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Abstract

The goal of this study was to describe food choice behaviours and influences of HfV-

positive women who shared food with family to extrapolate potential intervention

strategies based on women's self-defined needs. Methods involved employing the FCM

as an interview tool and qualitative content analysis of transcribed semi-structured

interviews, leading to the generation of a grounded theory. An ethnographic analysis of

the Food Choice Map (FCM) interview was performed to strengthen the validity of the

method. Coded themes were developed into the theory that expression of self-efficacy is

seen in food choice behaviour and food management activities. The women's ability to

utilize supports I manage destabilizing factors impacted their level of self-efficacy either

positively or negatively. Food choice behaviours were a result of the influence of

relationship roles and responsibilities, and self-care and wellness needs. The key

conclusion is that HIV is not a key influence on food choices. The goals of the women's

food choice behaviours do not meet the goals of their health care providers. This

population understands what healthy foods are, but do not have the means to attain them.

A harm reduction approach to nutritional counselling and support would be most

effective for this population. The FCM effectively captures food choice behaviour, and

increases awareness of dietary habits.
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CHAPTER 1: INTRODUCTION

1.1 Problem Statement

There are conflicting priorities in the resource-restricted home, which creates a

unique circumstance of food choice behaviour. Poor people and sick people have the

capacity to deal with the complexities of their situation up to a certain point. They carurot

be expected to be financially independent or they would not be poor, so reliance on

public resources is routine for those who are destitute. But the use of public resources to

improve the situation of this group requires an understanding of their situation in order to

be effective. Finding this balance requires understanding how the population views its

situation, the barriers it faces, and the reasons for the decisions made by the population. A

strengths-based perspective could provide insight into what does work for this group,

rather than what is not working. It becomes a question of what actions and resources will

complement the strategies people already use to demonstrate their independence.

The process of defining complementary actions and resources depends on several

factors. For example, can it be assumed that this population will make the same choices

as middle-class individuals? And can the same actions and resources benefit a broad

spectrum of socioeconomic status, including the lower strata? Answers to such questions

may provide an effective balance between social aid and self-reliance.

It appears that current information on nutritional health and achievement of

nutritional health is not well suited to overcoming the barriers faced by low-income

women with HIV. Often, guidance and public support seem to be inadequate for the day-

to-day problems this population faces. As Tarasuk & Maclean (1990) point'out, "when

the underlying causes of food problems are primarily structural, one has to question
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whether individualistic strategies such as food assistance and nutrition education are

either efficacious or appropriate" þ. 82). Such interventions are incapable of promoting

significant, long-term improvements to the food situation of the poor given the severe and

chronic nature of economic constraints that largely determine intake practices. Therefore,

recoÍtmendations from health care providers (HCPs) are likely to be ineffeotual.

The problem is an incomplete understanding of contextual influences perceived

by women with HIV in coping with isolation, stigma, health and financial circumstances.

A lack of knowledge about the social determinants of food choice behaviour can inhibit

nutrition intervention effectiveness (Fieldhouse, 1986). One of the key resources to

maintain health, particularly in the presence of HIV infection, is food. Faced with these

problems, one must work to understand why women make the choices they do

concerning food and feeding their families. Such knowledge can inform the planning of

services and policies aimed at minimizing the effects of HIV and poverty.

1.2 Rationale

The incidence of HIV is increasing in women, particularly those belonging to

marginalized populations (Health Canada,2005). Women with HIV typically have

children in their care, and are often low-income and suffer from food insecurity (Normén

et a1.,2005). Despite this fact, there is very little research on the effects of food insecurity

on food choice for families affected by chronic disease.

The health status of women with HIV affects family members. A woman's coping

skills are critical for her family's nutrition, their experience of the food environment and

their future food choices. Influences on behaviours and decision-making are related to

women's nutritional status, which is likely to be compromised in this population, thus
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affecting prognosis and quality of life. ln order to provide sound nutritional counselling

and recommendations, we must identify the influences on behaviours and how these

affect decision-makin g.

Studies seldom explore resilience and strength in marginalized populations

(Bachay & Cingel, 1999). HIV is an appropriate condition to examine this problem due to

the social consequences that accompany the disease. In Canada, the Aboriginal

population is experiencing a rapidly increasing incidence of HlV-infection (Health

Canada, 2005). HIV can be differentiated from other diseases of particular concern to

women, such as breast cancer, as HIV is associated with isolation, stigma, and

compounded health and financial problems unique to the condition. With HIV/AIDS

comes the perception of a fear of contagion, which can inflate feelings of stigma and

judgement (Mayers, Naples, & Nilsen, 2005). Furthermore, to the researcher's

knowledge, there has yet to be a study examining food insecurity using a strengths-based

perspective. Current literature portrays food insecurity as a hopeless condition, and

pragmatic approaches to encouraging coping strategies and advocacy ffe not examined

(Mclrntyre, Glanville et a1., 2003;Tarasuk & Beaton, I999a; Tarasuk & Maólean, 1990).

With many chronic diseases come an exacerbations of social inequities. The proposed

study will not be solely applicable to HlV-affected families, but to any marginalized

population that is susceptible to chronic disease with accompanylng poverty.

1.3 Research Framework

The purpose of this grounded theory study was to describe women's food choice

behaviours and the influences for these choices on the HlV-affected, food insecure family

in order to extrapolate potential intervention strategies based on the women's self-defined
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needs. Analysis used a strengths-based feminist perspective, and used the Food Choice

Map (FCM) to capture what women felt worked best for them and their families.

The FCM is a dietary assessment tool that can be used to describe the quantitative

nutritional status, and qualitative contextual influences on people's food choice

behaviour. An ethnographic analysis of the FCM interview, involving observational notes

and semi-structured questions during an interview, was performed to gain an

understanding of how the interview dynamics capture food choice behaviou.r and the

reaction of participants to the process and resulting information. No direct observations

of food use or eating were made, which are common techniques in ethnographic research.

The objectives for this study were to use the FCM to describe perceptions of food

choice behaviour, contexts of food choices, and influences on behaviours; and to interpret

the participant perceptions of reasons behind food choice behaviours, in terms of values,

beliefs, and perceptions of social roles using a strengths-based analysis. Grounded theory

methodology demands research questions to be asked during and after the analysis, and a

theory to be formed from the resulting analysis that is grounded in the data. The questions

resulting from the analysis were as follows:

1. Does HIV impact food choice behaviour?

2. What were the conditions and consequences of food choice behaviour?

3. What specific interactions and context were influential for the phenomenon?

4. What theory explains participants' perceptions of the motivations behind their food

choice behaviour?

5. What health model for nutrition intervention would be appropriate for this

population?



CHAPTER tr: LITERATIIRE REVIEV/

The prevalence of human immunodeficiency virus (HIV) has been steadily

increasing in developed countries, and recently in women and minority populations. HIV

treatment is often understood in terms of the individual's physical health as it is a

terminal disease; however, the condition manifests itself in a host of social, economic and

psychological problems, which need to be acknowledged by HCP and researchers.

In order to understand the complexities of this illness, this review of the literature

will address the clinical aspects of HfV, and the nutritional and social implications

relevant to the proposed study. As this study will be examining food insecurity, a

background to understanding poverty and those most affected is provided, and the gaps in

the literature will be addressed.

2.1 Understanding HIV

The human immunodeficiency virus (HIV) causes a complex disease that targets

the human immune system. HIV is spread by contact with bodily fluids, such as blood,

semen or mucous (Venes & Thomas, 2001). Common routes of transmission are by

sexual contact and intravenous drug use. During the 1980s, thousands of hemophiliacs

were infected through blood transfusions before blood supplies were tested for HIV. A

mother with HIV can transmit the virus to her fetus during pregnancy, in birth, or via

breast milk. V/omen are susceptible to HIV transmission via the male-to-female infection

route (Royce, Sefra, Cates, & Cohen, 1997). There are many misconceptions of the ease

by which HIV is spread, but many bodily fluids (e.g. tears, saliva) do not contain

adequate levels of the virus to result in infection.

HIV is a retrovirus: it contains RNA and converts RNA to DNA in the host cell (a
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reversal of normal cell activity), thereby integrating into the host DNA (Centres for

Disease Control [CDC], 2003; Venes & Thomas, 2001). It infects T-lymphocytes,

particularly CD4 cells, which is the antigen on a T-cell that the HIV attacks. Death of

CD4 cells results in a loss of immune function, and the CD4-count indicates disease

progression. The HIV virus causes acquired immunodeficiency syndrome (AIDS). AIDS-

related complex is signified by the drop in CD4 cells to below 200 cells I mm3, initiating

the symptoms of fatigue, fever, malaise, respiratory symptoms, dermatological

manifestations, neurological problems and gastrointestinal symptoms including anorexia,

chronic diarrhea, unintentional weight loss, and dysphagia. Common nutritional issues

include anemia, vitamin and mineral malabsorption, deficiencies of stress-response

micronutrients during acute infections (American Dietetic Association (ADA),2004).

HI'|//AIDS and women

There have been three waves of the HIV/AIDS epidemic: 1) in the 1980's, the

male homosexual population was most affected; 2) then the disease spread quickly

among intravenous drug users (IDLI); and 3) currently HIV prevalence is increasing

among heterosexuals in developing countries, and industrializedurban regions in Europe

and North America (Haverkos, 1998). Manitoba, like Canada and the rest of the world,

has observed a shift in the incidence of HIV/AIDS. After years of gearing intervention,

community programs, research and funding to overcome the boom of infection in the gay

population, policy and programs have overlooked the new victims of the disease: women,

Aboriginal and Black populations, and other economically vulnerable groups.

Infection rates of HfV are correlated with social inequalities. Women experience

higher rates of poverty, and HfV occurs more frequently in lower income communities
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(Campbell, I990;Kat2,2003;'Williams, 1995;Zíerler &Krieger, L997).Minoritygroups

tend to make up the largest part of impoverished communities. Socioeconomic status is

indicative of HIV progression and survival (Hogg et al., 1994). An individual who is on a

low-income at seroconversion to HlV-positive status is likely to have a shorter survival.

Therefore, low-income minority women are at the greatest risk for HIV infection, and

suffer poor survival rates.

Women with HIV report an ongoing struggle to balance their own health concerns

with the demands of family. Many low-income individuals exhibit poor attrition to

treatment due to a host of social, economic, and personal barriers (Carballo et a1.,2004).

Women with HIV are more likely to be the primary caregivers (Metcalfe, Langstaff,

Evans, Paterson, & Reid, 1998) and share food with children (Kim, Spiegelman, Rimm,

& Gorbach, 2001). This population may not have adequate economic capacity, health

status, or social support to focus on personal nutritional needs as their health declines.

HIV/AIDS and nutrition.

Nutritional adequacy is crucial for the good health of the individual with HIV-

illness (Chlebowski, Grosvenor, Lillington, Sayre, & Beall, 1995). The disease causes

severe maldigestion, malabsorption and hypermetabolism, which in combination have a

devastating effect on the health status of the individual. AlDS-related opportunistic

infections, which are unusual infections characteristic of the critically

immunosuppressed, can create additional nutritional challenges. People living with

HIV/AIDS (PLWHA) are more likely to have suboptimal levels of antioxidants and low

magnesium concentrations, which may contribute to HlV-related fatigue (Skurnick et al.,

1996). Those individuals with more pronounced signs of malnutrition have a shorter life
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expectancy. Nutritional status declines with lowering CD4 levels. In males with HIV-

infection, albumin levels and weight loss are related to lower CD4 counts, which are

associated with decreased survival (Guenter et al., 1993).

At some point during the course of infection, an individual with HIV/AIDS will

experience malnutrition, and socioeconomic factors will hamper his or her ability to

procure, store and prepare food (May & Muir Bowers, 1993). The prevalence of food

insecurity in the HlV-positive population is almost five times higher than the general

Canadian average (Normén et al., 2005). About one-quarter of individuals with HIV

report a lack of assistance with shopping and food preparation (Kim et a1.,2001). 
'Women

who feel socially isolated - as do most women with HIV - are much more likely to report

household food insecurity with the experience of hunger; this experience is common if

women report a longstanding health problem or activity limitations (Tarasuk, 2001b).

'Women with HIV are less likely to consume adequate energy, even when disease-specific

conditions, such as nausea and vomiting, are controlled. Minorities and those with

children in the home are more likely to have lower energy intakes, and Aboriginal

individuals with HIV are more likely to suffer from food insecurity (Normén et al.,

2005). As dietary compromise is associated with food insecurity, management of chronic

medical conditions is challenging, with negative repercussions for morbidity and

mortality @ietitians of Canada, 2005). Lifestyle and behavioural factors should be

considered in care procedures for PLWHA.

Because of the detrimental symptoms and the side effects of medications, diet

therapy is important. Most emphasis for PLWHA is placed on medications as acaÍe

strategy. However, as previously noted, treatment attrition is a problem for individuals
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living with multiple barriers, so medication regimens are often not efficacious for most

people who are infected with HlV(Carballo et a1.,2004). A healthy diet is essential for

the best treatment response, so those who do not receive dietary support are less likely to

have a positive prognosis (Guenter et a1.,1993). The rationale is that food should be

medicine for those infected with HIV.

2.2 Understanding Food Insecurity and Food Choice Behaviours

Definition offood insecurity and prevalence in Canada

In Canada, food security "exists when all people, at all times, have physical and

economic access to sufficient, safe and nutritious food to meet their dietary needs and

food preferences for an active and healthy life"(Agriculture and Agd-Food Canada,

1998). Therefore, food insecurity is the inability to attain sufficient, nutritionally

adequate and safe foods in socially acceptable ways (Anderson, 1990). Food insecurity

can be defined using four conceptual elements. First, it is experienced at the household

(food supply management) and individual (food consumption and allocation) levels.

Second, food insecurity is dynamic in nature, based on frequency, duration and

periodicity. Third, the experience reflects graded levels of severit¡ from compromises in

food selection, to hunger, to absolute food deprivation. Fourth, it is relative to the

management process undertaken in the home; in particular, adults compromise intakes to

preserve resources for children in the home (Tarasuk, 2001a). Food insecurity relates to

food quantity and food quality. Further consequences of food insecurity are psychological

effects (feelings of deprivation and lack of choice, food anxiety) and the social

dimensions (deviations from social and cultural norms, exclusion, guilt and shame)

(Tarasuk, 2001a).
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It is important to study food insecurity for a number of reasons. It is estimated that

one in 10 Canadians has worried that he or she would run out of food in the previous year

(Che & Chen, 2003). Prevalence of food insecurity is greatest among lone mothers with

children, and is one and a half times higher among Aboriginal people living off reserves

than non-Aboriginal people. Food insecurity is related to health, nutrition and well-being,

and carries broad social and psychological implications (Tarasuk, 200Ia).Individuals in

food insecure households are more likely to report having at least three chronic health

conditions. Poverty and unemplo¡rment are associated with food insufficiency (Kendall,

Olson, & Frongillo Jr., 1996). Food is typically managed in the "context of competing

needs" (Hamelin, Beaudry, & Habicht, 2002,p.129). Food banks have become a

regularly accessed source of food, but their original intention was to provide acute

emergency hunger relief (Hamelin, Beaudry, & Habicht,2002). Food banks are the chief

indicators of food insecurity in Canada (Tarasuk, 2001a), however not all individuals

who are food insecure use food banks, and many additional strategies are employed to

manage a food insecure household (Hamelin, Habicht, & Beaudry,1999; Radimer,

Olson, Greene, Campbell, & Habicht, 1992; Tarasuk & Maclean, 1990). The reasons

behind the high prevalence of food insecurity are multifactorial and are linked to

sociological, economic and physical origins.

In a food insecure home, dietary choices satisfy neither food preferences nor

nutrition: the priority in food choice is satisfaction of energy demands (Tarasuk &

Maclean, 1990). Food-insecure homes experience "consumption for surviv4l" (Hamelin

etaI.,2002,p.I29).Managementoffoodinsecuritynecessitatesminimizingwaste:

family preferences come before nutritional quality as food is precious and what is
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purchased must be consumed or else hunger will result. Energy-dense foods provide

satiation at a lower cost than nutrient-dense foods, thus food costs are prohibitive of

healthier diets in low-income households (Drewnowski & Barratt-Fornell, 2003). Meals

are based on inexpensive, processed and carbohydrate-rich foods. Unsafe practices, such

as eating rotten and insect-infested foods, are common (Kempson, Palmer Keenan,

Sadani, Ridlen, & Scotto Rosato, 2002). When food is available, binging behaviours are

observed in food insecure individuals. Nutritional adequacy is tlpically out of reach for

the food insecure population.

Food insecurity and women

Food insecurity is a multidimensional issue for women. Women's role concerning

their family's diet has been as mediator, and to successfully work with, rather than

change family preferences (Stratton & Bromley,1999). Women with restricted incomes

are nutritionally deficient due to sacrifices to feed their family (Kempson et a1.,2002;

Mclntyre, Glanville et a1.,2003; Tarasuk & Beaton, 1999b). Women make most food

choices based on the family's preferences (DeVault, 1994; Hamelin et al., 2002; Stratton

& Bromley,1999), and the monotony of food-insecure diets affects quality of life, and

carries psychological implications (Gielen, McDonnell, Wu, O'Campo, & Faden, 2001;

Hamelin et al., 2002). For low-income families, pursuing adequate nutritional intake is a

burden.

Food choice behaviour

The process of choosing food has countless influences. An individual's food

choice behaviour varies throughout life, and is based on age, parental influences,

education, selÊesteem, mental health, economic conditions, food availability, and many
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other factors.

Food choice behaviour is determined on an individual and a collective basis

(Raine, 2005). Individual behavioural influences include one's physiological state,

preferences, nutritional knowledge, perceptions of healthy eating, and psychological

factors. Most social programs and public health initiatives take an individualistic

approach, however individual determinants are not sufficient to explain eating behaviour.

Collective behavioural influences are based on contextual factors, including

interpersonal, physical, social, and cultural environments. Policy should be used to

mediate these environments, but there ¿Ìre gaps in the understanding of the process of

intervention.

The need for cohesion at mealtime is expressed frequently in the literature

(Fieldhouse,1986; Lennie, Neidig, Stein, & Smith, 200I; Stratton & Bromley,1999).

However, food insecurity can cause women to abandon nutritional goals for the family

unit, and focus more on meeting children's needs. Consequently, this separation of the

mother from collective nutritional goals can cause her to lose sight of her own food

intakes, and only acknowledge the intakes of her children (Mclntyre, Glanville et a1.,

2003).In contrast to isolation, food can serve an emotional role, invoking feelings of

security and comfort (Fieldhouse, 1986). Identifying supportive members and potential

caregivers in the woman's family is important because of the role of women's social

network in providing care and support through the avenue of dietary adequacy.

2.3 Strengths-Based Perspective

The strengths perspective is an approach used to improve care for marginalized

populations, such as those with mental illness. It is rooted in the philosophies of
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empo\Mennent, feminism, resilience and community, and honours a) the power of an

individual to heal oneself within the environment and b) the belief that present

circumstances can be changed (Saleeby, 1996). The strengths perspective views

individuals in terms of their competencies, values and hopes, which have often been

skewed by trauma, circumstance or oppression. The phenomenon of victimhood is

propagated by professionals, the media and businesses. Victimhood focuses on pathology

and the saturation of our culture with vulnerabilities, and emerged with a mental health

recovery movement over the last 15 years. The strengths perspective recognizesthat

many programs designed to help these populations are actually opposed to the strengths

orientation by focussing on pathology of behaviour, rather than client-defined success.

The approach is centered in the following language (resilience, empowerment,

membership), strengths of the individual (knowledge gained and personal qualities

available to deal with trauma), resilience (continuing ability to go on in spite of social,

psychological and environmental stresses or barriers), critical factors (variable,

interactive factors present in the individual which can either enhance or diminish the

likelihood of succumbing to the trauma), and community (resilience is found amongst

groups sharing a common membership, providing protection and opportunity) (Saleeby,

1996). A strengths perspective captures views on individual health and wellness, and

resistance to disease, as well as positivity and health realizatíonthrough a supportive

community.

There have been objections to employing the strengths perspective. These include

the criticism that it trivializes the problems within the population: it reframes misery and

ignores realíty, downplaying real problems; and is just trumped-up positive thinking or
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Pollyannaism (fndingthe good in all people, and ignoring the harsh, destructive realities

that may be present) (Saleeby, 1996). The extreme contrast of the strengths-based

perspective is the phenomenon of victimhood. It is defined as "a state of individual and

collective ethnic mind that occurs when the traditional structures that provide an

individual sense of security and self-worth through membership in a group are shattered

by aggressive, violent political outsiders. Victimhood can be charactenzedby either an

extreme or persistent sense of mortal vulnerability" (Rosenberg, 2003). The victimhood

theory requires that the group views itself as victims; however, the study population may

not perceive or identify with the label of victim, invalidating the conclusion.

An additional contrasting paradigm is the perception of marginalization as

pathology (Saleeby, 1996). The pathology perspective utilizes quantification of

symptoms to add up to a diagnosis, is problem-focussed, and resources for resolution are

the knowledge and skills of the professional formulated into a practitioner-devised

treatment plan. Pathology is based on a positivist approach, and pathology does not

correspond with the need for narratives and personal accounts; therefore, one loses the

ability to reflect the experiences of the participants. The pathology approach does not

acknowledge how an individual may take action for him or herself thus the context of the

experience in the pathology perspective is incomplete.

2.4Key Gaps in the Literature

Although researchers often focus on problems and individuals' responses to those

problems, coping mechanisms (i.e. what works for a particular group to overcome

challenges presented to them) are just as important in analyses. The strengths-based

perspective is useful in exploring coping mechanisms employed by individuals living in
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poverty (Mclntyre, Officer, & Robinson,2003). The literature often porhays low-income

women as victims, and that they lack control over their circumstances. But the women do

not identify with this generalization. Pride, self-righteousness, distancing from those who

are worse off, and celebrating self-sacrifice are more coÍrmon perceptions. Low-income

women cope by seizing control over what is available to them: their ability to be a good

mother, their resistance to judgment and the degrading environment of the poor, and how

they draw on power resources. This is a better indication of their self-esteem and

resilience. Thus, the perception of where control can be achieved is important when using

the strengths-based perspective.

The social context of food choice behaviour requires fuither research using the

strengths perspective. The Canadian authors writing on food insecurity have endeavoured

to explain the experience of not having enough food, and the social implications of

individuals familiar with the phenomenon. However, most of the food insecurity

literature does not describe coping mechanisms in terms of strengths or resilience of the

population studied. For example, the authors of a key paper on the experience of food

insecurity organize results to show what respondents understand as food sufficiency, and

the remainder of the paper demonstrates all of the characteristics that prove the

respondents were not achieving this status (Hamelin et al., 2002). Analysis of food

insecurity characteristics is limited to the problem, and stops short of highlighting coping

mechanisms or participants' skills used in the food insecure home. Thus, there is the

implication of the participants as victims, and the circumstances are portrayed with a

despondency that is attached to the participants by the researchers. It can be suggested

that the population is disempowered by the implication. This observation begs the
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question of the literature: do the participants feel that way or appreciate the implication?

For these reasons, these papers and many others like them fall short of providing a

balanced view of the experience of food insecurity and poverty by imposing an air of

pathology and victimhood on individuals who are food insecure. The study population is

alienated by this approach, as information has been extracted for the benefits of

researchers. Recommendations are absent and pragmatic solutions are not offered.

Implications for future research are to develop a new defrnition of food insecurity.

Moreover, most papers on food insecurity do not consider the impact of chronic disease,

or they may lack a gender-based analysis.

The literature on HIV and mothers has used gender-based and strengths-

perspectives more often than the food insecurity literature. Defensive mothering

strategies used by women with HIV combat stressors and threats associated'with being

HlV-positive (Ingram & Hutchinson, 1999). Strategies evolve in response to stigma, and

include thought control, preparing children for motherless future, and reducing further

stigma through safe practices. Papers focus on mothers, however many HlV-positive

women do not live with children and continue to make the same sacrifices and perceive

the same influences on their choices (Hoyak, 2004). Moreover, much of the literature on

mothers with HIV adopt a strong focus on illness and death, rather than how women seek

to maintain health.

Considering the gaps in the food insecurity, mothering and HIV literature, a study

was warranted that documents strengths behind food choice behaviours for women with

HIV who are food insecure.
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centre on reseffch questions that move from the general to the specific (Hutchinson &

Skodol Wilson, 2001). These research questions collect the data that is fundamental to

grounded theory studies, specifically: dimensions, phases, properties, strategies,

consequences, and contexts of behaviour.

The process of grounded theory is highly systematic. The procedure is based on

coding lines of text and placing passages in groups for similarity, known as a category. A

category is made up of events, happenings and instances derived from text (Strauss &

Corbin, 199S). The process of coding the data follows a thematic cross-case content

analysis. Content analysis is a research method using procedures to make solid inferences

from the transcribed text of an interview (Weber, 1990). Outcome behaviours must fit the

research objectives, which included describing food choice behaviour in this study.

Constructs are words, phrases and sentences employed for the purposes of categonzing

reasons for behaviour.

With coding comes the process of microanalysis, which involves very careful

examination of data, involving the participants' information, the observations of the

researcher, and the interplay (which is not completely objective) between these two

factors (Strauss & Corbin, 1998). The goal is to interpret qualitative data in order to

describe concepts and relationship, which are then organrzed into a theoretical

explanatory scheme. Questions are asked of the data, and answered using theoretical

comparisons. It was expected that the focus of the research would likely evolve once

analysis began; therefore flexibility in the focus was necessary to address the

respondents' concems. This approach has been recommended in order to place

participants', paficularly those from minority groups and margin alizedpopulations, in an
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empowering position in the process of research (Creswell, 2003; Mayers et a1.,2005).

Justification of grounded theory

This method had been chosen for a number of reasons. Qualitative methods are

valuable when examining resilience and coping, and the factors that support or inhibit

selÊefficacy in marginalizedpopulations. In marginalizedpopulations, qualitative inquiry

allows these concepts to be defined in a way that is relevant to the contexts in which

these populations find themselves, rather than in predefined terms with conceptual

boundaries to narrow the view. Continuous cross-case content analysis will allow for the

participants to determine, through their statements, which are the most important issues

for them. This will reinforce the goals of the strengths-based perspective as grounded

theory enables participants to have a voice independent of the researcher (O'Reilly,

2005). This approach can also incorporate a feminist perspective within the strengths-

based perspective, as it is empowering for the women to be included in research (Mayers

et a1., 2005). The feminist perspective is used to examine oppression of women through

gender-based analysis, which is the analysis of roles , attitudes, power and other socially

determined potential differences between male and female gender (Health Canada, 2003).

A strength of grounded theory research is that historical information is provided by

participants through the FCM process.

Phenomenology would produce data that identifies the lived experiences of the

participants. However, it was not suitable for this study due to the research questions and

the established objectives. A rigorous process of participant selection would also be

necessary, and there was already a very limited pool of potential respondents (Creswell,

1998). An ethnographic approach for the extent of the study was considered, however the
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research question was most suitable to a grounded theory approach. Additionally, the

time required (six months to a year) to complete the appropriate level of data collection

for an ethnography was not possible. And for an ethnography, observation of the

participants in their natural environment was necessary, and such an approach would not

be realistic for this population (Creswell, 1998). Considering these issues, an

ethnographic analysis of the FCM method was conducted (see Analysis section) to

demonstrate validity of the FCM tool for use in this type of research.

Limitations of grounded theory:

. Indirect information based solely on perspectives of interviewees

. Information is provided in a designated environment, and not the natural setting

. Researcher's presence may affect the responses of the participant

. Language skills, and level of articulation of participants may be poor

r Not a representative sample

. Possibility of premature closure due to time constraints

3.2 Participant Recruitment

Convenience and snowball sampling was used. Participants were recruited from

the primary sites in Winnipeg through which women with HIV access their care and

support. All participants were recruited from Nine Circles Community Health Centre and

Sunshine Community House. Contact had previously been established with Nine Circles

Community Health Centre and Sunshine House in a preliminary study. The researcher

also approached the following care and outreach services: Mount Carmel Clinic, the

Elizabeth Fry Society, Sexuality Education Resource Centre, Manitoba First Nations

HIV/AIDS Working Group (Anishinaabe Mino-Ayaawin), and Sage House. The editor of



21

Street Connections Weekly Rag, an outreach publication for street involved youth

contacted the researcher with the offer to publish the study recruitment information.

Recruitment materials (APPENDD( A) were posters and handbills provided at suppof

groups, and the researcher advertised walk-in interview opportunities once a week at the

two primary recruitment sites. The various women's support groups hosted by the above

organizations were briefed on the call to participate in the study. The researcher was

invited to speak at two support groups about her work, and to answer questions about the

project. Contact persons at the above listed agencies were requested to seek permission

from potential participants to have the researcher contact them, and two pilot interviews

were obtained in this manner.

Women called the researcher to set up an appointment. A $10 dollar grocery store

gift certificate was provided to all participants as an honorarium, including those who did

not meet the inclusion criteria but who attended a screening interview with the researcher

and the three pilot interviews. Participants chose where the interview occurred.

An application to the research ethics board was completed prior to data collection

coÍrmencement. All methods were approved by the University of Manitoba Research

Ethics Board, and the study was conducted in accordance with the Personal Health and

Information Act. Research objectives were explained verbally and signed consent

(Appendix B) was required prior to any collection of information from the respondent.

Any personal transcripts were made available to the participant upon request. All

interviews were transcribed excluding personal and identifying information. Transcripts

were kept in a locked cabinet accessible only by the researcher and recorded interviews

were destroyed upon completion and publication of the study.
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Incluston criteria

n 'Women

' Classified as food insecure based on the Current Population Survey Household Food

Security Scale (HFSS) (Appendix C) (Blumberg, Bialostosky, Hamilton, & Briefel,

r99e)

. Fluent in English

' Willing to complete one tape-recorded interview

' Age 18-50

. Diagnosed with HIV/AIDS

. On social assistance or disability

. Share food with family at least 2x I week (their definition of family).

To determine family members, participants named everyone they considered to be

members of their family that they shared food with, answering the question "Who do they

have a commitment to in their social circle?" (Pequegnat et a1.,2001).

Participants with an additional disease or condition (e.g. diabetes mellitus,

pregnancy, etc.) were not excluded as this population is likely to be experiencing health

issues. HIV infection leads to a large number of health conditions and potential study

participants would likely have these conditions.

Women were chosen for this study due to the common responsibility of women to

be the primary caregivers and responsible for the majority of food choices in the home

(Mclntyre et a1., 2002; Mclntyre, Glanville et a1.,2003; Starkey, Kuhnlein, & Gray-

Donald, 1998; Tarasuk, 200Ib; Tarasuk & Beaton, I999b; Tarasuk & Eakin, 2003).
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3.3 Research Tools

Data collection tools

1. 6-Item Short Form of the Current Population Survey Household Food Security Scale

(IIFSS) (Appendix C) (Blumberg et a1.,1999)

2. HealthlDemographic Questionnaire (HDQ) (Appendix D)

(Hacki, Somlai, Kelly, & Kalichman,1997; Ingram & Hutchinson, 1999; Mclntyre,

Officer et al., 2003; Sachs, }JalI, &. Pietrukowicz,1995; Trumble Waddell, 1998).

3. Food Choice Map lnterview (FCM) (Appendix E) (Sevenhuysen & Gross, 2003;

Shuaibi, Sevenhuysen, &. House, 2006)

4. Research Diary (Appendix F) (Hutchinson & Skodal-V/ilson, 2001)

The researcher kept a research diary that was based on interviews, observations,

descriptive and reflective information. Because grounded theory research requires the

researcher to immerse herself in the environment being studied, self-awareness of one's

mind-set, values, beliefs, and preconceptions are important so these biases will not

interfere with the data collection and interview process (Hutchinson & Skodal-'Wilson,

2001). Therefore, a research diary is helpful in identifying feelings and reflections while

the study is in progress. A research diary is also important when using an empowerment-

based feminist perspective, such as the strengths-based perspective, because the goals of

the study are predominantly value-laden (Hutchinson & Skodal-Wilson, 2001).

Methodological, theoretical, observational and personal notes were collected during the

data collection in order to monitor subjectivity of the researcher.

Current Population Survey Household Food Security Scale (HFSS)

The 6-item Household Food Security Scale is based on the full version that was
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employed during the United States Current Population Survey (Blumberg et a1., 1999). It

was developed for implementation when time and financial constraints are present. This

scale was chosen for this research project as a screening tool for participation in the

present study, therefore the data this scale generated was not extensively analyzed and

was be collected for primarily demographic purposes. The short form of the scale has

been tested for validity and was determined to be robust when classifying food security in

the general population (Blumberg et al,1999). The authors have concluded that this scale

does not rely exclusively on measuring intake insufficiency. Due to the nature of HIV-

illness and its effect on appetite and maldigestion / malabsorption, a scale that quantifies

intake levels would not be valid for the present study. Also, the scale can be used to

describe selÊperceived nutritional inadequacy, household food depletion, and disrupted

eating patterns. This focus on perception and household patterns was most relevant to the

present study, therefore the scale was deemed most suitable. Lastly, the authors indicate

this scale does not appropriately address restrictions other than financial constraints, and

may not be relevant for populations with disabilities or transportation difficulties. As

low-income individuals with HIV often experience problems with mobility, this was

anticipated to be a possible limitation to the present study.

The Food Choice Map (FCM)

The Food Choice Map (FCM) was developed to get an understanding of typical

food choices of a population. The FCM interview is semi-structured, and conducted with

active participation from the respondent in creating a record of daily tlpical food choices

(Sevenhuysen & Gross, 2003). The FCM (Figure 1) records foods consumed in a typical

week, creating a visual representation of an individual's food pattern.
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Figure 1: The Food Choice Map Tool

The interview schedule helps the interviewer to focus the conversation on food choice

behaviours and the reasons behind these behaviours. The interview schedule is composed

of six conceptual domains: l) basic questions about coÍrmon foods consumed to build the

map;2) questions relating to the social context of dietary behaviour; 3) questions about

barriers and limits to food choice behaviours; 4) questions addressing the economic and

support influences and expectations; 5) open-ended questions relating to competing

responsibilities relative to food management; and 6) the additional conceptual category of

ethnographic-type questions to address the participants' perception of the FCM tool. The

record shows the primary food choices, and with the formulation of the map during the

interview, delves into the respondent's food pattern in terms of social, economic, value-

based and cultural aspects offood choice behaviour. The FCM also produces a recorded

conversation that explains influences on the food choice behaviour. Thus, the researcher
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can identify participants' perceptions used to explain food decisions. The FCM's role in

this study was as a motivating tool to spur discussion with the participants

In addition to the social context of food choice, the FCM can be used to indicate

the adequacy of the diet (Sevenhuysen & Gross, 2003). Although data collected from the

FCM can be quantified in order to describe patterns in food choice behaviour and the

portion sizes consumed, this quantification was not used for the present study. Individuals

living with HIV have disrupted appetite and diet patterns for numerous reasons;

therefore, tracking quantities of food eaten would not necessarily indicate food insecurity

in the home. FCM dialogue is related to time, sequence, and frequency of food choice

behaviour, and prompting questions relate to the how andfhe why of food choices. One

must understand these factors before attempting to facilitate nutritional behaviour change.

It is for these reasons that nutritional status based on quantification of foods eaten was

not recorded for this study.

As the purpose of this research was to describe women's food choice behaviours,

and the FCM documents food choices, it was important to understand how the women

respond to their choices, and to explore if the women's responses to the FCM information

correspond with the strengths-based perspective and resulting grounded theory. The

validity of the strengths perspective relies on the interaction: the interviewer must

exchange in dialogue with individuals as equals, and the participant must be free of

distraction by the interviewer's norms. There must be a mutual sharing of knowledge and

the act is collaborative (Saleeby, 1996). It is important to give the individual the power to

name one's own situation, rather than resorting to a clinical label or diagnosis. The FCM

draws people into talking about themselves in the context of their own social notrns,
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using the visual map as a continuous reference. The FCM gives an advantage over the

standard in-depth interview because the participant can see his or her food pattern - and

identiff personally with the information on the map: she is reflecting her own life, and

not trying to explain what a researcher might have an opinion about, reducing interviewer

bias. As compared to other tools used to record food choices, such as the 3-day food

recall, the FCM avoids the introduction of norms when asking a question and the

awareness of the perception of the interviewer's possible agenda is reduced as long as the

line of questioning is carefully approached. The visual prompt of the map encourages the

participant to answer based on those factors he or she can see. It provides continuity of

the respondents' context, and a concrete record of what has been said by the participant,

giving ownership and accountability to the participant for the interview responses. The

reasons and influences on why foods are chosen in the HlV-affected home were the

primary research objective, and not an itemized list of the actual foods that are chosen.

Pilot interviews

Training interviews were conducted with acquaintances of the principal

investigator who were familiar with the FCM interview procedure. The three pilot

interviews were conducted with individuals recruited through NCCHC and Sage House.

The pilot interviews were used to rehearse the interview schedule using the FCM and to

assess time required for the intervierr/ process. Two pilot interviews occurred in

participants' homes, and one pilot interview occurred at Sage House.

Participants were recruited through Sage House. Following the pilot interviews,

the researcher modified the procedures to attain consent in order to ensure confidentiality:

participants were asked to put signed consent forms into a sealed envelope, therefore the
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researcher did not need to know the identity of the participant. Inclusion criteria were

also modified, expanding the age limit to 50 years.

3.4 Analysis

Upon completion of the interview, the tapes were transcribed verbatim. Open

coding was performed, and upon discovery of new themes, the constant comparative

method was employed on previously transcribed interviews. Transcripts were coded line

by line using the NVivo software (2006). During and post-transcription of the interviews,

reflections were written to identiff messages and themes from the interview. Codes were

identified in this process, and associations and coÍr.mon threads were drawn between

participants. During the process of NVivo coding, the researcher noted that most codes

were not identified until the time in the interview after the participants' FCM was

established - at least one to two pages into the transcribed interview. The objective of the

project was to identify participant strengths in their food choice and management

behaviour; therefore the 'why' behind food choices was the focus, as opposed to the food

choice itself. As the initial part of the FCM interview is based on answering questions

relating to what foods are tlpically eaten at what times, this corresponds to why coding

did not begin until the FCM had already been established in the interview.

Grounded theory coding process

The process was based in large part on the techniques described by Strauss and

Corbin (1998). The process ofgrounded theoryproduces codes that are derived through a

systematic coding process.

Open coding: this step involves coding the incident or text into as many codes as

possible to ensure a rich theoretical application (Hutchinson & Skodal-Wilson, 2001).



29

The product is the generation of categories and their properties and establishing

dimensional variation (Strauss & Corbin, 1998).

Axial coding: the researcher then employs paradigm coding around one category

or concept at a time (Hutchinson & Skodal-Wilson, 2001). Axial coding is the process of

relating categories to their subcategories, and involves relating structure to process using

aparadigm. Structure is the conditions that set the stage for the phenomenon in question

- in the present study this was the condition of being HlV-positive and the experience of

food insecurity. Process is the interaction between persons, organizatíons in response to

structure - in the present study this pertained to participants' families, HCPs, nutritional

priorities. The paradigm is the analytic stance on which to orgarrjze and interpret the data

and understand how structure and process interact - in the present study the strengths-

based analysis was the paradigm taken.

Selective coding is the act of integrating coded material and refining the theory

(Strauss & Corbin, 199S). Selective or focused coding uses frequently occurring codes to

sort large volumes of data (Charmaz,2000). The selective codes account for the most

precisely categonzed data, and the categories turn description into conceptual analysis.

For the pu{poses of the present study, once the interviews were coded and constant

comparative analysis was complete, the codes were narrowed down, further categonzed

and defined in hierarchical structure, and selective coding (Strauss & Corbin, 1998).

Grounded theory techniques must be employed continuously while coding:

r Constant comparative method (CCM): the aim of the CCM is to produce,theoretical

constructs that demonstrate variation and range within the data method (Hutchinson &

Skodal-V/ilson, 2001). Patterns are identified within the data, and then are compared
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to each of the three levels of coding, incident versus category versus construct.

. Memoing: this step involves inductive and deductive analysis (conceptualizing and

assessing, respectively) with the purpose of comparing codes and determining the

relationship of each code to one another (Hutchinson & Skodal-Wilson, 2001). The

linkages that are identified produce the evolving theory. Different types of memos

include: code notes (contains the products of the three types of coding: open, axial,

and selective); theoretical notes (summary memos that contain thoughts, ideas about

theoretical sampling); and operational notes (procedural, methodology directions and

reminders) (Strauss & Corbin, 1998).

' Theoretical saturation: the point in category development at which no new properties,

dimensions or relationships emerge during analysis is called saturation (Strauss &

Corbin, 1998). CCM processes were employed continuously throughout analysis, and

new code categories did not emerge after the seventh interview was coded.

Objectivity

Objectivity in grounded theory research is achieved by comparing incidents in

data (Strauss & Corbin, 1998), and making comparisons in order to stimulate recognition

of other properties in the data. The research diary and reflective observations of the data

permitted identification of potential biases and assumptions. Additionally, using an

interview approach permits the participants to direct the research by acknowledging their

own words and perspectives of contextual factors, rather than relying solely on

assignment of concepts and categories by the researcher.

Sensitivity

Sensitivity requires having insight and giving meaning to events in data (Strauss
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& Corbin, 1998). Professional and personal experience can increase sensitivity. The

researcher's role contributed to the present study, as she had been trained in counselling

and communication techniques, lending sensitivity to participants' language, and

assisting in prompts to questions to dig deeper into their stories. The researcher's

experience working with women in crisis allowed her to comfortably interact with the

participants when discussing potentially stressful subjects. The researcher had received

cultural competence training through the'Women's Health Clinic, and was familiar with

the communication style of Aboriginal women. A pilot study enhanced the relevance of

the interview data due to recognition of key concepts previously identified in other

research (Creswell, 2003).

Validity

ln order to preserve validity in this study, triangulation between ethnographic

observation, the FCM data, and comparisons to the content of the research diary was

conducted to assess recurring information and themes. Validity was enhanced because

data was continuously compared and contrasted using the constant comparative method

(Hutchinson & Skodol Wilson, 200I). Also, volunteers were permitted to choose where

interviews occured. This approach addresses "ecological validity''- placing the

participant in a setting that is most comfortable and may promote trust and rapport when

sharing experiences (Bronfenbrenner, 1979, as cited in Mayers et al., 2005), and can

encourage a more equal relationship between the researcher and the participant.

Ethnography of FCM tool

This study involved an ethnography of the FCM tool and its use in the interview.

Ethnography is an iterative-inductive qualitative research approach drawing on fields of
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anthropology and sociology. It involves observation and participation by the researcher

with human subjects within the context of their daily lives, producing rich description of

a phenomenon (O'Reilly, 2005). It requires the researcher's immersion in the setting and

lives of the individuals who are studied and unobtrusive observation and interviews to

become familiar with the phenomenon under study (Travers, 1996). Participation enables

the researcher to be involved in the construction of the social world, thereby

understanding the actions of others through interaction and interpretation (O'Reilly,

2005). The goal ofethnographic research is to understand perspectives and cultural roots,

and to develop explanatory frameworks to explain the phenomenon. Ethnography has

fewer stringent guidelines for its execution than grounded theory, but the techniques from

grounded theory can be easily adapted when necessary (O'Reilly, 2005). Analysis

involves cyclical interaction with the data, exploring ideas, and conceptualizing themes.

The focus of an ethnographic analysis for the present study was on the

phenomenon of the interactive interview of the FCM with a marginalized population.

This approach emphasized participation of the researcher in the semi-structured FCM

interview, as the FCM interview involves an active exchange between participant and

researcher. There is a paucity of literature on adopting an ethnographic approach to the

analysis of a research method, or on the employment of a novel data collection tool.

Therefore, the fundamental data collection techniques of ethnography- direct

observation, participation in the process, and content analysis during and after data

collection - v/ere employed in order to produce rich description of the FCM interview

process. The interview schedule was an ethnographic-style and was a point of entry into

the participants' environment. The line questioning was based on participant responses
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(Travers, 1996). Open-ended questions and probes were asked (refer to Appendix E).

Observations were recorded in the form of descriptive, demographic, and reflective data.

The context of the interview environment was recorded and analyzed based on

participants' responses to the different locations in which interviews were conducted.

Descriptive data was recorded within 48 hours of the interview. The participant responses

that addressed the process of the FCM building exercise, the answers to the questions

specifically related to the FCM tool, their perception of the information on the FCM, and

other related comments were categorized using NVivo software. The passages were

analyzed to answer the question How do participants respond to the Food Choice Map?

Descriptive data from the environmental context of the interview was sorted and

compared to create the story of the FCM interview process.

The ethnographic approach was most suitable to use for examining the FCM

interview process to ensure validity of the research tool. Building a FCM is a highly

interactive procedure, with the participant guiding the interview based on what

information is provided on the map. There was no published research on the dynamics of

the FCM interview, and as the interview has ethnographic properties, the ethnography of

the method was a logical approach to understanding the exercise of the FCM interview.

Ethnography was a suitable complementary methodology as it is similar to grounded

theory in terms of in-depth interviews and the use of coding during ethnographic analysis.

Furthermore, like grounded theory, ethnography does not impose preconceived

hypotheses, instead relying on the participants' own language, terms, and words to

develop categories for understanding the meaning of their world (Thrasher & Mowbray,

19e5).



34

Presentation of the results

Quotes have been included as much as possible, as the women's words best

described food choice behaviour. Quotes selected represent the most densely coded

passages, that is, those passages which were coded in the most number of categories and

represented the most richly descriptive text. Research diary entries are identified by

italicized text with left-right borders. Diary entries are included to demonstrate the

analysis and theory development, to identify potential biases, and to strengthen

objectivity.

The ethnography of the FCM will be presented first to demonstrate the context of

the environment in which data was collected. The ethnography was presented in a first

person narrative to permit storytelling representation of the richness in the data.

The grounded theory description will follow the ethnography. First, the

conceptual diagram of the process of food choice for women with HIV in the food

insecure home will be presented and used to explain the resulting theory from the data.

Then conceptual codes describing the conditions and consequences of participants' food

choice behaviour will be explained. This will be followed by the central category of the

phenomenon of food insecurity and a related set of potential contextual reactions by the

participants. This format for presentation will demonstrate the strengths-based paradigm

of women's coping with the phenomenon of food insecurity. This presentation of results

will best account for how the theory was built using the coded data.
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CHAPTER IV: RESULTS

4.1 Ethnographic Description of the FCM lnterview

"It'll make you realize what you eat. "

The interviews took place at two different sites: five participants met me* at Nine

Circles Community Health Centre, and five at Sunshine Community House þilot

interviews occurred at two participants' homes and at Sage House, which is a safe house

for street-involved women). Nine Circles is the primary community health centre for

PLV/HA in V/innipeg. Nine Circles provides health services and education to people

infected with, affected by, or at risk of HIV/AIDS, collaborating with other community-

based health, social, allied services and AIDS service organizations to secure integrated

and responsive health services needed to maintain and improve their health (Nine Circles

Community Health Centre, 2002).

When at Nine Circles, I booked the boardroom for the first three interviews to

take place at that site. The board room was furnished with a very large meeting table

surrounded by chairs. There were loud ventilation fans (which I later discovered would

interfere with transcribing) and no windows. The first time I used the boardroom, a

meeting taking place was running late, which caused my appointment with the participant

to start 20 minutes late. While I was waiting for the meeting to finish, I was approached

by a pilot participant and we chatted. She was very funny and called me 'þrecious"

several times during our exchange.Ircalized once I met that day's booked participant

that she would have witnessed this exchange because she was seated in the waiting room

as well. She did not mention the conversation I had, but she did say she was watching me

o The use of the fust person narrative is chosen for this section on the ethnography of the FCM method. It
best captures the ricb¡ess and intimate nature of the interview process.
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and asking herself "is that her?"

For my third interview at Nine Circles, the boardroom had been double booked.

The receptionist decided to put me into the Round Room. The Round Room was a

circular room without furniture, and had cushions on the floor on which to sit and murals

painted on the walls depicting various Aboriginal spiritual images (shaman, hunters,

moonlit water, forests). The room was very quiet and dimly lit, and footwear was not

permitted. After interviewing in the room once, I requested the room every time I had an

interview booked at Nine Circles. Participants seemed much more relaxed in this

environment, compared to the formal boardroom. As one participant told me "it's like a

church". This was obviously a safe space for clients of Nine Circles and I felt the

environment greatly facilitated the disclosure process.

Sunshine House was the site for five interviews. Sunshine House is a safe space

community house managed by Kali Shiva AIDS Services, which is mandated to provide

non-medical support to those living with or affected by HIV/AIDS and/or hepatitis C.

The house operates with a collective philosophy in that the attendees of the house

participate in the operation and maintenance of the space. I made arrangements with

women to meet them during the women's group gatherings twice a week. Women would

be attending the women's group as part of their routine, so this was a convenient

arrangement. I allowed participants to choose where interviews would take place, and

most opted for space on the second floor of the house in the resource centre. The room

acted as a meeting space, and had a computer and reference materials for clients.

Interviews took place at a table in the centre of the room. Clients of Sunshine House

periodically passed through the resource space while interviews were occurring, as that
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was the access route to the bathroom and offices. One interview was conducted at the

table in the dining area on the first floor. I was alone and undisturbed with the participant

during this interview, but as a meeting finished upstairs in my usual interview space we

had people close by for the last 15 minutes of the interview. The participant still spoke

and answered questions freely and did not express discomfort when other people were

around, nor did she imply a need to rush to complete the interview.

4.2 P afücipant D emo graphics

A total of 13 interviews were conducted: the first three interviews served as pilot

interviews (excluded from the analysis), and the next 10 interviews were used for the

final analysis. This number of participants is comparable to those of similar grounded

theory studies (Hamelin et a1.,2002; Ingram & Hutchinson, 1999; Mayers et a1.,2005;

Sachs et al., 1995), and to research published on the FCM tool (Sevenhuysen & Gross,

2003).Since 1985, 345 women have been diagnosed HlV-antibody positive in Manitoba

(Manitoba Health, 2001).It is difficult to assess representativeness of the sample: the 13

women recruited accounted for approximately 4Yo of the HlV-positive female population,

however this is not an accurate estimation of the current HlV-positive population because

Manitoba Health does not gender stratify deaths from AIDS in surveillance data.

Due to the increasing incidence of HIV in Aboriginal women, and the results of

recruitment for the pilot study, the majority of women recruited for the study were

Aboriginal (Table 1). Non-Aboriginal women were actively recruited, with a goal of 20o/o

of the final study sample in order to achieve a sample adequate for comparison purposes.

However, this goal was not reached. The resulting ethnicity ratio of the l0 analyzed

interviews was nine women identifying as Aboriginal (two women identified as Métis),
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and one woman identifying as Caucasian. All women paid rent for their residences, and

all but two women lived in downtown / west end area of V/innipeg (the two women

identified their residence as suburban). The most coÍrmon main source of income was

social assistance. Other sources of income mentioned were disability or employment

insurance (four women chose not to answer that question). None of the women stated

their average monthly income. Most of the women had been HlV-positive for eight years

or more; two of the women had been HlV-positive for five years or less.

Table 1: Participant demographics, household data and HIV health status

Mean SD Range

Age 36.9 5.28 28-47

Education completed ($ade) 9.6 2.67 4-12

# Years *ve Diagnosrs 10.3 4.40 4-16

CD4 Count (/mm3) " 368 252.64 3s-790

Viral Load undetectable - 300,000

Aboriginal
Ethnicity b

Caucasian

At least 1 child <18

Shared with b Spouse

Friends, adult family

" three women did not know their CD4 count
bn:10

The IIFSS was used to screen participants for food insecurity / hunger. Based on

the participants' responses, six of the women were experiencing food insecurity with

hunger; three of the women were food insecure without hunger. One woman did not

complete the HFSS, but after a discussion regarding her lifestyle and income-generating
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activities, it was agreed that she could be classified as food insecure with hunger. All but

one woman shared her household with another person. The woman who did not sha¡e her

household stated she regularly had children and grandchildren visiting, and hosted friends

and family from out of town at least once a month. All women stated they shared food

with another person at least twice a week.

Disease symptoms varied among the participants. Of the 10 women, six identified

as asymptomatic. Four of the women were taking HIV medications, while two women

stated they were off their medications. One woman stated she was on antidepressants.

IVith respect to HlV-related illness, the women described a number of mental and

physical health problems they attributed to their chronic disease: multiple strokes,

depression and anxiety, pneumonia, thrush, shingles, nausea and vomiting, fatigue,

weight gain, weight loss, appetite loss, dysmenorrhoea, and other issues.

The interview process

The participants and I sat at a 90 degree angle when possible (sometimes we sat

across the table from one another). Before any research materials were revealed, I would

engage the participant by asking her about her family, partner, children, and other topics.

Rapport was built as I busied myself by setting up the data collection tools, and relating

anecdotes about my day. It was a strategy to not be fully set-up if I arrived before the

participant so that the time for set-up could be maximizedby building rapport, and to set

the participant at ease and remove possible concern that they kept me waiting, or to

remove the perception that they were walking into an examination of sorts. I then went

over the interview schedule, describing the steps of the interview process. The I{FSS

screening questionnaire was addressed, and participant inclusion criteria were



40

confirmedl. At this time I attained consent using the script and ethics forms, and then

collected demo graphic information.

When I introduced the FCM I used examples of common food items (e.g. coffee

everyday in the morning; pizza once a week) to show how the grid pattem on the map

worked. The recorder was turned on immediately before the first question of the

interview.

Participant reaction and activity

Participants were hesitant at first, likely due to the unfamilianty of the tool.

Following the description of the map process, they all participated in the building of the

map. One woman sat across the table, even though I had already set up the map at the

seat 90 degrees from me. I let her sit there for the first part of the interview until I was

about to start the FCM explanation. Then I asked her if she would mind sitting at the

chair with the map, and she did so without objection. Most participants were very active

for the process of building the FCM. Once they figured out how the map worked, most

preferred to take control, moving pieces around freely, muttering to themselves and

thinking out loud. One participant was very efficient, knowing to add items that

corresponded with certain foods (e.g. cereal with milk), but when I asked she said she had

never had (nor wanted to have) her diet analyzed.

The FCM interview and the information derived from the map were consistent

between participants. The women, being a relatively homogenous population, each built

similar maps. Women who spoke of substance use had similar levels of white space on

the FCM board, indicating limited variety in their diets, and women with children in the

t Of the v/omen who contacted the researcher to volunteer for the study, tbree women were excluded upon
screening with the HFSS scale.
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home had regular meals requiring more preparation, which was demonstrated with certain

patterns of clustered food items. For this group, welfare cheques came in one to two

times per month, at which time participants stated they would buy the essential items that

were not supplied by food banks, or would get from other sources. The women described

how they rationed out the fruits and vegetables, fresh and perishables, and portioned out

the meats. They knew when they would run out of foods and they knew what they could

get from the food bank as there was little to no choice there, so they always brought home

the same things.

The FCM and the information it portrayed spurred comments pertaining to the

participants' perceptions of their identity and uniqueness as displayed on the map,

demonstrated the extent of their nutritional lotowledge, caused stress as to their

perceptions of the adequacy of their diet, and promptedpersonal assessment and goal-

setting.

Identity and uniqueness

The FCM information was a confirmation of the participants' perceptions of their

diet as demonstrative of their identities. It was'þroof'that they were doing the best they

could with the resources they had.

Kristy: if you were describing this ftool] to a füend, what would you say?

Lisa: (laughs) this is my diet. My weekly food map.

Kristy: looking at this, the information you have on here, what do you think?
krgrid: I'm poor. I don't think it's healtþ eating. To me, I think it's a

problem. I don't know if it's a problem that I have personally. Or... I
just think it's a problem because I don't have the money to eat what I
am supposed to eat.

Several women were accepting of the information portrayed on the FCM'

Kristy: if your sister saw this, saw the information on here, what do you think
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she'd say?

Bonnie: she's say "that's about right" flaughs]
Kristy: what do you think of when you see the information that's on here?

Bonnie: yeah, that's about right.

Kristy: what do you think of when you look at it? Like, when you look at the

foods that you eat?

Mary: not much there. (laughs) that's what I think. There's not much there.

Kristy : do you think there should be more or less?

Mary: I think there should be more.
Kristy: like what?
Mary: oh, like. Some vegetables. More of this stuff. Toast. But I'm happy

with what I got. You know, I feel fine. My family's happy.

Mary claimed ownership over her diet, and rutionalizedher choices in the context of her

identity and quality of life:

Mary: it's my diet. That's what I would tell them. That's me. You know, you
only live once, why not enjoy yourself and eat what you want to eat? I
would not be able to live on one of those schedules that are...

Kristy: you mean like Canada's Food Guide?
Mary: yeah.

She saw the map as a representation of who she is. Most women were eager to tell their

stories or to tell me things they felt were unique to them.

Knowledge of nutritional needs

Knowledge of nutritional needs was reflected in the participants' responses to the

FCM visual data. These women knew exactly what they were eating and how it measured

up on a scale of nutritional quality because if they did not have comparable nutritional

knowledge, one may postulate that they would have reacted to their FCM with

indifference due to lack of knowledge.

Kristy: What do you think a friend would tell you?

Stacy: they'd probably try to get me to eat a little more. I'm positive, so I
should be eating healtþ. And I try. I honestly try! And I just can't.

Kristy: if you were a doctor, or a nurse, or a dietitian, what do you think they
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would tell you?

Sarah: they'd tell me my diet sucks.
Kristy: what do you think they'd tell you to change? And how to change?

What sort of advice do you think they'd give you?
Sarah: more protein.

Kristy: if you were a doctor or a nurse, looking at this, what do you think they
would tell you?

Gina: I would say that I had a... I have a weird eating habit.
Kristy: what's weird?
Gina: I can see on the board here that it's mostly the supper meals that I do

have. And I will snack sometimes during the day. But sometimes, too,
when I'm snacking I feel guilty about, you know, my grandchildren
could be having this. And I don't want to run out of anything at home.

Stress

Most women were surprised to see the map in its completion. HCP attitudes and

the education they had received was represented in their reaction to the FCM information.

The visual display of their diets was sometimes upsetting, particularly to those

participants who had adequate diets (as assessed by myself, one who is trained in human

nutrition). For the women who were concerned about the adequacy of their diets -due to

health conditions such as diabetes, or to family members' illness or nutritional needs -

the FCM was a visual representation of their food management anxiety.

Sarah: I don't know. That's all I eat, I guess. It's just like the same things over
and over.

Kristy: what do you think of that?

Sarah: sucks (laughs). It is. Just looking at it, I'm thinking "am f eating
right?". It doesn't seem like it... my life sucks (laughs). I've realized
that. My life sucks.

Kristy: is that what you think? I-ooking at it.
Sarah: yeah, I was looking at it.t(see Appendix G for endnotes)

In some cases and for certain food items, participants were hesitant to place items

with negative connotations on the map. An example of this would be when a woman

described her indulgence in alcohol binges. This activity is taboo, and it could be
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postulated that the women did not want the visual commitment that they partook in this

"negative" activity.

Kristy: you mentioned going out on the weekend? How often does that
happen?

Lisa: just about every weekend I go.

Kristy: and how does this change when you go out?

Lisa: um. I hardly eat at all.
Kristy: and what happens when you're hardly eating?

Lisa: I'm drinking (laughing).
Kristy: so can we put booze on here?
Lisa: yeah.
Kristy: what kind?
Lisa: beer. Probably once or twice a week.

Putting the item on the board was admitting to the problem. This guilt was present in how

women answered questions: if a topic aroused feelings of shame over her actions, I

observed that awoman would deliver her response with enough information to allow for

a prompt to dig deeper. From a counselling perspective, this behaviour indicated that the

participant wanted to talk, but shame made her hesitant to offer information readily.

For some women - those who were working hard to feed families, or who were in

a period of crisis - seeing the map caused them stress. Stacy had suffered a recent trauma,

and stated that stress made her nauseous and took away her appetite:

Kristy: Now, what do you think of this board?

Stacy: it kind of makes me nauseated.

Kristy: can you tell me why?
Stacy: I can't really think of food right now.

Talking about food made her sick, but she wanted to keep going and complete the

interview. She told me she was seeking support for her trauma, and spent much of the

interview talking to me as one would speak to a counsellor. Even after Stacy's interview,

she would recognize me on the street and stop to chat. She would tell me how her

appetite was that day, and give me updates on her relationship and children. II
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Personal assessment and goal setting

The FCM information prompted self-assessment, and participants stated their

need to change dietary patterns.

Kristy: what other advice would you give?... based on this. If you were a

doctor or a nurse, based on what you see on here, and you had to...
Rhonda: quit doing drugs.

Seeing the map information allowed the women to compare themselves to others:

Kristy: is this what you were expecting?
Rhonda: no, I wasn't. I'd seen **** doing it the other day. And her board was

just full, and I'm, like, what the hell is that?

During this interview, Rhonda spoke about her desire to change. She was going through a

period of assessment, and the map demonstrated how important these changes would be

for her health.

The women appreciated the learning and self-assessment value of the FCM.

krgrid: I would say it'll make you realize what you eat. like, I'd.... I can't
explain it. I'd say it's interesting. I mean, just to actually look at

exactly seeing those little pictures, seeing what I do eat. and how
often. And it's... it's bad. I should start going over to people's houses
(laughs) more so that I can save... I think maybe the types of food that
I can only afford to eat is probably why I'm so big now. It's not too
healthy. Lots of fatty foods I guess. It's like I'm a vegetarian and don't
even know it (laughs).

Cara: I think it's cool, you know? I think if people could see what they're
doing to themselves, and not eating at certaín times. And not eating 3

to 4 times a day,I think it looks really sad. And that's my views on
that. There's some days that I could take out and then there's other
times in here I won't touch nothing. And it does look really sad.

Kristy: is that what you think when you look at it?
Cara: uh-huh (affirmative). Like, it should all be balanced out and it never is.

Kristy: what do you think of this tool and this process that we've just gone

through?
Sarah: I think it's helpful. Like, it made me realize that I'm not actually doing

a very good job eating healthy.
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Kristy: what do you think needs to happen in order to make the changes?

Sarah: for me? They show me, like, I think I spend way too much money on
fruits and vegetables a month. Then if it could go somewhere else.

That's why I asked, like, if there's anything else I could buy that's
cheaper instead of buying the fresh fruits and the vegetables. Now
they're cheap, but in the winter they get really outrageous. And maybe
like how to prepare meals differently. Like, I know we do the
packaged macaroni and cheese all the time.

The need for change and self-assessment was the most common reaction to the FCM

results among the participants.

The FCM allowed participants to communicate identity and personal history

through diet, in some cases caused stressful reactions, explored and demonstrated

nutritional knowledge, and prompted change and selÊassessment. The FCM tool

enhanced research validity because the tool equalized the relationship between researcher

and participa¡rt: the participants and I continuously drew from the visual information that

was before us for each new topic of discussion, and responses were in the context of the

participants' norms. This permitted a strengths-based analysis to be conducted in the

context of each \Ã/oman's life. The FCM created a shared understanding between

interviewer and respondent of the structure of one's food environment.

4.3 Conceptual Model and Grounded Theory

Coded themes were developed into the grounded theory that self-efficacy was

expressed through food choice behaviour and food management activities. Table 2

identifies the four higher level concepts that emerged from the data, and outlines how

each concept was recognized. The conditions of relationship roles and self-care

responsibilities were broken down into functions - or consequences - of food choice

behaviour. These conditions were satisfied with the participants' expression of self-

efficacy through food choice behaviour strategies. The stabilizing / destøbilizing factors
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are the context driving the phenomenon of food choice behaviour in the food insecure

home. The stabilizing I destabilizing factors are relative to the women, and are

interrelated with each other. The women's ability to utilize supports / manage

destabilizing factors impacted their level of self-efficacy either positively or negatively.

Food choice behaviours were a result of the influence of the women's roles and

responsibilities in their relationships, and their self-care and wellness needs.

Table 2: Summary of coded themes from transcribed data

Conceptual categories Definition for coding purposes (n)"

1. Relationship roles: consequences of choices related to others in social network

Reciprocity Act of mutual sharing and exchange (10)

Relativeness How one viewed one's situation in comparison to others (9)

Cooperation Collaboration on an egalitarian basis (9)

Satisfyingfamily needs Basing food choices on family preferences (6)

., . .. Acting to protect others from being exploited without
f amtty protectrcn 

substantial sacrifice (6)

Martyrdom Sacrificing personal needs to protect others (2)

Mentorship Demonstrating through personal actions to educate (2)

2. Self-care and wellness responsibilities: consequences of choices related to the self

Preferences and comfort Basing choices on what is tolerated and familiar (10)

Mental health Goal of behaviours to control mental stress and coping

Identitv Representative of unique history or personal characteristics
(7)

Dignity and self Preservation of positive selÊperception and avoidance of
protection harmful actions and attitudes (7)

Thought control Coping mechanism through mental avoidance (8)

physicat health Goal of behaviours to minimize negative physiological
response

Appetite needs Choices based on efficient satiation (7)
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Body awareness Bodily response to particular diet choices (9)

Pleasure-seeking
Treating oneself to items not chosen for nukitional density
(8)

Accepting care Permitting involvement from external social supports (7)

3. Self-efficacy &. knowledge: central category emerging from the data

Budget andþod
management

Understanding financial limits and inventory management (7)

Nutritional lcnowledge Knowledge of nutritional needs and dietary quality (10)

Recognition of personal Confidence in capacity to navigate and application and

utilitv utilization of resources (8)

Normalization of
behaviour

Conforming or reducing to a standard within circumstances

Proactive cltange Articulation of motivation toward positive movement (8)

Adjustment Personal flexibility to benefit self and others (7)

Goal-setting Clear description of objectives to lead to a goal (4)

Separationfrom harm Distancing from detrimental people or behaviours (5)

4. Stabilizing/ destabilizngfactors: contextual influences on choices (10)b

Relative ability Mental or physical power to do something

Relative resources
Fluctuating supports such as finances, food banks, food
storage, housing issues, and other factors

Relative relations Competing or supportive circumstances within relationships

Relative expectations Perceived level of response based on what others expect

" Number of respondents mentioning an element is provided in parentheses

b All participants reported a relative stabilizing / destabilizing factor during the interview

The central category is the main theme of the research, which has evolved from

the codes, and pulls all other themes together to form an explanation of what the research

is about (Strauss & Corbin, 1998). The central category must appear frequently in the

data, relates to all other major categories, provides explanatory power to the theory, and

can explain variations in the data as well as the main points.
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Self-efficacy represents the central category as it was the participants'

resourcefulness that determined how they responded to the issue of food insecurity; self-

efficacy determined how the participants' resolved these issues through their food choice

behaviours based on the mitigating factors of relationship roles and self care needs.

Figure 2: Conceptual model explaining food choice behaviour

Figure 2 represents the conceptual model of the relationships between the

perceptions and influences of women's food choice behaviour, and the relatìonship of the



50

higher level themes to one another. The red arrow represents the process of food choice

behaviour in the participants' food insecure environment. The ladder's supports

symbolize how participants' relationship roles and selÊcare and weltness responsibilities

were inextricably linked, and therefore from the perspective of these women, the best

dietary decision was based on how their needs regarding selÊcare and relationships

interact. The central phenomenon revealed in the data was that women demonstrated

varying levels of self-efficacy, expressed through food choice behaviour. The availability

of rungs on the ladder contributed to or inhibited that sense of self-efficacy - some may

see a nrng as having a greater impact on their ability to act, or two mngs as having a

symbiotic influence on their ability to act with respect to their perception of appropriate

food choice behaviour. Climbing the ladder using the rungs available to them, balancing

between the roles and responsibilities they needed to fulfill, demonstrated how well the

women maintained their feelings of selÊefficacy.

4.4 Relationship Roles

"Is that a woman thing? Qaughs) like, I tend to worry about their nutrition beþre mine? "

Management of food insecurity was influenced and regulated by relationship roles

held by the individual. This theme was demonstrative of the social orgarization of food

choice behaviour, and how food was shared in a network. The conditions of relationship

roles were defined by the consequences of reciprocity (through cooperation, and

r el ativ enes s of the p ar ticip ants' cir cumstances), s atisfying family n eeds (through

protective actions, andmartyrdom), andmentorship. The priority function in

relationships was satisfying reciprocal roles.
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Table 3: Definitions of relationship roles

Reciprocity Act of mutual sharing and exchange

Relativeness How one viewed one's situation in comparison to others

Cooperation Collaboration on an egalitarian basis

S ati sfyin g fam i ly n e e d s Basing food choices on family preferences

Family protection Acting to protect others from being-xploftd without
substantial sacrifice

Martyrdom Sacrificing personal needs to protect others

Mentorship Demonstrating through personal actions to educate

Reciprocity

The category of reciprocity was composed of taking care of others, relativity to

others and cooperation' Reciprocity was defined as the act of sharing and exchange with

expected mutuality within the community. Sharing a home with family members and

collaborating food management and nutritional needs was beneficial and strêngthened

this population's perception of the quality of their food choices.

Brenda: I usually eat more bananas than apples cuz I run out of bananas and I
have nothing else so I like apples ... cuz we can't afford them
sometimes. It's hard. It's, like, he's helpful. He gets his cheque every
week. So he buys bananas for me at the end of ihe week. An¿ ttren t
buy him something afterwards.

Although women tend to sacrifice their own nutritional needs to feed their families (Che

& chen, 2003;Devault, 1994; Mckrtyre et a1.,2Xl2;Mclntyre, Glanville et a1.,2003;

Tarasuk & Beaton, I999b; Travers, 1996), there is also the positive effect children have

on what foods enter the home and are available to the rest of the family.

Gina: that's something I've gotten used to for a snack, those baby carrots. My
grandchildren got me used to getting carrots. Ever since my
granddaughter started eating solid food... and whenever they have
carrots, grandma's gotta have one, too.
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Having children in the home has increased access to more nutritious foods. But when

asked which foods she eats alone, Gina states "lunch... I don't have time to make a big

meal. I just gotta make something real fast and that's why I choose to have noodles". She

chose noodles when she was alone and she does not have to worry about feeding her

grandchildren. There was a mutual reciprocal influence between children and adults.

Managing food insecurity was also based on relativeness - how one viewed one's

situation in comparison to others - and reinforced the participants' perception of their

duties to others in their community.

Brenda: I don't eat atmy sister's. She's got her own kids to feed. She barely
has enough, too. She's gotta feed 3 girls. So I don't stay for supper.

Cara: ... I won't eat anyr;vhere else but at home... because I feel that I'm
taking it out of other people's mouth, so I won't eat anything. Because I
feel guilty. Especially when you got a kid looking at you. And you're
like, "here. take it. Don't break my heart." My mom's the same way.
We can't see a little kid go without food. It's like, "here take it. It's
yours." u

Quite often these women needed enough control and food management skills to be able

to feed themselves and whoever showed up at their door. Relativeness was a key to

survival for people they viewed as more destitute than themselves.

Cooperation was distinct from reciprocity and relativeness in that the women

would collaborate with another member of their community on an egalitarian basis.

B: yeah, cuz you run short of stuff eh? Like, we only have, like, white
macaroni in the cupboard, and maybe oatmeal. But then there's no
sugar. There's no soups to go with the macaroni. And there's not even
margarine. Like, sometimes I just eat it like that. Just plain. And half
the time I get tired of just eating plain macaroni, so I get up and I go

out. And I go and I come back. And I give my sister 10 bucks. And
she'll go buy bacon and bologna and eggs for breakfast the next
morning. But then we'll order a pizza. A small little pizza for that
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evening. And then we'll eat that. And the next day she'll go out and
buy her bologna and eggs, or her bread and eggs or whatever. And
then we'Il work on getting food for that evening. Like, we'll phone
around, we'll go to the Harvest or something. V/e'11 go ask them for
some food to hold on for the next couple days and they help us out.

Working together and establishing a symbiotic relationship in the food insecure home

through cooperation was a function of relationships, and an important strength expressed

by the participants.

S atisfying family ne eds

Management of the food insecure home called for constant consideration of needs

for other people in the home, be they preferences or health requirements. Healthy foods

were equated with enjoyment of a meal, and seeing a variety of foods on a plate indicated

balance and health.

Mary: I think there should be more.
Kristy: like what?
Mary: oh, like. Some vegetables. More of this stuff. Toast. But I'm happy

with what I got. You know, I feel fine. My family's happy.

Kristy: which foods on here do you think are particularly important for the
health of your family?

Gina: I'd say the vegetables. And chicken, pork. And the cheese.

Kristy: in what way?
Gina: well, when we do sit down and eat that's what we mostly really enjoy

eating.

Kristy: looking at this, how do you feel?
Lisa: I feel like... I'm feeling pretty good. I'm eating pretty well. Not, you

know, like I said it could be better. But it's not so bad where it's not
just Kraft dinner and hotdogs everyda¡ you know? I'm trying to make
sure me and my family have proper food in our house. and everyday
we eat something good.

These three statements demonstrated the women's goals of food choices in the food

insecure home. Family indicators of health were not the micronutrient density of
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individual foods, but the actions involved in satisffing the family that determined success

in food choice. Achievement of the women's selÊdefined perception of familyhealth was

a sign of strength and success in their role as caregivers.

Family protection

Participants described food choice behaviours in terms of acting to protect others,

but without necessarily giving up something in retum. Often this involved having the

strength to stand up to others in the home.

Gina: I guess having my grandchildren there, I wanna keep the milk for them.
And that's something, too. Like, I get after my son cuz being a young
man he loves to eat cereal and milk, and then he wastes more milk.
Like, he'll eat the cereal and there's like a cup of milk left in the bowl.
That really bugs me. Like, we always have milk at home, bui I just
don't drink it.

Gina viewed her son's actions as taking advantage and threatening the well-being of her

grandchildren. As head of the household, her duty was to ensure others' needs were

satisfied.

Martyrdom

Strength was found in assessing the needs of others and fulfilling relationship

roles through the act of self-sacrifice. Martyrdom was a distinct form of protecting others,

as the personal sacrifice was prominent.

Sarah: ... Now when I think about trytng to... and I usually don't do it for me.
I usually make sure my son gets something. The foods that he needs.

And then after him, and then I start worrying about "we11, my partner
needs"... is that a woman thing? (laughs) like I tend to worry about
their nutrition before mine... CluzI know, like, it's first my son. And
once I know that, say if I have a hundred dollars to spend at the
grocery store, I'd look to see "okay, my son needs this for a week" and
then I say "okay, I have to get this for my partner". Now do we need
anything else?

Cara: cuz my roommate is sicker than I am. So I usually leave the food to him
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behaviour for the participants. Consequently, for many women the functions of

relationships included taking care of oneself through the act of caring for others.

Reciprocity, satisfying family needs, and leading others through mentorship in food

choice behaviour were how participants expressed the level of self-efficacy they had

achieved in the face of supports and destabilizing factors.

4.5 Self-Care and Wellness Responsibilities

"ft's my diet. That's what I would tell them. That's me."

It appeared that belief in abitity to manage food insecurity propelled the desire to

exercise self care and wellness behaviour through food choice behaviours.

Table 4: Definitions of self-care and wellness responsibilities

Preferences and comforl Basing choices on what is tolerated and familiar

Mental health Goal of behaviours to control mental stress and coping

Identity Representative of unique history or personal characteristics

Dignity and self Preservation of positive self-perception and avoidance of
protection harmful actions and attitudes

Thought control Coping mechanism through mental avoidance

Physical health
Goal of behaviours to minimize negative physiological
response

Appetite needs Choices based on efficient satiation

Body awareness Bodily response to particular diet choices

Pleasure-seeking Treating oneself to items not chosen for nutritional density

Accepting care Permitting involvement from external social supports

The conditions of self-care responsibilities were defined by the consequences of

preferences and comfort satisfying choice, mental health (through strength in identity,

dignity and self protection, and thought control), physical health (through appetite
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htowledge and body awareness needs), pleasure-seeking, and accepting care from

others. The priority function of food choices due to selÊcare responsibilities was to

satisfy preferences and comforts.

Preferences and comfort

Self-care behaviours were predominately for the purpose of satisfying preferences

and comforts. Most food choices resulted from this function of food choice behaviour -

the women ate what they knew they and their families preferred and would tolerate.

Stacy: ununm... I don't care for bananas or apples or grapes... I don't know
why it's the oranges. I guess cvz a lot of this too, has to do with the
hospital. CuzI was there for so long. And what the doctors would say

to me "well, you gotta eat this, you gotta eat this, you gotta eat", so it
kind of stuck in my head where I have to have an orange all the time.
Or I have to have milk. I don't care.

Brenda: yeah. Mostly French fries. I peel potatoes. And I ...
Kristy: oh, so you make them from right from whole!
Brenda: (laughs) yeah... I make my own. Tastes beffer that way.
Kristy: yeah. Do you ever put anything on them?
Brenda: just plain. Salt. I don't use ketchup. I like 'em just plain.

Although Brenda often spoke about having very little energy and limited appetite, she

still took the time to make French fries from scratch because that was the way she liked

them "Tastes better that way". This demonstrated the value in recognizing the importance

of satisfying comforts and preferences with limited resources.

Phys ical health behaviours

Self-care and weltness fit into the category of physical health behaviours, which

functioned to satisfy appetite concerns and participants' body awareness. In the food

insecure home, preparing too much food will affect all future meals if the food is not

consumed and must be discarded. Most women referred to their goal of efficient

satiation: "fills me up" (Lisa). Brenda based her meal-planning on how hungry she
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assessed herselfto be:

Brenda: I'll just go "I'm probably gonna cook this" and cuz I'm not very
hungry I'11 just make something fast... there's some days I just don't
feel like eating. I guess I get too depressed... I just don't feel like
eating when I get like that. But once I get my appetite back I really eat

lots. And I'11 have a meat pie. I ate about 4 of them all to myself just
this weekend.

Many participants mentioned choosing foods because they were "filling". For

participants such as Ingrid, Cara, Rhonda, and Lisa, the "full feeling" represented their

ability to space and ration their food supply well; and the avoidance of the "shaky

feeling" was their reward. ln the food insecure home, the women used their strengths and

knowledge of resources in order to make the most economic and least wasteful choices.

Within the constraints of those resources, ffiffiy food choices were due to how the

participants knew their bodies would react to symptoms or lifestyle behaviours.

Lisa: ... I was underweight. I wasn't taking care of myself. Other than that,
you know. I gained weight. Started eating better. I don't feel so... I'm
always tired anyways, but I don't, uÍlm... I'm not as depressed as I
was then. It's not as bad as it used to be.

Kristy: so if you weren't as depressed when you were underweight, then does

that mean you think it was related?

Lisa: yes, I do.

Kristy: around what time of day do you wake up and first eat?

Rhonda: different all the time. Depends on how my meds are. Sometimes the

meds are in the morning. Then I'11 sleep and wake up about 8 in the

morning. But if I'm really sick on the meds I'11sleep until 12.

Kristy: what do the meds do?

Rhonda: make me sleepy, nauseated, cracked-up, sore stomach, whatever. All
that crap.

Kristy: is there anything you could do to make it better?

Rhonda: well he's always giving me this gravol and Tylenol.
Kristy: does it work?
Rhonda: no.

Syrnptoms can overpower the ability to exercise the best choices, but coping and

adjustment to this lack of control demonstrated participants' sense of agency. For
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Rhonda, she recognizedthat eating in the morning left her feeling hungrier later in the

day. Since the jump in metabolic rate occurs with eating breakfast, and since she was

restricted as to how much food she could eat based on financial resources, staving off the

hunger feeling was necessary, otherwise it would become a further drain on her resources

to do what she has been told is "healthy". Participants based decisions on experience, and

exercised control where it was available to them.

Mental health behaviours

Like the goals of physical health behaviours, mental health behaviours played a

role in why participants exercised food behaviours. Food choice behaviour was rooted in

their identity, background, and history

Cara: I really don't like preparing food. It's not my thing. So I go with the
simple thing so I can get out the door faster. It's a bad habit. But it
really takes a whole lot of work to get me eating. . . I just won't eat if
it's not in front of me. You know what I mean? It's like it's really
hard, because I feel I'm taking it from somebody else. I don't know.
It's just my way I guess.

Kristy: if you were describing this diet to somebody, what would you tell
them?

Mary: it's my diet. That's what I would tell them. That's me. You know, you
only live once, why not enjoy yourself and eat what you want to eat? I
would not be able to live on one of those schedules...

She was not speaking of consumption for pure survival; her diet was her responsibility.

Food was a habit, but not necessarily a choice, as behaviours were so entrenched. Food

choice as a function of identity demonstrates the women's history in terms of their

comforts, their knowledge of what has worked with respect to coping mechanisms, their

life education, and their integrity.

Participants often acted in a manner so as to protect themselves from guilt or

criticism and preserve their dignity.
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Brenda: fher spouse] wants to go visit his mom. She'll call us over. She's not
avery, r[nm... she's a very angry woman. So I'll sit there and listen to
her. I try my best to help her out. But I get too sick. I just don't have

the strength to listen to her all the time. (sighs) and I tell him "I don't
wanna go, you go".

Cara: So I never tell fher nurse]. I'll be "oh yeah, I'm eating good"... because
(PLWHA) don't want the 3rd degree that comes behind it. And you're
like "doo, doo, doo, doo." You don't want to listen to what everybody
else has to say about you. It's like, "well if you ate better than we
wouldn't have to give you shit all the time". I'11do without, thank you.

Kristy: have you ever had to report individual things that you ate to
somebody? And they wrote it down?

Cara: no. cuzl'lljust lie through my goddam teeth! (laughs)

krgrid: I see fher dietitian] maþe like once every 3 months. It all depends on
if I wanna hear her "you should eat this".. you know?

Although the women were food insecure and struggled to find enough food for

themselves and the members of their household, they would turn down meals offered to

them, and lie to service providers out of a need for self protection from the attitudes of

others. They recognized their own health needs and chose to self-segregate from harm.

In order to control stress, thought control was a coÍrmon tactic. If they could not

control something, they tried not to think about it.

Gina: But sometimes, too, when I'm snacking I feel guilty about, you know,
my grandchildren could be having this. And I don't want to run out of
anything at home.

Kristy: what do you do when that happens?
Gina: I usually just keep myself busy in the house, try not to feel guilty. I find

that I do that a lot.

Thought control was a coping mechanism to deal with circumstances the women

perceived were out of their control. Without the appropriate resources, this group htew

they could not do everything that was necessary to live the healthiest, most balanced

lifestyle; to reinforce their need for selÊcare, they turned their attention to where they
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could exercise their agency to their highest capacity.

Pleasure-seeking

Pleasure-seeking behaviour was expressed by the participants - treats, rituals,

sharing of special food items with others were important indulgences.

Brenda: I love grapefruit... sometime I'll still have a bit of money and then

spend it on something I wÍìnna eat , and I'11 go for grapefruit first... I
eat lots of donuts.

Kristy: where do you get the donuts from?
Brenda: we'll go to the soup kitchen.
Kristy: oh yeah. Yeah, they have the day olds there.

Brenda: yeah. We get the sweet stuff.
Kristy: how often do you go to the soup kitchen?
Brenda: every other Friday... we'll go for a walk there, and we'll get abag

each and we'll say that we're not together. And I'll get my own. Every
Friday.

Stacy: I'd probably like more fish, but my partner doesn't like fish. Doesn't
like the smell, doesn't like the taste. So that's out.

Kristy: do you ever get to eat fish?
Stacy: when I'm not home. When I'm somewhere else and somebody prepares

it. Yeah. And then our wild g¿une, I like to eat my wild game. I grew

up on that.

Seeking small indulgences helped to normalize the women's perception of their diets.

Accepting care from others

For several participants, accepting care from others was an act of strength. They

expressed the need to be self-sufficient. They would turn down most offers of help or

segregate themselves from groups they felt were harmful, thus isolating themselves.

Therefore, they would permit others to help them, allowing for this occasional concession

under certain circumstances.

Cara: But it really takes a whole lot of work to get me eating. Like, 5 people

today before you showed up could make me eat. Because I get here at

like 8 o'clock in the morning, and I will not eat. And people will push,

push, push to get me to eat.
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Stacy: usually I do have an energy drink when I come here. or they give me a
couple. They just gave me 3 right now.

Kristy: so yorl get Boost from here whenever, as you need them?
Stacy: yup.
Kristy: and about how often do they give them to you?

Stacy: uh, 3 times. When I do come here, yeah. Or they do have some at

Sunshine House, too.v

Although Stacy knew she had looming health issues, and stated she refused help from

others on a regular basis, it appeared she was meeting her own needs by remaining self-

sufficient. For a researcher to assume this method of coping is not representative of the

strengths perspective is presumptuous and patronizing (Sachs et a1., 1995). The

circumstance of food insecurity is beyond anything that the researcher could ever

understand. Although Stacy may appear an outlier in the strengths paradigm,

contradictory to the coping mechanisms of her peers, she was still an expert on her needs.

Self-sustainability and permitting others to help were consequences of the

women's food choice behaviour. Balancing self-care with the often more immediate need

to satisfy relationship roles was a complicated daily struggle, dependent on weighing

contextual factors with resources. The \Momen's perceptions of their own resilience and

coping strategies for dealing with these consequences of their food choice behaviours

were reflected in statements indicating the concept of self-effrcacy.

4.6 Self-Efficacy and Knowledge

"I knew I just needed to change my diet because... I didn't want to get sick."

Self-efficacy represents the cenhal category as it was the participants' level of

resourcefulness that determined how they responded to the contextual issues that

impacted their food insecurity; selÊefficacy thus determined how the participants'
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resolved these issues through their food choice behaviours based on the mitigating factors

of relationships and self care. Self-efficacy is the belief of a person about his or her

ability to perform a behaviour in a situation (Glanz, Rimer, & Lewis, 2002; Kok et al.,

1992). Levels of self-efficacy are based on one's experience with the behaviour,

observations of others, persuasion by others, and physiological information (Bandura,

1977). This category also best represented the paradigm of the strengths perspective.

Concepts relating to women's self-efficacy were budget andfood management,

nutritional htowledge, recognition of personal utility, normalization of behaviour, and

proactive change (through adjustment, goal-setting and separation from harm).

Table 5: Definitions of self-efflrcacy and knowledge factors

Budget andfood
management

Understanding financial limits and inventory management

Nutritional lcnow ledge Knowledge of nutritional needs and dietary quality

Recognition of pers onal
utility

Confidence in capacity to navigate and application and

utilization of resources

Normalization of behaviour 1::1t"g or reducing to a standard within
clrcumstances

Proactive change Articulation of motivation toward positive movement

Adjustment Personal flexibility to benefit self and others

Goal-setting Clear description of objectives to lead to a goal

Separationfrom harm Distancing from detrimental people or behaviours

The most densely coded subcategory in the central category was the theme of budget and

food management as a determinant of food choice behaviour. The participants' choices

were based on what they knew they could afford that best suited their food management

strategies.
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Budget and þod management strategies

The women demonstrated their sense of selÊefficacy when they described their

knowledge of how to budget their welfare cheques, how to stretch their meals and

available food, and how to tap the resources available to them in the community.

Rhonda: I used to wony about food all the time but not anymore... because I
know how long I can go without food now. So it doesn't bother me
now. I don't worry.

Bonnie: yeah, av you run short of stuft eh? Like, we only have, like, white
macaroni in the cupboard, and maybe oatmeal. But then there's no

sugar. There's no soups to go with the macaroni. And there's not even

margarine. Like, sometimes I just eat it like that. Just plain. And half
the time I get tired of just eating plain macaroni, so I get up and I go

out. And I go and I come back. And I give my sister 10 bucks' And
she'll go buy bacon and bologna and eggs for breakfast thþ next
morning. But then we'll order a pizza. A small little pizza for that
evening. And then we'll eat that. And the next day she'll go out and

buy her bologna and eggs, or her bread and eggs or whatever. And
then we'll work on getting food for that evening. Like, we'll phone

around, we'll go to the Harvest or something' We'll go ask them for
some food to hold on for the next couple days and they help us out'

Budgeting, emergency food-getting activities, and close monitoring of food supply were

well-exercised strategies that most women knew they could perform successfully in order

to balance their relationship roles and selÊcare responsibilities.

Confidence in nutritional knowledge

Nutritional knowledge and confidence in what is 'healthy' was not unknown to

the participants. Most women stated that they felt their knowledge of nutrition was

adequate, and they could describe what they knew they were missing from their diets.

Lisa: I believe that there's a little bit of everything from each food group you

eat everyday then it's not so bad. But you know, should be more,

but... you can't always make it more.

Stacy: no. I'd eat more meat. Eat more meat.
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Kristy: why? Do you think you need to do that?
Stacy: because I know my iron's really low. So I know I need to eat a lot of

red meat.

Sarah: I used to have dairy everyday, but that's changed now where I try to
avoid it.

Kristy: how long have you been on your culrent meds?

Sarah: 2 years. Yeah, 2 years this month. But it's, like, gotten worse over
time. Like, where I can't tolerate milk. I still try to get it because of the
calcium.

Nutrition education was not lost on this population, and the FCM tool provided a visual

representation to the women, giving them the opporfunity to assess their diets and

demonstrate their knowledge and outline the consequences of their food choices.

Recognition of personal utility

The women's knowledge of budgetary constraints, and applying their budget to

attaining foods they believed to be nutritious, was further demonstrated in the comments

pertaining to their own recognition of their personal utility: the women knew and were

confident in their capacity to maneuvre their resource environment.

Kristy: do you ever wolry about being able to get any of these foods
tomorrow? Or next week?

Cara: nope. No, cuz there's always the food bank. And there's always the
Harvest that's always willing to help.

Mary: I just grab whatever I want or whatever I need. And when it comes to
my money for my food, it's not a problem. Like, I can spend more if I
want. But I don't. You know? Because I have exactly enough for what
we need and then I have spending money. Or whatever. So I don't
know. I'm not complaining about my budget. I'm not complaining
about my food. I think it's really good, actually.

"I have exactly enough for what we need": demonstrates that she knew she had the ability

to take care of her family. The participants, belonging to a marginalized and stigmatized

population, demonstrated a need to have their knowledge and skills recognized. Years of
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belittlement or condescension, scolding by service providers in positions of power may

have facilitated this need. v

Normalization of choices and behaviours

Comments often demonstrated the participants' ability to normalize their

behaviour. Normalizing is "to make, conform to, or reduce to a norTn or standard", and

accompanies a removal of guilt, and accepting and coping the situation for what it is

relative to other people; this is contrasted to rationalizing, which is "to bring into accord

with reason or cause something to seem reasonable" based on superficial arguments

(Merriam Webster, 2007). Participants spoke of the typicality of their behaviour:

Kristy: what foods on there are healthy?
Cara: healthy? The oranges, the bananas. Broccoli. Grapes. The cheese. And

the milk.
Kristy: do you think that you get enough of those things?
Cara: no. nobody gets enough of that.

Cara could be correct in her comment that "nobody gets enough" when one considers

nutritional intake on a broad population scale. She knew that her diet, relative to others,

did not necessarily demonstrate comparable gross nutritional inadequacy where those

particular foods aÍe concemed. At one point, Cara stated that taking time to prepare food:

"it's not my thing" - she did not see it as something to be addressed. Food activities that

can be perceived by others as "negative" were not just her issues, but everyone's issue:

"it's not just for me. It's for everybody that has HfV." Ingnd described her food

insecurity in crisis terms, so when others questioned her about her level of generosity and

their expectations of her fulfillment of relationship roles, she eased the guilt she might

feel by placing her situation next to what she perceived was another person's situation:

krgdd: I even had a couple friends make a comment like, "oh you're cheap.

That's all you're gonna feed me?" Or "you haveT things of noodles in
your cupboard, I can't eat 2?" and things like that. It's like, well what
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am I gonna do? You go away with then 2 and then I have to wolry.
Maybe it's cuz maybe I have more than what they have? I don't know.

Comments that normalized behaviour were in comparison to others, people with HIV,

and sometimes even the researcher during the interview.

Proactive change

The category of proactive change outlines how many women spoke about

experiencing a period of personal reassessment or adjustment, and comments

demonstrated their belief in their ability to act out that proactive impulse to perform in

their relationship roles and self-care responsibilities. Adjustment was perceived to be

potentially necessary for the participants in some of their food choice histories.

Bonnie: my stepdaughter - she always got cereal, and I'd eat it every moming
with her and that.

Kristy: and why did that change when you moved out?

Bonnie: uhh... I don't know. It didn't have to change. Like, I still get cereal

today from the food bank. And I eat it and that. But I just sort of
switched from cereal to oatmeal since I moved out.

Lisa had made changes in her life to account for budgetary considerations and seasonal

changes.

Kristy: when you stopped going - because you said you haven't been to the

food bank in a while - what circumstances changed for that?

Lisa: I just had to kind of budget better with the shopping. Yeah. That or eat

less.

Kristy: tell me about that.
Lisa: cuz it's so expensive to go shopping. And I didn't like to get up and go

anywhere in the wintertime. So I wouldn't eat as much. Or I'd just
give it to my daughter because... you know.

Goal-setting activities for proactive change were apparent in the women's perceptions of

their diets. Often these statements come up when the participants were examining their

FCM and considering the potential consequences for their food choices. Gina recognized

where her diet management was lacking and considered ways to change:
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Kristy: what do you think needs to change?

Gina: maybe having like a regular schedule at home. A regular menu planned.
And I really need to cut down on my coffee. I know that.

Participants often spoke about how they were attempting to segtegate themselves

from harmful practices. Some \ilomen had experienced recent trauma, while others were

battling substance use issues. For one participant, cutting herself off from her social

network and residing in a safe house had given her the opportunity to keep control over

her own needs. These participants spoke about how they knew they needed to segregate

themselves from that type of environment in order to gain control. In order to reduce their

exposure to unhealthy situations,they talked about staying away from their social grouP,

leaving their homes to go to transition or second stage housing, and not going back to

their place of residence.

Kristy: is your food budget a burden compared to your other expenses?

Rhonda: I wouldn't say it's a burden. I'd say it's a necessity. But, like, if
there's drugs around me and I've got the money I'11 do drugs. But if
I'm buy myself and nobody's there to bug me to spend my money,
then I'11 buy food. So it's not the food. The food's not a burden. It's
the people... I know what I have to do to change that, so...

Kristy: do you think you could change if you wanted to?

Rhonda: I'm trying.
Kristy: tell me what you have to do. Specifically.
Rhonda: stay away from downtown. Get my own place. I'm not sure if I want

to share rent or what. It has to be with somebody who's straight. Not
into drugs.

Kristy: do you know anybody like that?

Rhonda: yup. I know lots of people. Just got to talk to them, I guess. I just
know what I gotta do, but it takes time to do it. And I don't want to
rush into it because I'11 just be setting myself up for failure, and shit
like that.

One participant spoke about having made changes in her lifestyle and thus subsequently

improving her own health by segregating herself from what she perceived were unhealthy

environments:

Lisa: I knew I just needed to change my diet because I was just.. I didn't want
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to get sick. I started feeling myself getting run down and whatnot so I
thought I should just do something about it.

Kristy: to make that change, do you remember what you had to do? Like, not
just buying the foods, but even within your family?

Lisa: I just wasn't drinking as much. I wasn't hanging around with certain
people. I moved back with my mom, which really made a difference.
Just those few things I guess.

Lisa's interview was important because she made regular reference to how she had

consciously changed aspects of her diet specifically to improve her health. She stated she

was anaemic, hanging with the wrong crowd, and underweight. She had expressed

concem over the possibility of getting sick, and attributes her diet changes to helping

alleviate her depression.

The strongest category represented in the data was the theme of self-efficacy and

knowledge. This category related most frequently to the contextual factors that influenced

women's food choice behaviour, and determined their ability to balance of food choice

consequences. The basis for all food decisions and the source of the women's final food

choice was the women's confidence in being able to act out the process and utilize their

supports and knowledge to make the best decision for them at that time.

4.7 Stabilizing Versus Destabilizing Factors

"Yottr money never stretches as long as you want it to. And half the time your body wants

what you really don't need."

. Food choice behaviour strategies were supported or complicated by the context of

intervening conditions and relative impact on self-efficacy of stabllizing or destabilizing

factors. The choices were based on how well the women could weight the interaction of

conditions of their relationships and selÊcare, and how the food choices would control

for the stabilizing / destabilizing factors. These contextual factors were identified as

relative ability, relative resources, relative relations, and relative expectations.
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Table 6 : Definitions of stabil izingl destabilizing factors

Relative ability Mental or physical power to do something

Relative resources
Fluctuating supports such as ftnances, food banks, food
storage, housing issues, and other factors

Relative relations Competing or supportive circumstances within relationships

Relative expectations Perceived level of response based on what others expect

Relative ability is the mental or physical power to do something, as compared to

capacity, which is the potential for acquiring that power (Merriam Webster, 2007). The

women had the capacity, yet at times were lacking the mental or physical ability - for

example, their daily HIV symptom impact - to exercise their self-efficacy in the face of

destabilizing factors. Confidence in nutritional knowledge increased when positive

effects were observed:

Lisa: I used to be anaemic. I'm not anymore. I wasn't anymore then, I should
say.

Kristy: what changed?
Lisa: uh, just a different diet. Eating better and stuff like that. More vegetables

and meat.
Kristy: are you happy about that change?
Lisa: yup.
Kristy: how was it to change like that?
Lisa: I knew I just needed to change my diet because I was just... I didn't want

to get sick. I started feeling myself getting run down and whatnot so I
thought I should just do something about it.

Confidence wavered when women's sense of agency was threatened:

Cara: I just stopped eating because I stopped working here. And I think that's
where most of my weight took off is because I'm usually. I'm really
happy when I'm working, because it fbenefits somebody else's life.
Because I used to be an advocate. And I like fighting for people's
rights. It's like, come on! Let's play. I think people have that right to
have people to fight for their rights.

Perception of ability to act autonomously was impacted by addictions and mental health,
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reinforcing the need for separation from harm:

Rhonda: what do drugs do?... How it changes is, I won't go to food banks, I
won't go to supermarkets. I won't do anything. I'll just be home
hungry all the time, or be high all the time. When I'm high I don't
need food. But when I get food in my system, my body doesn't want
it. And I throw it all up... It's just cheque time I guess. That's when
drugs come in and people start showing up. And food starts

decreasing.

Women's consistency in response to health challenges raised their confidence of their

ability to act appropriately:

Kristy: Is there anything that you rely on even if you aren't feeling well is
there any food that you always turn to?

Stacy: yes, the energy meals.

Ingrid: the meals, when I get like fhypoglycemic], the meals have to be

something I can prepare fast. But then, yeah. I eat my food so fast it's
like I didn't eat anything. So I try to eat more of what I fix. Like I may
even like have2 pieces of toast. Or 3 pieces of toast just to try and take
that feeling away. Or I'11 try to add something sweet. So I'11 have
yogurt or peanut butter - like a spoonful - something sweet to try and

take that away.

Relative resources were the fluctuating supports such as finances, food banks,

food storage, housing issues, and other factors that the women viewed as a support or a

hindrance of their belief they could resolve an issue. Confidence in knowledge of budget

and food management strengthened through use of food banks, Sunshine House, soup

lines, and additional supplementary food supports:

Stacy: fNine Circles staff] still know I still don't eat, but they, but I go in
there, and they're "okay, you're having this" and they give me an

energy drink and so I drink it. And then I drink it right in front of them
so at least I have something in me. And nobody here lets me go

without anything. Everybody feeds me here. This is my 2nd home.

Financial insecurity induced food crises and confidence wavered:

Rhonda: If I can choose what I wanted to get it would cost me more money. I
love food and wish I could have food all the time but I can't. .. cuz got
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no money for it.

Kristy: do you ever worry about getting any of these foods, say, tomorrow?
Sarah: yup. That's why I have a credit card. The milk. The fruits and

vegetables. And my son's lunch things which he needs every day all
week. Monday to Friday. So that's when I usually, like, if we don't
have money then I'll do the credit card thing. Just so he has his lunch
things. And the milk. Like, I'm good until between the split cheques.

That's the hard part. The end of the month, until the next cheque

comes.

Relative relations were the competing or supportive circumstances within their

perceived relationship roles. Family members and friends provided support and

reciprocal behaviour:

Brenda: I usually eat more bananas than apples cuz I run out of bananas and I
have nothing else so I like apples so let's say... 3 weeks. Cuz we can't
afford them sometimes. It's hard. It's, like, fher spouse] is helpful' He
gets his cheque every week. So he buys bananas for me at the end of
the week. And then I buy him something afterwards.

Lack of reciprocity or conflict over food management created tension and had social

repercussions throughout the home, inhibiting the women from making choices they felt

would be more appropriate:

Kristy: could you spend less than you do right now?

Gina: I'd say, yeah. If I had one less mouth to feed. But I don't. it's hard, too,
when you have a picky eater at home.

Kristy: yeah? Who's the picky eater?

Gina: my son. .. cvz my daughter, she wants to experiment in recipes using
peppers and onions, mushtooms. And those are the 3 things he does

not like. And we can't put that in our recipes at home. And I keep

reminding him "we11, if you you'll learn how to cook for yourself',
you know? And he goes "well, when I have time". He's got a lot of
time. He's just being a young man, stubborn.

Relative expectation^r were the women's perceived level of response based on

what they felt others expected from them, be they health care, service providers,

community members, etc. Perception of HCPs' attitudes and expectations to follow their
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advice caused women to question their choices:

Sarah: that's what I tell my doctor. And I said "well, I can't afford to get

vitamin 812 and a vitamin on top of that." And he goes "well eat more
meat", and that's easier said than done... and like I said, like, how
nutritious is ground beef? When you have to live on that?

Ingrid: And yet I'm being told I have to drink a certain amount of milk a day.
Try to get that because of my virus and stuff like that. Try to eat

healthy. You don't want to get sick. You have to keep your immune
system up. But then if I drink that milk - which I love milk - but if I
drink it, it's like the bubble guts will come along.

Lisa's comments indicated that she was educated in what authorities say she shouldbe

eating, but the advice offered did not correspond with her reality or her perceived needs.

Kristy: where did you, when you say that you're educated enough, what were
the sources of that education? Like, where did you get that information
from?

Lisa: umm... that Canada's Food Guide. The doctor. My mom.
Kristy: do you use the Canada's Food Guide?
Lisa: not really. (laughs) nope.
Kristy: have you ever?
Lisa: I've tried to. It's just that I'm too... I mean, it's not complicated, but it

just seems like too much in one day.

Perception of how food choices impact family and füends' health, and expectations of

caregiving reflected to the women's success in this role:

Lisa: I believe that there's a little bit of everything from each food group you
eat everyday then it's not so bad. But you know, should be more,

but... you can't always make it more.

Kristy: have you ever discussed your diet with anyone?

Sarah: no. not at a11...

Kristy: do you want to?
Sarah: mm-hmmm (affirmative). I would. I want them to tell me how to shop

cheaply, but still get things that are... nutritious. Like how to feed my
son who does not like meat... Like, [this] made merealize that I'm not
actually doing a very good job eating healthy.

Sarah's comments signified she worked within her limits to make meals as healtþ as
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possible, but she still questioned if it was "good enough" for her family:

Kristy: what would happen when you have to choose the Mac and cheese over
other things?

Sarah: faster to cook if you're in a rush. And I like to do - like, I don't know
how healthy Mac and cheese are - sometimes I used to put veggies
into that. Or sometimes I'd put, mix it up with tuna or something. Just
to make it more...

Kristy: those are excellent ideas.

Sarah: are they?
Kristy: mm-hmmm (affirmative). You make it work.

The extent to which the women's resourceful activities created supportive effects

from environment (e.g. services, hunger satiation, etc.), indicated their capacity to

navigate the experience of food insecurity successfully (e.g. a woman who can make

several appropriate choices without apparent access to even minimal resources is likely to

make other choices that are beneficial, such as spending money on hygiene or meeting

job requirements). Their ability to navigate determined the extent to which self-efficacy

could be maintained in the long-term.

The participants' perception of relativity was a determinant of selÊefficacy, and

the theory is best described using the concept of relativity of circumstances. Rhonda, who

was addicted to crack, demonstrated a stronger sense of self-efficacy in the comments

that she made. She was able to look at her FCM and assess her lifestyle and dictate the

steps she needed to take in order to be able to make healthier choices and get out of

crack. Drugs took away her control. But Rhonda was demonstrating her need to increase

her self-efficacy by assessing her need to change and what she needed to do to make that

change.

Sarah, on the other had, had the best food choice map, yet showed alarm and self-

doubt at her ability to fulfill all the recommendations she felt applied to her. She was

nearly in tears when looking at her map. She did not know what steps she needed to take



75

in order to achieve the best health possible for her family. Rhonda's mother was an

alcoholic and had a physical condition that limited her mobility. Rhonda acted as a

caregiver to her mother. Sarah grew up in an environment where she was not struggling

against hunger. Her family grew all their food and hunted for the rest.

The consequences of food choice behaviours - the women's relationship roles and

self-care responsibilities - were achieved to the women's perception of satisfaction based

on their level of self-efficacy in the contextual circumstances impacted by stabilizing and

destabilizing factors. This theory, grounded in the data, demonstrated that this population

did not have necessary resources to make food choices in order to place the physiological

demands of managing the chronic condition of HIV as a priority. Consequently, the

women used the resources that were available to them in the most effective manner, and

reformulated their goals within the context of their unstable food management system. It

is too often assumed that there is a capacity on the part of these women that is not there;

they had the ability to make the most appropriate food choices for themselves and their

families, but with the resources available, they did not have the capacity.
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CHAPTER V: DISCUSSION

"Tltat's how people should be eating."

The results of the study contribute to the understanding of the culture of food

insecurity and the decision-making process of the resource-limited household affected by

chronic disease. Women who were infected with HIV and experiencing food insecurity

demonstrated varying degrees of selÊefficacy when making food choices, and the

consequences of food choices aimed to satisfy relationship roles and self-care and

wellness responsibilities. This population had the ability but did not have the resources to

make food choices based on HCPs recommendations, or to meet their own ideals as to

what they perceive as healthy. Contextual influences drove decision-making behaviour.

The FCM tool provided an opportunity for the women to demonstrate their knowledge

about nutrition, to validate the choices they made, and to set goals based on the dietary

information they provided.

The participants, though from a small sample, are somewhat representative of

women with HIV in Manitoba. The majority of female HIV cases in Manitoba are

between the ages of 20 and 36 years, which is representative of the sample for the present

study (Manitoba Health, 2007). Since 1999, one-third of new HIV diagnoses have self-

reported as Aboriginal: the present study sample was an average of 10.3 years since

positive HIV diagnosis, so these women had been positive for longer than the group

encompassing one-third of new cases. ln a separate exploratory study conducted in 2003

with a similar group of 6 women who use the same support agencies as the present study,

all self-identified as Aboriginal (First Nations, Métis), had an average age of 36 years and

were positively diagnosed with HIV for five years (Hoyak, 2004). The CD4 count at the
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time of the interview for the exploratory and the present study were nearly identical (359

cells/mm3 for pilot; 368 cells/mm3 for present study), as was the level of education

completed (10 years for pilot, 9.6 for present study). In the exploratory study, five of the

six families had at least one child under the age of 10 years; five had at least one adult in

the home sharing food (Hoyak,2004). The period of three years between the exploratory

and the present studies may account for some of the variation in the study populations.

The participants show parallels to the sociodemographics of the food insecure

population in Canada. The low proportion of high school graduates and the main source

of income as social assistance reflected national trends (Starkey et a1.,1998). The

prevalence of food insecurity in the HlV-positive population, and the higher prevalence

of HIV plus food insecurity in Aboriginal populations has been demonstrated in other

Canadian studies (Normén et a1., 2005).

HIV andfood choice

In the present study, HIV factored into food choices in the indirect manner by

affecting the women's daily life in terms of energy available and immediate feelings of

wellness / illness; but the grand concept of HIV did not directly impact participants'

choices. The interview schedule did not include questions specific to the impact of HIV

on their food choices because a goal of the study was for participants to articulate their

own perceptions of what influenced food choice behaviours. If a woman did mention her

chronic disease to be a factor in a decision, then prompts were posed inquiring if there

were foods on the FCM that she chose for her HlV. However, very rarely was HfV

described as a goal offood choice behaviour.

ln the present study, the women spoke about how they knew their choices were
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not the healthiest, but served their needs atthat time. On a hierarchical scale of food-

getting behaviour for multi-barriered populations, it is more important for food to be

satiating and tasteful, rather than nutritious (Ruefli & Rogers, 2004). The perception of

having "enough food" is more than just consumption for survival or meeting nutritional

demands: retaining digmty through quality of food and acquisition activities, and

satisfaction of higher order needs - such as the observation of a dinner ritual and meeting

social responsibilities by sharing with others - are perceived to be equally important

(Hamelin et aI.,2002). Women from the present study made cofirmon statements, such as

satisfying family preferences as a whole, increasing variety in the diet, the importance of

sharing with others, and serving ameal that is balanced and eaten together with the

family. The women knew what foods were healthy and would demonstrate this

knowledge by telling their HCPs what they thought the HCPs wanted to hear - a list of

healthy foods, and good appetite. Thus, as a coping, dignity-reserving mechanism, they

would lie to the HCPs to save themselves from the anticipated criticism. Fear of stigma is

of more concern than fear of death for women living with HIV (Gray, 1999).

Many women used the word "try" when describing why they chose some foods

over others. To "try''was often linked with seeking understanding by asking "you

know?", indicating a request for understanding (Reinharz, 1992). Trying was

accompanied by statements of apology, self-admonishment, and signified possible guilt

over not successfully meeting what they believed were others' expectations: to "try"

implies that the correct course of action is known to the individual, and it is a conflict

between what should be done versus what could be done. Yet these women were not

victims, as the statements they made demonstrated characteristics opposing such a label.
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Mary responded to her diet with "this is me", which signified ownership and taking

responsibility for the choices she made. This was their problem: "I shouldn't complain";

"I'm being petty"; "I'm being nit-picky". These words personalized and individualized

their food choices.

Disease-centred care overlooks the identity of the client, further stigmatizing a

marginalized population. Marginalizedpopulations are so overtly pathologized that their

HfV becomes the centre of their care. Absence of HIV status as a listed stressor for a

marginalized population has been observed in published studies (Ciambrone, 2001; de

Guzman et a1.,2006), and it is postulated that HIV is only one of multiple stressors that

individuals face - poverty, violence, and substance abuse arc far more disruptive than

one's HIV status (Ciambrone, 2001). In a study with a similar group of women with HIV

living in Winnipeg, they stated their health was adequate, but admitted to severe HfV-

related physiological and psychological burdens throughout interviews about their

perception of nutritional adequacy and food insecurity (Hoyak, 2004). For the

participants in the present study, they viewed their status in terms of 'relative health' - if

they were not sick today, then they were not sick. The women would mention other

conditions that were more pressing such as diabetes or drug addiction, and an empty

stomach was a much more pressing issue than a CD4 count and viral load. This

population is seeking support for basic survival needs, and not solely their HlV-related

health concerns (Ciambrone, 2001). Therefore, pragmatic support for immediate selÊcare

needs was priority over the long-term considerations of abstract manifestations of chronic

disease.
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Consequences offood choice behaviour

Although HIV did not influence food choice behaviour, the present study's

findings on consequences of food choices using a strengths-based paradigm contributed a

new understanding of the influence of balancing relationships and selÊcare needs. Using

the strengths perspective, the study captured views on individual health and wellness, and

resistance to disease, as well as positivity and health realization through a supportive

community (Saleeby, I 99 6).

In the present study, reciprocity consequences of food choice behaviour surpassed

the consequence of satisffing family needs. This may have been due to the fact that not

all participants were living with immediate family or children. However, satisfying

expectations of relationship roles is a cornmon goal in marginalized populations for a

number of reasons. Social support is related to quality of life and is correlated

significantly with overall health perception for women with HIV (Kirksey, Hamilton, &

Holt-Ashley,2003).

Participants in the present study satisfied the needs of others often before their

own needs. Mothers and caregivers with HIV believe that the family's health comes first,

and the mother's health comes after the needs of the children and the family (Andrews,

Williams, & Neil, 1993; Hacki et al.,1997; Ingram & Hutchinson, 1999; Ingram &

Hutchinson , 2000; Williams, 1 995), which is further supported by many studies showing

that women in food insecwe households put their family's needs first before their own

(Campbell, 1990;Hamelin eta1.,2002; Hamelin etal.,I999;Mclntyre et a1.,2002;

Mclntyre, Glanville et al., 2003;Tarasuk & Beaton, l,999a;Tarasuk & Beaton, 1999b).

Food insecurity can cause women to abandon nutritional goals for the family unit, and



81

focus more on meeting children's needs, and mothers tend to be more aware of their
children's dietary intake than their own (Mclntyre, Glanvile et ar.,2003).This was
observed in the present sfudy of the women exercising their authority in the home to
protect others' Mothers infected with Hrv often find their chitdren to be a source of
strength (williams' lgg5)'Relationships with chirdren are motivating and provide apositive outlook (Andrews et a1', 1993), and positive thinking initiated by motherhood

can increase selÊesteem' and be a distraction from the wrnerabitity women feer with
their diagnosis' Therefore' satisfying relationship rores can also indirectly impact serÊ
care needs through the rewards experienced when others are cared for adequatery.

However' there was a complicated blur of the consequences of martyrdom and
reciprocity: many women held caregiver roles in their community. But this reft the
women to be shetched quite thin in their own resources. Food management strategies
range from total selÊsufficiency to bartering and sharing within sociar networks to
complete reliance on formal supplemental food institutions (campbe¡ & Desjardins,
1989)' Regardless of biologicar status, care through reciprocity was an important
consequence of relationship roles' Reciprocity was a survivar tactic,in that the women
recognized their role in providing for others to safeguard their firture security, however itwas a gamble.

stratton and Bromle y (|999)indicate that family preferences during meal
selection are more important than the nutritionar quarity of the foods, imprying that
motivation to please the family is more influential than motivation to meet nutritional
needs' In the present study' luxury foods like meat and cheese were hearthy in the point
of view of the food insecure family because they were difficult to attain.The need for
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cohesion at mealtime is clearly expressed in the literature (Fieldhouse, 1986; Lennie et

aL.,200I; Stratton & Bromley,1999). Familiar foods can induce feelings of

connectedness (Fieldhouse, 1986). Lennie and colleagues (2001) found that social

interaction (either eating alone or eating with family and friends) affected food intake for

respondents with HIV infection. This parallels study participants eating less healtþ when

alone, but eating healthier items when others were present. Identifying supportive

members and potential caregivers in the woman's family is important because this can

avoid the risk of malnutrition.

In the present study, the act of mentorship was an important goal of food choice

behaviours. Studies have demonstrated that teaching and sharing experiences are acts of

coping for women with HIV, reinforcing identity and capacity, and empowering the

individual by providing a sense of agency (Mayers et a1.,2005). Consequently, satisfying

relationship roles contributed to the balance of self-care needs.

Women in the present study related concepts of self-care and identity throughout

their interviews. Often women spoke about choosing foods because it was what they had

always eaten, finding comfort in affordable foods they knew they could turn to when they

were feeling stress or unwell. This resource-driven reason for food choice contradicts

previous studies performed using the FCM: in an Indonesian population of pregnant and

lactating women who were nutrition students chose foods primarily for reasons of health,

over economic reasons (Sevenhuysen & Gross, 2003). This may demonstrate the

socioeconomic influence on food choice behaviour. For a population with chronic illness

and unpredictable daily physical challenges, it is perfectly appropriate to rely on safe

familiar foods. Food insecurity is often generational (Travers, 1996), and a life long



83

phenomenon of habitual food management; to expect an individual to change food

choices that he or she has been accustomed to for a lifetime is not realistic. Therefore,

turning to familiar foods tapped into the women's need to satisfy the consequences of self

care and wellness responsibilities.

The present study participants' self-care and wellness activities have been

observed in other studies. Cognitive strategies, such as maintaining a positive attitude is a

common approach for staying well used by PLV/HA (Sowell et a1., 1997). Thought

control in the form of avoidance and denial about one's illness (Mayers et al., 2005), as

well as attention to physical domains and controlling through awareness and knowledge

of effective responses to discomfort (Gielen et aI.,200t), have been identified as

protective factors to aid HlV-positive women's coping. Food choice behaviours with the

goals of controlling mental and physical health issues are recognizedin the literature as

outcome measures of improvement (Ruefli & Rogers,2004). This supports the present

study's strengths-based perspective that these goals are demonstrative of one's coping

and self-efficacy with respect to food choice behaviour.

Self-efficacy, or beliefs about one's ability to successfully meet demands,

influences effort, perseverance, perception ofcontrol, personal choice, thought patterns,

depression and perceptions of stress (Bandura,1995). At an individual level, one's

perceptions of coping self-efficacy are related to improved psychosocial adjustment and

physical outcomes among persons with HIV, and working to improve a client's self-

efficacy can impact disease progression and well-being (Ironson et al., 2005), and

influence health-promoting behaviours (Stuifbergen, Becker, Rogers, Timmerman, &

Kullberg, 1999). SelÊefficacy has been shown to be related to increases in CD4 and
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decreases in viral load (honson et al., 2005). Studies on coping and resilience, and the

effects of stress and trauma too often focus on the pathology of the condition, rather than

the strengths that can emerge (Siegel & Schrimshaw, 2000). Models of coping strategies

have been developed, but few consider gender or cultural differences (Ironson et al.,

2005), therefore the present study contributes a gendered perspective on coping and self-

efficacy.

At a collective level, self-efficacy is related to social support. Perception of

support is an indication of perception of achievable quality of life (DeMatteo, Well,

Salter Goldie, & King, 2002). Women who perceive they have adequate social support

from füends and family have lower incidences of loneliness, depression and stress

(Serovich, Kimberly, Mosack, & Lewis, 2001). Parents associate self-sufficiency and

their ability to maintain children's well being with the level of support they feel they are

receiving (DeMatteo et a1.,2002; Ruefli & Rogers, 2004; Williams, 1995). This supports

the present study's theory of the importance of food choices satisfying relationship roles

as being linked to self-efnicacy. As members of the HlV-positive coÍununity who are

connected with health services and agencies are typically well-known amongst one

another (Ciambrone,200l), social support can increase self-efficacy through

empowennent, which could benefit everyone within the social network.

Context offood choice behaviour

Numerous specific interactions and contexts were influential for the phenomenon

of selÊefficacy driven outcomes of food choice behaviour. The women's interviews

demonstrated the relative impact of stabilizing and destabilizing factors on self-efficacy

and coping. In the culture of povefy, researchers have found that coping often involves
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reframing a negative circumstance in comparison with previous trauma, and normalizing

one's behaviour to universalize one's experience (Mayers et a1.,2005). Moreover, the

nature of stabilizing / destabilízingfactors is supported by the theory of the dynamic

nature of the phenomenon of food insecurity. Food insecurity is constantly in flux based

on season, duration, and can be chronic or transitory (Dietitians of Canada,2005). The

message of this body of literature is reflected in the participants' descriptions showing

how selÊefficacy was demonstrated, and the impact of contextual circumstances on

coping.

The relative ability to cope with food insecurity required a strict regimen of

appointments and traveling and food scheduling. Following this schedule was hectic and

stressful: if a soup line or food bank visit was missed, there were few opportunities to

make it up and hunger was imminent. Preoccupation with a lack of food and distorted

strategies of food acquisition and management make food collection time-consuming

(Hamelin et aI.,2002). For participants in the present study, following nutrition

recommendations would arouse fear of food running out due to the need for adherence to

their established food system. The rigorous daily routines of hunger management were

followed strictly out of a need for survival coping.

The perception of expectations of HCPs can influence health choices. Non-

adherence to recommendations is sometimes due to dissatisfaction with medical

treatment, or a lack of trust in HCPs in general (Sowell et al., 1997). Furthermore, many

hunger and appetite assessments do not accurately reveal nutritional intakes for PLWHA

(Kim et a1.,20011' Lennie et a1., 2001). The participants in the present study stated they

tried to follow recommendations, but contextual circumstances denied them success.



86

However, it was stated that participants lied to HCPs, which demonstrated a lack of tnrst

in the care they were receiving. However, not all women received the same standard of

care from the agencies they visited. Some women received supplemental Boost, but other

women did not. Some women had received Boost at one time, but since their social

worker had been reassigned the Boost supplement was revoked. Some women had been

referred to a dietitian, but others had not, despite stating they had requested that referral.

Therefore, care provided was relative to the participant, just as resources and expectations

were relative from participants' perspective.

Relative resources such as social support and knowledge affect quality of life and

coping for PLWHA (Abel, Hopson, & Delville, 2006). Social networks, as demonstrated

in the present study, are relative: they can either inhibit or support efforts to change (de

Guzman et a1.,2006). Sociofamilial stress at meal times is a consequence of food

insecurity (Hamelin et a1., 2002).Participants' tension amongst family members over

food aversions and preferences and portioning among members of the household were

destabilizing factors, threatening the women's selÊefficacy in choosing foods to satisfy

relationship roles. Ritual around food is important, and food insecurity impacts this

higher order need (Hamelin et a1.,2002). The women in the present study coped with

tension through mentoring and cooperation, often denying themselves their own

preferences.

It was the relativeness of food insecurity that demonstrated food insecurity was

not simply a norrn for the participants, and that the women understood the potential for

improvement in their circumstances. Perception of relativity was a determinant of selÊ

efficacy. Rhonda, who was addicted to crack, frequently demonstrated a stronger sense of
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self-efficacy than many other women that were interviewed. She was able to look at her

FCM and assess her lifestyle and dictate the steps she needed to take in order to be able to

make healthier choices and get out of crack use. Therefore, Rhonda identified the

importance of increasing her self-efficacy by assessing her need to change and what she

needed to do to make that change. Sarah, however, had a well-developed FCM in terms

of nutritional density, yet showed alarm and self-doubt at her ability to fulfill all the

recommendations she felt were expected of her. She did not know what steps she needed

to take in order to achieve the best health possible for her family. Rhonda's mother was

an alcoholic and Rhonda had acted as her caregiver; Sarah grew up in an environment

where she was not struggling against hunger. This recognition of relativity demonstrated

that the women recognized differences in circumstances, and therefore were capable of

assessing their own selÊefficacy in terms of their ability to choose appropriate foods and

make improved lifestyle choices.

Theor eti c al cons ider ations

A gap in the understanding of the self-efficacy theory behind food choice

behaviours is the question of whether the women view themselves as "successful" within

the dominant patriarchal culture. Success in the context of the present study could be

defined as demonstrating the ability to make healthy food choices based on the nutrition

education and expectation of their providers. However, this may be an inappropriate

definition for this population, as they may have their own perception of success based on

their own realities and experiences. If using the conceptual framework of resilience - "the

ability of some people to resist or reject the potential negative effects caused by adversity

or risk factors that make people vulnerable to diminished well-being" (Bachay & Cingel,
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1999,p. 164) - one could conclude that the women are successfully resilient for

demonstrating well-developed survival skills in spite of their food insecurity. As the

strengths perspective seeks to recognize adaptations and resourcefulness of a population

in response to adverse conditions (Thrasher & Mowbray, 1995), then in terms of the

women's resilience-related response to food insecurity, they are "successful".

Finding strengths and being empowered through coping strategies is supported by

empo\Ã/erment theory and carries strong parallels for the present study in terms of

behaviours, influences, and potential interventions. The empowerment approach results in

four changes in individuals or groups: increased self-efficacy, development of group

consciousness, decreased self-blame, and assumption of personal responsibility (Busch &

Valentine, 2000). These characteristics were observed in the present study population in

many circumstances. SelÊefficacy was expressed through how food choices were made

in the context of competing needs in the food insecure home; group consciousness was

observed with the use of community-minded and understanding-seeking language, such

as "you know" and "we" or "us" in reference to the HlV-positive community, and in the

key role ofrelationships as a consequence offood choice behaviour; decreased selÊ

blame was observed in the context of the participants' recognition of personal utility and

proactive goal-setting comments; assumption of personal responsibility was a factor in

the participants comments pertaining to their perception that they were not victims of

their circumstances and the identification of their role in food management. It could be

argued that the absence of these characteristics resulted from the context of the stabilizing

/ destabilizing factors.

Specific strategies to the empowerment approach parallel the present sfudy
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populations' characteristics. Parsons (2001) states that interdependence gives rise to

empowerTnent, rather than independence: as found in the present study reciprocity and

normalization of behaviour were demonstrative of strengths in the population.

Empowerment is considered to be a collective, communitarian phenomenon, consistent

with feminist perspectives of strengthening groups through the common goals of social

responsibility (Currie & Wiesenb erg, 2003). The findings of the present study using a

strengths-based perspective are supported by the relational model of women's

development: women's development and success are based on connections and

relationships (Zelvin, 1999). Women find strength in relationships and empowerment

strategies are maintained through connections and interaction (Peterson & Hughey, 2004;

Sachs et aI.,1995). Considering the current literature on empowerment, self-efficacy, and

strengths, one may reasonably conclude that the participants interviewed in the present

study exhibit the characteristics that define these frameworks. It was confirmed in the

women's words that they did not consider themselves victims, or passive and vulnerable

within the system. So the question remains: why did the women perceive they were

unable to meet the expectations of HCPs by applying these characteristics to the process

of managing the food insecure home? One may surmise that perhaps the expectations and

goals of HCPs need to be adjusted to match the expectations and goals of the population.

Health promotion models and behaviour cltange

The strengths perspective demands appreciation and understanding of the

resilience, empowered response and coping mechanisms of a population, rather than an

emphasis on what is wrong or abnormal (Saleeby, 1996). Circumstances must be viewed

in light of capacities and values of a population, no matter how distorted a population's
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response may be due to trauma and oppression. To contrast with the pathology, problem-

focussed perspective, the focus of work with an oppressed population is the aspirations of

family, individual and community (Saleeby,1996). This supports the grounded theory

conclusion that goals of the provider must respect and correspond with the goals of the

client. Furthermore, the grounded theory concept of relationship roles as a self-

efficacious consequence of food choice behaviours is supported by the empowerment

practice strategy of linking individuals with others who share coÍrmon histories, issues,

and barriers. Connecting with others can augment existing strengths (Busch & Valentine,

2000). Moreover, similar studies using the strengths-perspective have concluded that

support systems are not capable of resolving the situations of oppressed populations, and

that social networks often have problems of their own to manage (Thrasher & Mowbray,

1995). Therefore, dependency on existing social support systems is not adequate to meet

the expectations and goals of providers, and individuals would benefit from an

empowerment approach to improve health care outcomes.

Empowerment practice holds true to the women-centred ca.re approach in that it

provides the ability to participate in the decisions that affect one's life (Busch &

Valentine, 2000). The premise of women-centred care is as follows:

"Women-centred care recognizes that women's health involves emotional,

social, intellectual, spiritual, and physical well-being and that women's

health is determined by the social, environmental, political and economic

context of wo men's lives as well as by physiology. This includes a

recognition of the validity of women's life experiences and women's

beliefs about, and experiences of health. Every woman should be provided
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with the opportunity to achieve, sustain and maintain health, to her full

potential as defined by that woman herself' ('Women's Health Bureau,

1ee8).

Women's centred care is important because women's health-related problem solving and

lifestyle practices will reflect positively on their family's health (Monteith & Ford-

Gilboe, 2002). This also provides a further strengths perspective concept in that the

women in the present study were acting in the appropriate manner with respect to their

food choice behaviours as their focus on their perception of what is healthy will be

reflected in their family's actions. The model of women-centred care presently a well-

recognized treatment approach for HCPs, however women with HIV often feel that even

professionals working in AIDS are not awaÍe of the problems the women face (Metcalfe

et al., 1998).

Health promotion ideally allows a self-directed individual to take an active role in

monitoring his or her own health, and persons living with a chronic disease must have the

information and skills to tailor approaches to their changing circumstances, needs and

desires (Stuifbergen et al., 1999). Education about nutrition was not lost on this

population. Yet HCPs and outreach programs continue to resort to educational programs.

Teaching a person how to eat on a tight budget does not solve the underlying problem of

not having enough food or the preferred foods in the first place (Travers, 1996). And the

system the women were entrenched in as perpetual clients of support services and

programs was damaging to their sense of self-efficacy because of this. To be repeatedly

told that one is not eating correctly, and then be sent to learn how to eat correctly, and

then take that knowledge to apply to food-getting activities, and for this to be
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unsuccessful because of the options available, and then be told once again that one is not

eating correctly at the next appointment is denigrating and defeating. Ironically, guilt can

be induced with the commencement and abandonment of a therapeutic diet (Fieldhouse,

1986). This may be particularly applicable to the situation of low-income women, as

therapeutic diets often involve added costs to attain the foods recom.mended, and guilt

will result if the diet is not followed.

Health interventions for marginalized populations are varied, both in approach

and outcomes. In a study to determine the relationship between stage of change,

decisional balance, process of change and selÊeffrcacy vanables to increase fruit and

vegetable consumption by low-income mothers, authors state that self-efficacy based on

eating recommended servings of fruits and vegetables is greater for women who are in

later stages of behaviour change (Henry, Reimer, Smith, & Reicks, 2006). The authors

conclude that interventions for women in earlier stages of behaviour change should aim

to increase self-efficacy by providing education on health benefits and counselling to plan

increased intake. However the authors do not address food insecurity or competing

family preferences as determinants of self-efficacy, both of which appeared to be strongly

linked to self-efficacy in the present study. Also, the underlying influence of chronic

disease was not considered in the study, nor do authors provide references for the scale's

validity testing in the population they studied. This study is an example of the over-

simplified health promotion / nutrition education for behaviour change response to low

income populations, and the lack of consideration for contextual influences on behaviour

in the environment of competing needs.

The PRECEDE-PROCEED Model was developed as a design framework for
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health education and promotion programs to facilitate behaviour change (Ransdell, 2001).

PRECEDE describes predisposing, reinforcing and enabling factors, and PROCEED

describes policy, regulatory andorgarizational constructs (Green, 1999). PRECEDE

holds that educational diagnoses should precede an intervention (like a diagnosis

precedes treatment); PROCEED applies to environmental influences on behaviours. The

model assumes the active involvement of the participant in defining problems and

establishing goals towards solutions. In the PRECEDE level, predisposing factors address

motivation to change and perceived relevance of intervention.

The PRECEDE-PROCEED Model has been applied to patient education and

health promotion counselling on diet (Green, 1999). A recognized limitation of the

PRECEDE-PROCEED Model is that demographic and socioeconomic charâcteristics -

viewed as predisposing and enabling factors - cannot be changed within primary care

practice (Green, 1999). Cultural and language barriers impede effective interaction, as

does the client's perception of the necessity of the intervention; therefore, HCPs must

focus on educating the client to change knowledge, beliefs, and attitudes. Moreover, it is

irrelevant to apply this model to a population with limited resources who are dependent

on supplemental food programs based on little or no choice. The recommendation in such

a circumstance is that the HCP plays an advocacy and resource referral role, as there is an

obligation to collaborate with the client to find ways to overcome the deficiency. The

reinforcing stage involves HCP assurance that client expectations are realistic and

communication with the client's social supports on the importance of the treatment;

discouraging factors are family conflict and possible side effects of the treatment. In the

fourth stage of self-monitoring, it is recommended that HCPs should freely communicate
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client data and observation methods to give clients the capacity to satisfy effective self-

monitoring practices. Green (1999) states this will increase self-efficacy and encourage

adherence to treatment.

These considerations of the enabling and reinforcing stages of the PRECEDE-

PROCEED model suggest the applicability of a harm reduction model to resource-limited

populations. The goals of the self-monitoring stage support the suggestion of using the

FCM as a self-monitoring tool on a regular basis with high risk clients. Mapping

contextual processes demonstrates the ability of individuals to respond to situations in

which they find themselves (Strauss & Corbin, 1998). Based on the ethnography of the

FCM tool, the participants were able to use their own knowledge to evaluate their diets,

and demonstrated goal-setting behaviour for changing their food choice behaviour. If

applyrng the PRECEDE-PROCEED model to diet counselling, using the FCM to identify

contextual influences can be useful to guide diet change with a harm reduction approach

in resource-scarce populations.

Harm reduction is a framework for prevention, intervention and treatment based

on a continuum of practical strategies that focuses on reducing the harmful outcomes of

behaviour, rather than on ceasing the behaviour itself (Hayhow & Lowe, 2006;

McVinney, 2005). The approach shifts away from stigma, guilt, confrontation and shame,

towards an empowering and strengths-based approach (Motz, Leslie, Pepler, Moore, &

Freeman, 2006). The harm reduction movement started in HIV prevention and drug use

treatment, and has been adopted for numerous other health promotion activities. The

concepts of the harm reduction framework include: 1) the overall approach (pragmatic,

low-threshold, non-judgemental), 2) social context (total eradication of the undesirable
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behaviour is not a realistic goal), 3) understanding behaviour (view the behaviour as on a

continuum of abstinence to abuse), 4) nature of interventions (most behavioural change

interventions share principles of harm reduction), 5) locus of control (the power to

change resides with the user, and thus provision of services, open dialogue and respect

will empower the individual to make the best choice for him or her), 6) definition of the

problem, and definition of success (based on the client's own perspectives and goals)

(Rocky Mountain Center for Health Education and Promotion, 2001).

Objections to the harm reduction approach are that harm reduction is wrong

because it condones unhealthy behaviour; clinicians using harm reduction neglect their

personal obligation to deliver best practice; and it is wrong to resort to treatments such as

pharmacology when lifestyle changes would be most effective (Hayhow & Lowe, 2006).

These notions can be countered by the argument that people are already suffering from

the effects of unhealthy behaviours and thus prevention is no longer viable; one must

distinguish between the health of the individual and the health of the population, and

what can reasonably be achieved for each with the resources available.

Hayhow and Lowe (2006) propose adapting the harm reduction approach for

chronic disease management as an ethical framework. Clinicians can only take limited

responsibility for interventions, and by incorporating the harm reduction philosophy they

will no longer overestimate the applicability of best practice approach for people whom

best practice is impractical. Furtherlnore, by encouraging participation and decision-

making through negotiations with the client, HCPs can strengthen the sense of "authentic

existence", which requires an individual to be fully aware of the demands in the present

moment, choosing how to live one's life in that moment, and taking responsibility for that
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choice (Corey, 1982).

The harm reduction, empowerment approach is suitable to incorporate into the

care of the food insecure population who is experiencing chronic disease based on

Bandura's self-efficacy theory (Bandura, 1977). Performance-based interventions for

behavioural change promote accomplishments during treatment, minimize fear of failure,

and authenticate selÊefficacy. 'With harm reduction, the client-centred negotiated

intervention enables realistic goal-setting based on what the client believes he or she is

capable of achieving with the coping mechanisms he or she has available. Marginalized

populations have a set of workable solutions for meeting their own survival needs, and

institutions in the dominant culture are often irrelevant when addressing day-to-day

problems. The harm reduction framework can be incorporated into nutritional counselling

through understanding the "culture of food insecurity". By abandoning the provider-

defined goals of treatment for the more appropriate measure of how individuals' lives and

values arc organized around the demands of food insecurity, and how it negatively

impacts other aspects of their lives, HCPs can better serve their clients using realistic,

client-defined goals (Ruefli & Rogers, 2004). Professionals working with PLV/HA must

avoid alienating clients by addressing the specific narratives of each client and diverse

individualistic milieu of needs in order to adequately address health and social needs

(Ciambrone, 2001). This act of authenticating in the health care relationship empowers

the individual, providing more meaning in the treatment prescribed.

A harm reduction approach to nutrition counselling would parallel the philosophy

guiding its role in substance use treatment: counselling involves addressing a client's

shame and guilt surrounding inadequate diet choices for one's self and the family, and
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understanding women's food choices in the context of other complex and interrelated

factors in their lives. It is important for clinicians to recognize the need for people to

exercise control of their treatment and integrate their treatment into their own beliefs and

lifestyles. Goal-setting predisposes the provider and client to ongoing dialogue, as clients

often require ongoing education regarding harm reduction approach; as in the present

study and the participants' well-demonstrated knowledge about nutrition, addicted

individuals are well-versed in the consequences of substance use, and typically choose

abstinence as their goal, even though they are either unwilling or unable to eliminate

substances entirely (de Guzman et al.,2006). Like studies of participatory action research

with drug users (Ruefli & Rogers,2004), the participants from the present study were

interested in positive change in their lives; by empowering them to identify their own

goals using a harm reduction approach, they may be more engaged with the program.

Segal-Isaacson and colleagues (2006) examined a nutrition education intervention

program designed for women with HIV/AIDS. Participants assess their dietary pattern

and creating a behavioural contract to work out dietary goals. Such a negotiation between

client and provider holds to the harm reduction approach in that self-assessment and

behavioural contracting make intervention adaptable to the needs of each client. Harm

reduction depends on an incremental process of goal-setting within the parameters

negotiated between provider and client; therefore regular sessions using the FCM can aid

this incremental process of behaviour change from the perspective of the client.

Strategies for HfV-related care will only be successful if treatment is perceived as

relevant within the culture to which it is applied (Sowell et al., IggT)- for the purposes

of this stud¡ it would be the population with HIV experiencing food insecurity- thus a
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harm reduction approach would allow client and provider to take a partnership role and a

holistic approach to most effectively use resources available.

Limitations

Some limitations of the present study may affect generalizability. All data were

self-reported, so their validity is subject to a social desirability bias. As with any study

using a convenience sample, the small sample was non-randomly selected, with all

women interviewed connected with and recruited through HlV-specific services.

Assessment of perspectives on food choice behaviour may have been overlooked on

women who were not linked into the health care network in Winnipeg. The majority of

the sample selÊidentified as Aboriginal (First Nations, Native, or Métis). Although

women of non-Aboriginal ethnicity were actively recruited, only one woman was

interviewed who identified as Caucasian - however, this may further contribute to the

homogeneity of the group. Nonetheless, findings of the present study regarding non-

Aboriginal women are offered with caution. Racial background can contribute to

women's self evaluations. Ciambrone (2001) found that nearly three-quarters of women

of color considered their HIV diagnosis to carry a less disruptive impact than other

trauma they experienced during the course of their lives, while Caucasian women were

nearly equally split on the relative impact of HIV. This may reflect marginalization of

women of color, and the racial privilege of Caucasian women. Consequently, for the

present study and the adoption of the strengths-based perspective and the relative nature

of participants' self-efficacy, there may have been an Aboriginal-specific result; had there

been more Caucasian women in the sample, perhaps HIV would have been more
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prominent in the women's responses as a determinant of food choice.

Additionally, although most of the women had been HlV-positive for eight years

or more; two of the women had been HlV-positive for 5 years or less. Individuals living

with HIV for over five years reported less disruption from HIV compared to other trauma

or stressors experienced (Ciambrone, 2001). As many of the women in the present study

were longer-term survivors, their HlV-status may no longer have been an urgent weight

on their decisions, and thus not a strong influence on food choice behaviours, which may

explain the paucity of references to HfV as a determinant of food choice.

Finally, the lack of a comparison group of HlV-negative women prevents

determining whether the findings are unique to the HlV-positive women or to this

demographic in general.

Í/FSS limitations and modifications :

Food banks are now becoming a norrn for those living in poverty, with need

spilling beyond the original role as a service for acute / emergency hunger relief

(Hamelin et al., 2002; Tarasuk & Eakin, 2003). While conducting the I{FSS

questionnaire, the researcher had to ensure participants understood that the questions

pertained to money, and that their regular food bank stock was not to be considered in

answering HFSS questions. The IIFSS questions focused on "running out of money for

food". As food bank use is rapidly becoming a nonn (Hamelin et a1., 2002; Starkey et al.,

1998), and is no longer being considered a last resort (Tarasuk & Maclean, 1990), money

provisions should not be recognized as solely relevant in the current structure of hunger

management.

In addition to the monetary concern, the acquisition of food moneyby illegal
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means is not considered in the scale (Tarasuk, 2001a), therefore it does not parallel the

Life Sciences Institute definition of food insecurity, specifically the "acquiring foods by

socially acceptable means" portion. For example, in the present study, one participant

used funds from sex work to purchase food when resources ran out in her household, so

in answering the HFSS questions that were worded related to "running out of money for

food", the scale did not directly apply to her circumstances. Her interview data was

accepted after acknowledging this modification.

Chronic food insecurity demands habitual response strategies. Because food bank

use is so typical in low income populations - particularly in the theoretical sample for

this study - the HFSS scale was limited as a screening tool, or as a tool to be used to

identify incidence / prevalence of food insecurity. The women from this study rarely ran

out of money for food, budgeting based on what they knew they would get from the food

bank, and what they knew they could afford using their social assistance income, so they

always had enough money for food to minimize hunger based on those provisions.

However, they did not have enough food, or what they considered to be healthy food, in

general. This is why there is the complaint of lack of variety amongst the food insecure

population - because they only buy and consume exactly what they know they can afford

(budgetary and physically) with managing other household expenses and what they know

they will receive from the food bank (Hamelin et al., 2002). To account for and examine

this phenomenon of chronic food bank use, FCM questions included "where do you get

this food from?" or "which foods do you buy, and which foods come from other

sources?" This observation of the IIFSS leads to implications for future food insecurity

research ifresearchers are using the scale because the questions appear to not capturing
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the targeted information for this populatton.

Delimitations

Several factors in the design and execution of this study strengthened the results.

The spring-suÍl.mer data collection allowed for representation of winter versus suÍtmer

patterns. Winter may have been recent enough that it was in the minds of the participants.

This was addressed during FCM interviews in terms of longitudinal questions ("has

anything on this map changed in the last 6 months?"). In the winter, food gathering

changes and movement patterns change due to weather. Summer allowed for more liberty

for participants (going outside and activity changes, decreased price for fresh produce,

etc.) so contrasts could be drawn between the two seasons. As well, the increased

mobility during the summer may have aided participant recruitment. The FCM may have

also strengthened accuracy of the data in the reporting of food choices. Many tools used

to assess nutritional status have been shown to result in underreporting of dietary

components (Johansson, Wikman, Åhrén, Hallmans, & Johansson, 2001). The key to

FCM interviewing is the use of unbiased language. As each question is open-ended and

based on information already provided by the participant - therefore, avoiding judgement

or assumption by avoiding the use of leading questions - the data may have been

strengthened by limited underreporting.

There were noticeable contrasts in the location of interviews: At NCCHC, it was

the location associated with meeting HCPs and authorities. The boardroom was not a

good interview environment (see ethnographic account of the interview process), but the

Round Room was excellent, as it appeared to be a safe space and allowed for a more

intimate experience. By contrast, Sunshine house interviews generally went more
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smoothly. The collective structure of the space may have provided a more comfortable

environment due to the women's sense of agency in managing the space. Also, the

women knew their peers were close by, which may have allowed them to divulge

potentially upsetting information more freely.

The participants in the study were a homogenous group, strengthening the validity

of the results. Participants were close in age (within about 10 years), and most were

within five to 10 years since diagnosis. Their diets were very similar as most lived in the

same area of the city and used the same resources and food banks. All used the same

services and agencies for support.
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CHAPTER VI: CONCLUSIONS

"Things always get betterfor womenwhen people understand them" (G. DeMarchi,

personal communication, March 8, 2007)

1. HIV illness was not a primary goalforfood choice behaviour.

Although the participant inclusion criteria required participants to be HfV-

positive, the role of their disease in their food choices and perception of their health status

rarely came up. Therefore, this was deemed by the researcher to signify that participants

did not make decisions based on their HfV-status, but rather on other extenuating factors

in their lives. This approach holds true to the research objectives of allowing participants

to direct the research

2. The women's goals do not correspond with their health care providers' goals, as

nutr iti o n al r e c omm en d ati on s ar e H I V-fo cus e d.

Participants described how balancing self-care and relationship responsibilities

were the goals of food choice. However, HCPs expectations focussed on a disease-

centred approach. As the recommendations did not match the goals of the women, then

nutrition intervention and counselling was rendered ineffective, and thus was damaging

to the women's sense of selÊefficacy about their ability to satisff their roles and

responsibilities.

3. A harm reduction approach to nutritional counselling and support would be ffictive

for this population.

The strengths-based perspective revealed the goals of women's food choice

behaviour, coping strategies, and demonstrated the knowledge and empowered actions of

the participants. The harm reduction approach maximizes these factors, builds on existing
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strengths, and encourages engagement and active participation in health promotion. The

harm reduction approach would resolve the issue of goals of women with HIV

contrasting with those of their care providers.

4. The weahtess is not in this population, or the motivations behind the choices that they

make. The weahtess is in the system and the victimization of them.

ln the context of the vr'omen's lives, it appeared that this group lived day-by-day,

and took whatever preventive or proactive precautions they could when their situation

and health and coping level permitted in order to deal with the survival crises they faced.

The strengths perspective focuses on the empowennent, resilience and membership of an

oppressed population. This population has been'þatholog-ized" and "client-ized" for

much of their lives, and due to the phenomenon of the cycle of poverty, for multiple

generations: nobody wants to be an eternal client, bounced around from support agency

to support agency (4. Livingston, personal communication, May 5, 2007). A sense of

agency is crucial to maintaining selÊeffrcacy, and participatory action research (PAR)

with the goal of identifying and acting on effective practices can nurfure and strengthen

this positive effect.

Future research

In order to establish meaningful harm reduction strategies, a PAR approach would

be beneficial in the development of techniques for nutritional counselling and support

(Ruefli & Rogers, 2004). PAR methodologies have been successfully employed in a wide

variety of health research: pathways to care, determinants of health, community health

development, development of community-based health interventions, community-based

health services evaluation, primary health services and policy reform. Individuals or
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groups most affected by the PAR topic that is studied (in this case, women living with

HIV who are food insecure) play an active role in setting the agenda of the inquiry,

including identification of the research question. Participants are involved in the data

collection and analysis, and participants have a voice in guiding the research process and

determining the use of the research results. PAR strategies must go beyond mere

"involvement" of those whose experiences are being researched to allow for their

adequate agency in knowledge synthesis and translation (Salmon et a1., 2007). A true

PAR approach shapes a participatory project so that the questions we ask strategically aid

a group to move forward in challenging the oppressor b changing a policy or getting

financial support for a needed project, thus responding ethically to the "datt'

encountered; while a traditional approach requires the researcher to be a 'nzutral

obsewer', which is analogous to standing with the oppressor (4. Livingston, personal

communication, May 5, 2007).

Harm reduction initiatives ensure culfirally appropriate measures and outcomes,

increases validity and reliability of the data generated and utility of the results because of

the community is both an active partner and stakeholder in the research. Dietitians of

Canada's Position Paper on food security calls for reflexivity in practice; recognizing

social positions of the dietitian and the client are likely very different and respect for the

client's knowledge, experience and circumstances is essential to achieving healthy

outcomes and an effective working relationship (Dietitians of Canada, 2005). 
'Women

with HIV often feel that professionals do not understand the issues they are facing, and

believe that other women with HIV would be a better source of support (Metcalfe et al.,

1998). This perspective supports the possibility for future research on the use of peers for
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nutrition support for this population. By addressing the importance of collective approach

to food choice behaviour, one could examine the efficacy of user-operated community

kitchens for individuals experiencing food insecurity or peer educators and advocates for

nutrition support and outreach. A post-colonial perspective would be useful to

accommodate for the representation of Aboriginal women, and adoption of a bicultural

approach to data collection and analysis would strengthen cultural relevance of the data

collected.

Based on the models of empowerment and women-centred caÍe, a woman's

knowledge and selÊefficacy are what drive her health care choices and health care-

seeking behaviour. Using a harm reduction approach, HCPs can help guide clients by

making connections among complex attitudes, behaviours, and the changes that clients

wish to make. The FCM demonstrated its usefulness for this process by successfully

portraying of the world of the food insecure participant, and facilitating goal-setting and

decision-making behaviours. 
'Women living with HIV often face multiple barriers. For

the women in this study, living in the food insecure household and affected by chronic

disease, the most appropriate food choice was based on the best balance of the goals of

selÊcare and wellness responsibilities, and relationship roles. Relative contextual factors

impacted their belief in their ability to make food choices that would satisff their roles

and responsibilities. Participants described exceptional coping mechanisms, experience,

and knowledge to overcome challenges of food insecurity and behind every food choice

was the strength and resilience of the women.
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Faculty of Human Ecology
Department of Human Nutritional Sciences
University of Manitoba

Study Participants Required

I am a graduate student at the University of Manitoba and I am doing a study on food
security, food choice, nutrition and family for low-income HlV-positive women in
Manitoba. I believe that women in this group have unique needs that must be explored
to provide the best health care and support possible.

I am lookingfor 20 women who are willing to take part in a t hour interview. lnterviews
will be by appointment on a one-on-one basis in a location of your choice.

lf you fit these criteria, I'd really appreciate your help:

o Women

HIV-positive
Share food on a regular basr's with friends or family (children,

o Aged 18-50
o
o
partner, extended)

Participants' identities will be kept confidential.

Gontact Kristv Hovak at 293-5196 for more information on how you can
paÉicipate.

A $10 grocery gift certificate will be provided upon completion of the interview.
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Faculty of Human Ecology
Department of Human Nutritional Sciences
University of Manitoba

COI{SEI{T FORM

Research Project Title: Describing women's food choice behaviours and
influences in the HlV-affected, food insecure family.

Researcher: Kristy Hoyak Supervisor: Gustaaf Sevenhuysen

This consent form should give you the basic idea of what the research is about and what
your participation will involve. lf you have questions about this form, please ask.
Please take the time to read this carefully.

This project will explore the food choice behaviour of low-income, H|V-positive women
18 to 45 years of age. Participants will be living with family, and will be users of food
banks or other food programs. Questions will be asked relating to food choice and food
security. Food security means you do not worry about having enough food.

By consenting to this interview today, you will be asked about experiences and concerns
you may have relating to your HlV-positive status, how you choose food for you and your
family, and the availability of food in your home. Your participation involves the
completion of one t hour interview. You may refuse to answer any questions.

Some participants may find the nature of the questions to cause them stress. The
interviewer is trained in crisis intervention and will be available to provide you with
support at all times during the interview. You may stop the interview at any time.

Your answers to questions will be tape-recorded. lf you are not comfortable being
recorded, please inform the interviewer now.

Your identity will be kept confidential. The researcher will follow the rules on
confidentiality held by The University of Manitoba and the Personal Health lnformation
Act (PHIA). Any information about your identity will be destroyed, and no information that
may identify you or your family will be included in the report. The record of your interview
will be identified in a code. At no time will the researcher access medical records. Only
the researcher will have access to taped interviews. The data will be destroyed when the
final report is submitted in December.

Your health care professionals will receive the final report and recommendations. A
pamphlet will be made when the project is over, and will be based on needs defined by
you and the participants. You may request a copy of the report for your own records.

An honorarium of a food voucher will be provided at the end of the interview.

I Over ]
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Your signature on this form indicates that you have understood the information on the
study and agree to participate as a subject. You will not be losing any legal rights by
signing this form. The researcher and the university must follow their legal and
professional responsibilities. You are free to quit the study at any time, and may refuse
to answer any questions. You should feelfree to ask questions at all times during this
study.

Kristy Hoyak, 293-5196, and Gustaaf Sevenhuys en, 47 4-9556.

This research has been approved bythe Joint-Faculty Research Ethics Board. lf you
lrave any concerns or complaints about this project you may contact any of the
above-named persons or the Human Ethics Secretariat at 474-7122, or e-mail
margaret_bowman@umanitoba.ca. A copy of this consent form has been given to
you to keep for your records and reference.

Participant's Signature Date

Researcher Date
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6-Item Short Form of the Current Population Survey Household Food Security Scale
(Blumberg, Bialostosky, Hamilton, & Briefel, 1999)

Instructions: These questions are about the food eaten in your family. People do different
things when they are running out of money for food to make their food or their food
money go further.

1. In the last 12 months, since (date), did you or other adults in your household ever cut
the size of your meals or skip meals because there wasn't enough money for food?

2. IF ANSV/ERED YES: How often did this happen - almost every montlt, some months

but not every month, or only I or 2 months?
3. In the last 12 months, did you ever eat less than you felt you should because there

wasn't enough money to buy food?
4. In the last 12 months, since (date), were you ever hungry but didn't eat because you

couldn't afford enough food?

Instructions: Now I'm going to read you2 statements that people have made about their
food situation. For these statements, please tell me whether the statement was often,
sometimes, or never true for you or the other members of your household in the last 12

months.

The first statement is "The food that [Vwe] bought just didn't last, and [Vwe] didn't
have money to get more." Was that often, sometimes, or never true for you in the last

12 months?
"[Vwe] couldn't afford to eat balanced meals." Was that often, sometimes, or never
true for you in the last i2 months?

Scoring:
o rotar the number "ï,fflit;i;:#:;':;;r, some months

. question 5 & 6: often, sometimes
. 2+ affirmatives indicate food insecurity; 5+ affirmatives indicate hunger.

5.

6.
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Demo graphic Questionnaire

Subj ect Identification Code:
(first 2 letters of mother's maiden name + date of interview)

1. Age: 2. Ethnicity:

3. Country of origin:

5. Residence:

Years in Canada:

(V/innipeg, suburban, rural, other)

(house, renting, other)6. Housing:

7. Occupation:

8. # in household (excluding participant) who share food:
(age, sex, relationship to participant)

1.

9. Income: lm 10. Main source of income:

I 1. Education completed:

2.

-

4.

5.

6.

tlealth Information:

12. # Years since / date of seroconversion (HIV diagnosis):

13. Stage of infection:

14. CD4 count:

i5. Viral load:

(acute, asymptomatic, symptomatic, AIDS)

cells /mm3

16. Meds?
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Appendix E

Food Choice Map interview schedule
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Interview Schedule for the Food Choice Map

Building the FCM:

1. What food do you eat very often? Establish a daily meal pattern.
MeaVsnack labels come from the
respondent.
Identify meals by their structure.

2. When during the day do you eatthat food?

3. What other foods do you usually eat with
this food?

4. How often do you eat these foods? Establish the weekly frequencies of
foods so far on the map.
Begin to identify meal alternatives.

5. What food do you eat on the days that you
do not choose this food?

6. What other foods do you eat very often? Complete the food choice map for all
meals.
Always check for meal alternatives.
Identify the foods that can substitute for
the ones so far on the map.

7. Do you usually eat them at the same

meals?
8. Can you substitute these foods with other

ones at the same meal?

Finding the Social Context:

9. Which of these meals do you eat alone,
with family, or with others?

Find the social contacts and interactions.
Expand to check immediate family
strucfure.
Check how important they are to the
respondent, according to several criteria
ofcloseness.

10. 'What relationship are these people to
you?

11. How often do you eat together?

12. Are there days that breakfast consists of
different foods?

Key items for social structure.

13. Where are you when you eat this meal?

14. Where are you between these meals?

15. Does your schedule ever differ from what
vou iust told me?

16. How do you plan meals?

17. Does anyone other than you plan meals?
'When would this occur?

18. Have you changed the amounts you eat

of anv of these foods over the last year?
Establish what changes in the food
pattern when the respondent's life
changes,
either when changes are not controlled,
or when the respondent is in control.

19. Did you plan to make that change?

20. Can you change back if you wished?
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Establishing Limits and Barriers:

21. Why do you eat this food more often than
that food?

Key item to find barriers to food access.

22.Wlny is this food a substitute for that food? Key item to find cultural barriers.

23. Are there days when you eat at other times
than the meal pattern shown in your map?

Key item for time structure.

Economic Environment:

24.Wbtchof these foods do you buy?

Describe economy of the household.25. Does anybody other than yourself decide
how much to pay for food?

26.Is your food budget a burden in
comparison to other expenses?

27.\Nhen do you spend more than the usual
amount on food? Describe the range of choices the

household has.28. Could you spend less on food than you do

now? How? For how long? IVhy?
29. Which foods are particularly important for

the health of vour family?
Describe the perceptions that link food
with the health of the family.30. In what way?

31. For all family members?

32. ke any of these healtþ foods difficult to
eet? Which ones? Whv?

Describe perceptions of insecurity for
key household functions.

33. Do you wolry about being able to get these

foods tomorrow, or next week?

34. Do you depend on anyone to get these

foods for the family

35. Which foods do you prepare yourself?

Describe perceptions of social support
and community support for household
functioning.

36. Does anybody help you with food
preparation?

37. What other household work do you need

helo with?
38. Can you usually get this kind of help

when you need it?
39. Are there others you go to when you need

this help? Do you help anyone?
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Open ended topics for particÍpant discussÍon:
o Time: Conscious and intuitive allocation.

'Who 
structures the respondent's time or controls the time allocation?

o Effort: Social obligations: are they a benefit or disadvantage?
'Work obligations: are they restrictive or positive?

¡ Money: Identify consumption or fixed goods.

Identify service from others

FCM ethnographic questions:
o Tell me what you think of this tool / this process we've just gone through.
o Have you ever discussed your diet with anyone?

o Who?
o When?
o What did they tell you about your diet?

o What do you think a HCP would tell you if they were looking at this?

o What would you tell a friend about this tool?
o What do you think of the information on here? How does it make you feel?
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Appendix F

Research diary template








