conclusion
This study produced new knowledge about adolescents´ lived experiences of their rights, duties and responsibilities from an ethical point of view in relation to their health choices. These
values represented an ethical perspective that motivated adolescents´ decision-making. Although rights, duties and responsibilities were understood to be universal and belonged to all
adolescents, the individual and contextual factors to implement those values varied, resulting
in inequalities. The adolescents´ phase of life, including their maturity, family and friends, all
influenced their ability to exercise independent decision about their rights, duties and responsibilities in relation to their health choices. There is a need for wider consideration and recognition of those ethical values at all levels of adolescents´ everyday life, in order to find effective health promoting interventions to support adolescents with their health choices.
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