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Abstract

BACKGROUND: Despite associations between obesity and asthma, and obesity and dieting,

there has been little systematic investigation of children's perceptions of heatthful living or

asthma. PURPOSE: To explore how children talk about healthful eating (HE), physical activity

(PA), dieting and asthma. METHODS: In-depth qualitative interviews of 23 boys (1i self-

reported dieters; 11 with asthma) and22 girls (9 self-reported dieters; 11 with asthma) aged 11-

12 purposefully selected from the GREATice study in V/innipe g, Canada. RESULTS:

Overarching themes included: (1) Children emphasized the importance of fun in eating and pA.

HE involved fruitsivegetables, while'Junk" foods represented social activities. (2) Children

were aware of pressures for girls to be thin. This resulted in concerns regarding appearance,

weight-related teasing and an awareness of dieting, which they dichotomized as either good or

bad. (3) Those with asthma described strategies used to normalizetheir lives, such as

minimizing symptom severity.
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Chapter I: Introduction

During the past three decades, both asthma (Schachter, Peat & Salome, 2003; Manfreda,

Becker, Wang, Roos, & Anthonisen, 1993) and childhood obesity (Tremblay,Pêrez,Ardern,

Bryan, &,Katzmarzyk,2005; British Medical Association [BMA], 2005; Banwell, Hinde, Dixon,

& Sibthorp e, 2005; Canadian Institute for Health Information [CIHI], 2006) have increased

three- to fourfold. In Canada, approximately l0o/oto l1%o of children were believed to have

asthma in the late 1990s, an increase from2.5%o in 1978 (Millar & Hill, 1998). Over a similar

period, obesity in Canadian children two to 17 yearsold increased from 3o/o in 1g78-7gto 8% in

2004. The rate of childhood obesity in Manitob a (9%) was slightly higher than the national

average (Shields, 2005).

An association between obesity and asthma was first suggested in the 1990s (Luder,

Melnik, & Di Maio,1998; Huang, Shiao, & Chou, 1999; Shaheen, Steme, Montgomery, &

Azima,1999). Since then, several researchers have suggested that an increase in body mass

index (BMD is associated with asthma in adults (Nystad, Meyer, Nafstad, Tverdal & Engeland,

2004; Luder, Ehrlich, Lou, Melnik, & Kattan,2004; Thomsen, Ulrik, Kyvik, Larsen, Skadhauge,

Steffensen & Backer, 2005) and children (von Kries, Hermann, Grunert & von Mutius, 2001;

Schachter, Peat & Salomg 2003). While the etiology and physiological effects of asthma

(Holgate, 2003; Boulet, Becker, Bérubé, Beveridge & Emst, 1999; Global lnitiative for Asthma

[GINA],2005) and obesity (Dietz,1995; Janssen,Katzmarzyk, Boyce, King & Pickett, 2004;

Banwell, Hinde, Dixon et a1.,2005) have been extensively investigated, it is still unclear if there

is a causal relationship between these two conditions or if the increases in both childhood obesity

and asthma in the past 30 years are simply coincidental (Pianosi & Davis, 2004; Vignolo,

Silvestri, Parodi, Pistorio, Battistini, Rossi, et aL.,2005; Wickens, Barry, Friezema, Rhodius,
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Bone, Purdie, et a1.,2005).

Before puberty, males have a higher prevalence of asthma than females (Manfreda,

Becker, 'Wang, et aI.,1993). However, beginning in adolescence and continuing through

adulthood, females have a much greater prevalence of asthma than males (Manfreda, Becker,

'Wang, et a1.,1993; Nicolai, Pereszlenyiova-Bliznakova, Illi, Reinhardt & von Mutius, 2003).

This gender shift results, at least in part, from higher levels of body fat (von Kries, Hermann,

Grunert & von Mutius, 200I) and obesity in females (Bibi, Shoseyov, Feigenbaum, Genis,

Friger, Peled et al., 2004; Gilliland, Berhane, Islam, McConnell, Gauderman, Gilliland et al,

2003; Gold, Damokosh, Dockery, Berkley, 2003; Krg, Brown, Diba, Thorpe, Muñoz, Marks et

a1.,2005), as well as sex hormone-related events (Osman, 2003).

Concurrent with the rise of childhood obesity, several reports from the United States and

Europe suggested 22-45% of pre-adolescent girls and 75-20% of pre-adolescent boys have

dieted or were currently dieting, with the higher end of the range being reported by American

children (Edmunds & Hill, 1999; McVey, Tweed & Blackmore,2004; Roberts, Maxwell,

Bagnall & Bilton 2001; Jones, Bennett, Olmsted, Lawson & Rodin, 2001; Field, Austin, Taylor,

Malspeis, Rosner, Rockett et a1., 2003; Neumark-Sztainer & Hannan, 2000). Not surprisingly,

more heavier children often reported dieting (Neumark-Sztainer, Jeffrey & French, 1997; Spear,

2006; Muris, Meesters, van de Blom & Mayer, 2005). Ironically, those who reported light to

moderate dieting ended up heavier than those who did not report dieting, even after controlling

for initial body weight (Stice, 1998).

ln Canada, nearly 30o/o of pre-adolescent and young adolescent females reported dieting

(McVey, Tweed & Blackmore,2}}4; Brewerton, Hodges & Jarrell, 1993). This included

unhealthy dieting behaviours, which have been reported in females as young as 10 years old
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(McVey, Tweed & Blackmore,2004). Few researchers have looked at the prevalence of dieting

among Canadian boys between the ages of 10-14 years, although British researchers reported

that significantly more girls dieted than boys: 20Yo versus 8olo, respectively (Edmunds & Hill,

1999). Girls generally dieted more often than boys (Edmunds & Hill, 1999; Muris, Meesters,

van de Blom et a1.,,2005). Boys have usually focused on becoming more muscular, while girls

focused on being thinner (Ricciardelli & McCabe,200t; Muris, Meesters, van de Blom et al,

2005). Weight issues and weight preoccupation have been increasingly reported among boys

(Borresen & Rosenvinge, 2003).

In spite of the associations between obesity and asthma, and obesity and dieting, there is

a major gap in the literature regarding how children perceive dieting and the related concepts of

healthful eating and physical activity. And while a limited number of studies have identified

that weight loss, either by lifestyle changes (Stenius-Aarniala, Poussa, Kvarnstrom, Gronlund,

Ylikahri & Mustajoki, 2000; Johnson, Summer, Cutler, Martin, Hyun, Dixit et a1.,2007; Aaron,

Fergusson, Dent, Chen, Vandemheen & Dales ,2004) or bariatric surgery (Peluso & Vanek,

2007; Parikh, Duncombe & Fielding,2006; Simard, Turcotte, Marceau, Biron, Hould, Lebel et

aI.,2004; Spivak, Hewitt, Onn & Halî,2004) is beneficial in asthma morbidity, only one of these

studies focused on people's perspectives of the impact of dieting and weight loss on their asthma

or quality of life more generally (Johnson, Summer, Cutler et aL,2007).

A limited number of qualitative studies have explored how young people perceive living

with asthma. It has been found that children often dichotomized their days as good or bad

(Callery, Milnes, Verduyn & Couriel, 2003). Good days were when children felt "normal... like

other people" and were able to be physically active, while on "bad" days, children believed their

asthma was visible to others, and thus interfered with scheduled activities (Callery, Milnes,
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Verdul'tt, et a1.,2003, p. 188). Others have repofed that children with asthma attempted to

normalize their lives, such that they portray themselves much like other children. While this is

not meant to suggest that children are unaffected by asthma, these children are generally able to

integrate fully into their familial and social worlds (Adams, Pill & Jones, 1997; Prout, Hayes &

Gelder, 1999; Knight, 2005).

One of the aims of Gender Related Evolution of Asthma Team: Interdisciplinary

Capacíty Enhancement (GREATice) is to investigate the sociological factors involved in the

development of obesity in adolescent females that may impact the development of asthma at

puberty and beyond and to allow for knowledge translation of potentially modifiable sociological

factors. The study presented in this thesis was conducted as part of GREATice's Study of

Adolescent Females, Obesity, and Asthma: An Inflammatory State, with Dr. Allan Becker as

principal investigator.

To date, researchers have focused largely on adolescents. Studying the interaction of

socio-environmental and cultural factors is important given the association between asthma and

obesity. By focusing on children's perceptions of lifestyle, weight and asthma, we may better

understand how these issues are relevant in the lives of pre-adolescents. Efforts to cope with

these conditions may lead to inappropriate behaviours, which researchers speculate may continue

into adulthood (Bibi, Shoseyov, Feigenbaum , et a1.,2004;Dietz,l998). An understanding of

children's perceptions about dieting, healthy eating and physical activity may assist in tailoring

prevention programs to needs and interests. Further, this understanding may be beneficial in

helping parents, educators and health care professionals understand these issues. Such findings

may also be beneficial for knowledge translation, and policy and program development targeting

lifestyle issues faced by younger children.
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The outcomes of this study are how children talk about healthful eating and physical

activity, and the related topics of weight and dieting. A secondary objective was to identify how

children talk about living and coping with asthma.

The research questions of this thesis project were:

What do 'healthful eating' and 'physical activity' mean to children Il-12 years old?

How do children perceive weight and dieting?

What are the similarities and differences between boys' and girls' perceptions of weight

and dieting?

4. How do children with asthma perceive living and coping with their disease?

The next chapter more fully outlines the research design and considerations, and

describes the participants. The results of this study are presented as a series of three.essays,

found in chapters three to five. Each chapter is composed of an introductory section which

provides background information to each specific research objective, and a results section in

which research findings are presented in the form of a publishable paper. Each of the three

manuscripts has been organized around the research objectives of this study. To promote

cohesiveness and flow, the abstracts of each essay have not been included herein. For all three

manuscripts, qualitative methods were used to better identify how children talk about the

research topics. The first essay focuses on how children talk about healthful eating and physical

activity. The second manuscript is a report on children's perceptions about weight, the effects o.f

weighrrelated pressures and dieting. Manuscript three is an examination of how children with

asthma live and cope with their disease. Finally, chapter six is a discussion section that provides

a sunmary of the entire study, considers the study's limitations and strengths and outlines calls

1.

2.

J.
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for future research. Tables and figures are found atthe end of every chapter and are presented in

the order in which they are referred to in the text.
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Chapter II: Research Design and Methods

This is a qualitative study based on in-depth interviews with 1 l-I2 year old children.

Letters of introduction (Appendix A) were mailed to potential participants' families two to three

weeks prior to initial telephone contact. Interviews followed a standard procedure, discussed in

the section,Implementation. lnformation about the study, which was contained in both the

parental consent (Appendix B) and child assent forms (Appendix C) was reviewed with each

participant prior to the respective parties signing the consent and assent forms. Background

information on the child's current health status was obtained from the parent(s) (Appendix D).

Following this, the interviews were conducted (Appendix E).

Oualitative Methods

Qualitative researchers are interested in peoples' assigned meanings to life events. As

such, qualitative methods are a means by which to better understand how people perceive

phenomena from their own frames of reference. The qualitative researcher's aim is to

experience reality as others experience it (Taylor & Bogdan, 1998). In order for qualitative

researchers to appreciate and understand how others perceive a topic of interest, they "must

attempt to suspend, or set aside, their own perspectives" to better appreciate the perspectives of

others (Taylor & Bogdan, 1998, p. 7). Qualitative researchers are interested in how people think

and act in their daily lives, acknowledging that all perspectives are noteworthy and that

something can be learned in all settings and from all individuals. In order to better understand

how people think and act, qualitative work seeks to be naturalistic. Researchers attempt to

understand their subjects' understandings of a particular phenomenon in a minimally intrusive or
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unobtrusive manner (Taylor & Bogdan, 1998). One way this is achieved is through in-depth

interviewing.

lnterviews provide an opportunity to examine meaning (Dunn, 2005) as to how different

people experience the same social world (Frank, 2000). In-depth interviews provide a means by

which to take an individual's experiences and piace them into a wider context (Kaufert &

Locker, 1990). Interviews are modelled after normal conversation rather than a formal question

and answer period. This is done for two purposes: (1) to facilitate interaction between the

interviewee and the researcher, and (2) to provide the researcher with a better understanding of

the topic from the participant's perspective (Taylor & Bogdan, 1998). Through interviews, the

researcher can explore meaning and experience. This is often difficult to do through quantitative

methods, such as close-ended surveys (Frank, 2000). As well, narratives can provide a holistic

dimension to health care if the focus is taken from the illness and transferred to the child, his or

her thoughts and experiences and total well-being (Bury, 2001).

People's health is influenced by social and cultural factors (Young, 2005) including their

perceptions about health, body weight and physical activity. Such topics cannot be readily

quantified, and thus qualitative interviews provide an "interpretive and naturalistic" method to

better understand these phenomena (Young, 2005,p.239).

Research Ouestions

1. What do 'healthful eating' and 'physical activity' mean to children 11-12 years old?

2. How do children perceive weight and dieting?

3. What are the similarities and differences between boys' and girls' perceptions of weight

and dieting?
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4. How do children with asthma perceive living and coping with their disease?

Instrumentation and Analysis

In-Depth Interviews (þpendix E)

Data were collected via in-depth interviews, using a semi-structured topical interview

format. Since the goal of this research was to understand the meaning of healthful eating,

physical activity, weight, dieting and living with asthma to children and how this meaning varied

based on individual experiences, qualitative in-depth interviews were the most promising and

appropriate method.

All participants were asked questions relating to healthful eating, physical activity,

weight and dieting. Some of the questions relating to children's perceptions of living with

asthma were adapted from an external source (Petersen, Schmidt, Power, Bullinger &

DISABKIDS Group, 2005), while other questions were developed by my advisory committee

and myself.

The primary purpose of the interviews was to have children share their views on healthful

eating, physical activity, and the related concepts of weight and dieting. A secondary objective

was to have children communicate how they live and cope with asthma. This thesis focuses on

the significance of healthful eating, weight, dieting and living with asthma to the participating

children, and their analyses of and responses to factors influencing attitudes relating to these

topics.

Early in the interview, children were asked what healthful eating and physical activity

meant to them, to evaluate these topics in terms of perceived facilitators and barriers, and to

compare which of these two healthful lifestyle practices was easier. Subsequent to these topics,
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children were asked about their thoughts on weight and dieting, including if they thought weight

was a greater issue for boys or for girls. Data were evaluated for richness and depth throughout

the collection period. Some of the initial interviews were short (15-20 minutes). Thus, four

collages relating to the research questions were introduced partway though the interview process.

These collages were shown to 10 girls and 13 boys. Collage One depicted boys and Collage

Two depicted girls; both of these collages included images of people with different body types.

Collage Three featured people involved in various activities, including watching television,

playing videogames, reading, playing guitar, snowboarding and playing hockey and volleyball.

The fourth collage was pictures of different foods; these included fruits and vegetables, milk,

cookies, chocolate, potato chips and pizza. Children were asked to describe each of the collages

and discuss any similarities and/ or differences between the images featured in each of the four

collages.

Children with asthma also were asked a series of questions regarding how asthma

impacted their lives, how they felt as a result of having asthma, and how they would explain

asthma to their friends. These questions were not asked to children without asthma.

During all interviews, questions were asked to clarify children's comments; this is a

common procedure in qualitative interviews.

Standard background information was not collected at the time of the interviews as this

information had been collected one to two years previously when children were seen for an

earlier segment of the GREATice study. Family socio-economic status has been associated with

health status (Chen, Martin & Matthews, 2006). Parents were asked about the highest level of

education that they had attained (high school, university, community college or other post-

secondary training). They were also asked to report total gross family income, in $10000
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increments. Both parental education and family income are commonly used proxy measures for

family socio-economic status in North America (Oakes & Rossi, 2003).

Analvsis

Analysis of data was on-going in the months during which the interviews were

conducted. Emerging concepts were noted immediately following each interview. The

interviews were first coded line-by-line, using NVivo (QSR International Pty Ltd, 2006). This

qualitative software program was also used to search, find and retrieve text, as well as conduct

key word, phrase and node searches. Nodes have been described as a "container" for categories

and codes used in NVivo (Richards, 2000,p. I2), examples of which can be found in Appendices

F-H. They are a filing system for categories, people, concepts or ideas relevant to a particular

project. Nodes may be organized independent of each other or arranged hierarchically

(Richards, 2000).

Data analysis involved organizing data, generating categories or nodes, themes and

patterns; looking for overarching themes whilst considering altemative explanations; and finally,

writing the manuscripts. Significant findings were determined as per Patton's (2002) four

suggestions: (1) consistency and coherency of the evidence that support findings, (2) the extent

to which the findings increase and broaden understanding of the phenomena being examined, (3)

consistency of findings with other studies, and (4) usefulness of the findings for an intended

purpose.

Data from the interview transcripts were coded primarily by me. However, this coding

was reviewed by my advisory committee to increase the validity of my coding. While this does

not guarantee a unanimousiy supported single picture, it does allow for researchers to investigate
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and understand why such differences appear (Patton, 2002).

This thesis attempts to describe children's perspectives. Quotations were chosen to

represent the frequency and strength of the topics discussed. All participants are referred to by a

name; these are pseudonyms. Children were assigned a gender-specific code name from A to Z

based on the order in which they were interviewed. To enhance readability, long pauses, false

starts and ums and ahs have been removed from the quotes. However, frequent word repetition,

and the use of expressions such as "like" and "you know" have been retained in children's quotes

as they serve to contextualize how these children express themselves.

Ethical Considerations

This study received ethical approval from the University of Manitoba Health Research

Ethics Board (Appendix I). Participating children were Il to 12 years old. As they are a

vulnerable population and are unable to give informed consent (Edwards & McNamee,2005),

both parental consent and child assent were obtained for this study. The child's assent indicated

thathelshe had agreed to participate in this study, whereas parental consent is a legal

authonzation (Miller, Drotar & Kodish, 2004). Both the child and the parent(s) were given the

option to cease participation in this study at any time, without providing any reasons as to why

they wanted to quit.

I did not guarantee absolute confidentiality about what is discussed during the interview

due to legal obligations of having to report alleged child abuse or selÊharm of any form,

including suspected eating disorders.

This research project did not provide any benefit to the child or parents, or ameliorate a

child's asthma. However, there was a low risk standard associated with this project, as defined
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by the Council for International Organizations of Medical Sciences (Tri Council Policy, 2006).

The questions with the greatest potential to cause some distress to the child related to

sensitivity around dieting, and for those children with asthma, physical activity limitations they

attribute to their asthma. However, each child was told thathelshe could refuse to answer any or

all questions during the interview. None of these questions caused any child any visible stress,

and no child asked to skip a question due to apparent distress.

No gifts were provided for participating in this interview. Parents who brought their

child to the Allergy Lab for the interview were reimbursed for parking costs.

Population and Sample

This study is a substudy of GREATice, a longitudinal multi-disciplinary study funded by

Canadian lnstitutes of Health Research (CIHR), AllerGen: The Allergy, Genes and Environment

Network of Centres of Excellence, and Manitoba lnstitute of Child Health (MICH). Seven

hundred twenty three children bom in 1995 were enrolled in the overarching study, of whom 314

live in V/innipeg, the site of the study. Of these children, 175 (55.7%) were boys and 139

(44.3%) were girls. The population of interest to this study was 1I-12 year old children. A

stratified purposeful sample enabled me to speak with the identified subgroup of children with

asthma (Rice &.Ezzy, 1999). Interviews were conducted with 23 boys (11 who had selÊreported

dieting; 11 with asthma) and23 girls (9 who had self-reported dieting; 11 with asthma).

Selection criteria included Winnipeg residency, completion of a child diet questioruraire and

asthma assessment by a pediatric allergist. The goal was to have a sample of children of whom

approximately half had self-reported dieting and/ or had been positively assessed as having

asthma. These last two criteria were not mutually exclusive. Grade six children were selected
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because this was the age of the children enrolled in GREATice and currently residing in

V/innipeg; in this sense, the study population was based on a convenience sample.

Fifty families were initially approached. Two families declined to let their children be

interviewed upon initial telephone contact, two other families scheduled interviews but later

declined due to extenuating family circumstances, and one child declined to be interviewed after

his mother had signed the consent form. The final sample size was 45 children (Figure 2.1).

This constitutes a response raß of 90Yo of the eligible sample.

Inclusion Criteria

i. Completion of Dieting History Question

1n2003-2004, children who participated in the Study of Allergy, Genes and the

Environment (SAGE) completed a Child Diet questionnaire. One of the questions to which they

responded was, "In the last year, have you dieted to lose weight?" Half of the children

interviewed were selected based on selÊreported dieting for weight loss. Hence, some self-

reported non-dieters may have experimented with various methods of weight loss during this

time frame.

ii. Pediatric Allergist Assessment for Asthma

One inclusion criteria was having been assessed for asthma by a pediatric allergist in

2003-2004. Half of the children interviewed were to have been assessed as having asthma.

Further details of this assessment can be found in Appendix J.

As asthma status was assessed in 2003, parents confirmed a continued presence of

asthma by a positive reply to the International Study of Allergies and Asthma in Childhood
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(ISAAC) question on a history of wheeze or whistling in the 12 months prior to the interview

(Appendix D) (Jenkins, Clarke, Carlin, Roberson, Hopper, Dalton, et al., 1996). ISAAC was

designed to describe the prevalence and severity of asthma and allergies in a way to allow for

comparisons within and between countries. It also establishes a framework for research into

factors believed to be implicated in the etiology of asthma and allergies, including lifestyle and

environment (Asher, Keil, Anderson, Beasley, Crane, }rlafünez, et a1.,1995). The ISAAC

question has been validated as a measure to determine asthma symptoms in the previous 12

months for Canadian children (Jenkins, Clarke, Carlin, et al., 1996) with a sensitivity of 85% and

a specificity of 8lo/o (Habbick, Pizzichini, Taylor, Rennie, Senthilselvan & Sears,1999).

Children were considered as having asthma at the time of the interview if their parents responded

affirmatively to the question, "Has your child had whistling or wheezing in the chest in the last

12 months?" (Dr. Allan Becker, pediatric allergist, personal communication, September 11,

2006). One boy was reported to no longer have asthma, and was subsequently excluded from the

analysis specific to asthma.

Children with minor environmental allergies such as dust or pollen were eligible for

inclusion in the study. Children with life{hreatening allergies were excluded from the category

of children without asthma, as well as children with other chronic diseases, such as diabetes, or

who were currently taking Ritalin, due to potential confounding circumstances that may have

biased their answers during the interview. This information was obtained through a parental

questionnaire administered once parental consent and child assent had been obtained (Appendix

D).
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Implementation

The research for this project was conducted at the participants' homes or in the Allergy

Lab at 505 John Buhler Research Centre ("the Allergy Lab"). All children had been previously

involved in GREATice, and its predecessor, SAGE. (Greater detail about this project can be

found in Appendix K). Parents of these children had previously agreed to be contacted regarding

follow-up studies, such as this project.

Parents were mailed a contact letter two to three weeks prior to a tentative interview.

(Please refer to Appendix A for this letter). I called the parent(s) of the prospective interview

participants to request parental consent and to ask if the child will assent to the interview. Only I

requested parental consent; the primary care clinician did not assume this role. (See Appendices

B and C for the consent and assent forms, respectively.) Pending this verbal approval, I either

mailed them an additional information letter and two copies of the consent and assent forms, or

scheduled an interview, whichever the parent(s) preferred.

Few difficulties were encountered during the contact process. Repeated contact efforts

were necessary with only one family; this family later withdrew from the study. Following

initial telephone contact, subsequent communication with some families was via email. Two

families had moved since their last study visit in 2003-2004; these families provided their new

addresses, where interviews then occurred.

All interview appointments were arranged based on the families' schedules. Most

interviews took place after school hours, during winter break or during an in-service day from

school. One interview took place in the moming at the Allergy Lab on a school day; the mother

had taken her child out of class so the child could participate in this study.

Although a wide range of socio-economic statuses and ethnicities were represented, this
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population is predominantly from upper-middle to high income, Caucasian families, headed by

university-educated parents. A demographic profile of the children is summarizedinTable2.l.

Al1 children were born in Manitoba in 1995. All but two were 11 years old at the time of the

interviews, while two children had tumed 12 years old between 01 January 2007 and the date of

the interview. Eleven boys and 9 girls had self-reported dieting to lose weight in the past 12

months, based on an affirmative response to self-reported dieting for weight loss. Twelve girls

and 12 boys in the overall sample had asthma. The interviews with one girl with asthma and one

boy with asthma were not usable. This resulted in a final sample size of 11 boys with asthma

and 11 girls with asthma.

It was originally intended to compare answers between dieters and non-dieters.

However, this was not possible as questionnaires were completed two to three years prior to the

interviews. As such, dieting status may have changed.

The first several interviews were pilot studies to ensure the questions being asked were

readily understood and that children were able to answer them in enough detail to warrant data

analysis. No major changes resulted from these pilot interviews. Minor changes related to

vocabulary were made. For example, one pilot question involved the use of the term, 'media.'

As participating children were not familiar with this word, the phrase, 'TV, books and

magazines,' or variations of this phrase were subsequently used. Transcripts from the pilot

interviews were reviewed by my co-advisor, Dr. Gail Marchessault, a qualitative researcher, to

identify if I had inadvertently asked leading questions.

Interviews were held at the participants' homes (n:37) or in the Allergy Lab (n:8).

When first meeting the child and his/ her parents, I introduced myself as a student researcher

from the University of Manitoba, stated what I intended to do with the data collected from the
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interview (dissemination, knowledge translation and publication). I then reviewed the consent

and assent forms with the parent and child, and collected one copy of the signed consent and

assent forms (Appendices B and C, respectively). The parent kept the second copy of each of the

forms.

Parents were told that I would like to speak to their child privately to ensure the child's

comfort level in discussing potentially personal topics. However, I left any doors open and

invited parents to check on their child at any time during the interview process. If either the

parents or the child was uncomfortable with this, the parents were invited to remain in the room

during the interview. Eleven boys and 11 girls wanted their parent(s) present during the entire

interview.

Interviews were conducted with the child sitting next to me or across from me, either at a

table or on the floor, based on the child's preference. I explained to the child that my questions

were about what he or she thought, and reinforced that there were no "right" or "wrong"

answers. I engaged in a füendly conversation with the child, as this facilitates the establishment

of rapport (Holmes, 1998).

All children agreed, and all parents consented to the interviews being audio-recorded on a

dictaphone; these recordings were subsequently transcribed by myself or a professional

transcriptionist contracted for this study. If a child did not understand a question in the manner

in which I had worded it, I phrased it in several different ways. I attempted to avoid leading

questions (Holmes, 1998).

Interviews averaged nearly 27 minutes (range 15-60 minutes) in duration. The interviews

were preceded by informal discussions and followed by a relaxed review. These times provided

the parents and/or child to further discuss any topics of interest.
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A summary of the findings of the study was sent to all families who had expressed

interest in receiving one (Appendix L).

This study would not have been possible without the families' previous participation in

SAGE and GREATice. Working as a student researcher through a project in which the families

were already involved greatly facilitated recruitment, enrolment and promotion of trust. Families

were very receptive to being interviewed after school, on weekends or during school break.

Many parents noted that they also appreciated that the interviews were conducted in their own

homes. This was not due to an unfamiliarity or discomfort with the Allergy Lab. Rather, nearly

all of these children were involved in a variety of extra-curricular activities. Thus, being

interviewed in their own homes saved them travel time to the Allergy Lab.

In summary, this is a sample of ll-12 year old children predominantly from upper-

middle to high income families of Caucasian ethnicity who had been involved in other related

research projects since 2002. Eleven boys and 9 girls had selÊreported dieting for weight loss,

and 11 boys and 11 girls had been assessed as having asthma.
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Figure 2.1. Sample Selection Process

Study Participants
2002:

723 Children enrolled in SAGE

1 1 reported
dieting to lose

weight in 2003-4b

uFive families refused to participate in this study: Two families refused upon initial telephone

contact. Two families withdrew after having scheduled interviews due to family circumstances.

One child refused to participate after the child's mother had signed the consent form.

bNumber of children who had self-reported dieting to lose weight in2003-2004. Although a

selection criterion, no attempts were made to distinguish between non-dieters' and dieters'

discussions of dieting or weight.
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Table 2.1. Description of Participants

Boys (n:23)

S elÊReported Dieting (2003 - 4)

Asthma

Dieting and Asthma

Girls (n:22)

S elf-Reported Dieting (2003 - 4)

Asthma

Dieting and Asthma

Ethnicity (n:a5)

Caucasian

Non-Caucasian

10000-29999

30000-49999

s0000-79999

80000 or more

Highest Level of Parental Education (n:38)

No High School Diploma

High School Diploma

Post-Secondary I University

11

11

7

9

11

4

39

6

Household Income Levels (Canadian Dollars) (n:36)

5

10

18

I

2

35
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Chapter III: The Element of "Fun" in Boys' and Girls' Food and Activity Choices

One of the goals of the GREATice study is to better understand the factors affecting the

development of childhood obesity. This chapter focuses on understanding how children think

about nutrition, and more generally food, as well as physical activity.

Introduction

The World Health Organization [WHO] (2000) has described childhood obesity as an

international epidemic. While once believed to be only a concem in industrialized countries,

childhood overweight and obesity have increased dramatically in recent years in both developed

(Saldiva, Escuder, Venâncio & Benicio, 1994; Sakamoto, Wansom, Tontisirin & Marui,200l;

Moayeri, Bidad, Aghamohammadi, Rabbani, Anari, Nazemi, Gholami, et al., 2006) and

developing nations (Strauss & Pollack, 2001;Huerta, Gdalevich, Haviv, Bibi, & Scharf, 2006;

Shields, 2005). Childhood obesity is associated with many health consequences. Examples of

comorbid conditions include type 2 diabetes mellitus, once considered an adult disease (Haines,

Wan, Lynn, Barrett & Shield, 2007); depression; hyperlipidemia; hypertension,

hyperinsulimemia (Lucas, 200$; and asthma (Luder, Melnik & Di Maio, 1998; Huang, Shiao &

Chou, 1999; Luder, Melnik & DiMaio, 2004; von Kries, Hermann, Grunert et a1., 200I;

Schachter, Peat & Salome, 2003). Further, childhood obesity may result in social stigmatization

(Latner & Stunkard , 2003) as well as adult-onset chronic diseases (Dietz, 1998).

The lnternational Obesity Task Force (n.d.) recommends the BMI cut-offs for childhood

overweight and obesity as described by Cole and colleagues (2000). In Canada, the prevalence

of obesity in l2-I7 years old tripled fuom 3%o to 9Yo between 197819 and 2004, while the
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prevalence of combined overweight / obesity doubled during the same time period, from l4Yoto

29% (Shields, 2005). Provincial level data from2004 suggest that the prevalence of childhood

overweight/obesity in Manitoba(3I%) was significantly higher than the national average (26%)

(Shields,2004).

Sound nutrition and physical activity are two pillars of healthful lifestyles are believed to

be effective in preventing obesity. Like other industnalized countries, Canadahas developed

nutrition (Health Canada, 2007) and physical activity (Public Health Agency of Canada [PHAC],

2002a; PHAC 2002b) guidelines to promote healthful living and curtail the increasing prevalence

of obesity. Yet, much less is known about how young people perceive healthful eating and

physical activity. However, without understanding how children think about physical activity

and healthful eating, programs and policies may not be as effective as possible. The following

section is a summary of previous qualitative literature about children's perceptions of healthful

eating and physical activity.

Bovs' and Girls' Perceptions of Healthful Eatins and Physical Activitli

School-aged children are familiar with the concept of healthful eating. Children in

primary school reported healthy eating as being important for health maintenance and as

providing micronutrients essential for health (Edwards & Harfwell,2002). They defined

healthful eating as a balanced diet, and high fruit and vegetable consumption. They contrasted

this with high-fat, high-sugar foods, including sweets and high fat savoury items (Edwards &

Hartwell,2002).

Knowledge about healthful eating was principally learned at school, from female family

members, and to a lesser extent, the media (Edwards & Hartwell ,2002; Borra, Kell¡ Shirreffs,
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Neville & Geiger, 2003). Yet, children in kindergarten through grade six reported actual food

choice to be dependent on taste, visual appearance, familiarity and peer influence (Burgess-

Champoux, Marquart, Vickers & Reicks, 2006). Further, children in grades two and five spoke

of the temptation and the availability of high-fat, high-sugar foods as notable barriers to healthful

eating (Hesketh, Waters, Green, Salmon & V/illiams, 2005). This raised the idea of

"contradiction between knowledge and behaviour" (Hesketh, Waters, Green, et al., 2005,p.22),

suggesting that while children understand the concepts and the necessity of healthful eating, they

may not consistently make nutritionally-sound choices. This contradiction was also noted in

children's perceptions of physical activity and sedentary behaviours.

Children between eight and 15 years old have reported that physical activity was fun or

enjoyable (Taylor, Yancey, Leslie, Murray, Cummings, Sharkey, et al., 1999; Thompson )

Baranowski, Cullen, Rittenberry, Baranowski, Taylor, et a1.,2003) and was necessary for good

health (Borra, Kelly, Shirrefß, et al., 2003). Younger children (in grades fwo and five) spoke of

requiring proper equipment and a safe environment to facilitate physical activity. These same

children had broader opinions about sedentary behaviours. Many children reported that playing

on the computer was not healthful. In contrast, children talked of sedentary activities during

which they learned as "brain healthy" activities (Hesketh, 'Waters, 
Green, et a1., 2005,p. 2). This

included all forms of school work and reading, and certain computer games (Hesketh, 'Waters,

Green, et al., 2005).

While American children aged 11-12 recognizedthat healthful eating and physical

activity were essential for health, a general lack of interest in these topics was a coÍtmon barrier

to a healthful lifestyle (Borra, Kelly, Shirrefß, et a1.,2003). These authors suggested that this

may have been partly attributable to children's negative perceptions of the term, 'healthful,'
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rurely thinking about the concept of health or not recognizing the immediate- or long-term

benefits of good health (Borra, Kelly, Shirreffs, et al., 2003). And, while some 12- 1 5 year old

Dutch adolescents reported concerned with their eating habits and the associated effects on

appearance, fitness and weight, few actually incorporated both sound nutrition and physical

activity (van Exel, de Graaf, & Brouwer,2006).

Children and adolescents reported generally being unconcemed about their future health

(van Exel, de Graaf et a1.,2006; Borra, Kelly, Shinefß, et aL,2003). Therefore, having a better

understanding about how children think about healthful eating and physical activity may be

beneficial in encouraging positive lifestyle habits. These concepts were considered as part of

this thesis, the results of which will be next reported.
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INTRODUCTION

The World Health Organization (2000) has described childhood obesity as an

international epidemic. In Canada, the prevalence of childhood overweight and obesity have

increased dramatically in the past three decades (Shields, 2005). Like many other industnalized

countries, Canadahas developed nutrition (Health Canada, 2007) and physical activity (Public

Health Agency of Canada [PHAC], 2002a; PHAC 2002b) guidelines. Yet,91o/o of Canadian

children and youth do not meet the recommended 90 minutes of daily moderate to vigorous

physical activity (Canadian Fitness Lifestyle Research Institute, 2007).

A healthful lifestyle may be effective in preventing or combating obesity, in both children

(Sabin, Ford, Hunt, Jamal, Crowne, & Shield, 2007) and adults (Klem, 2000). Associations have

been identified between high fruit, vegetable and juice consumption and physical activity, while

increased high-fat and high-sugar foods and sweet beverages were associated with greater

sedentary behaviours amongst I2-year-old children (Platat, Perrin, Oujaa, Wagner, Haan,

Schlienger & Simon, 2006). This suggests that nutrition and activity behaviours likely occur in

parallel.

Independent of weight loss, all children are likely to benefit from programs focused on

healthful eating and physical activity as a preventive measure of obesity development

(Livingstone, McCaffrey & Rennie, 2006) as well as other benefits, including increased self-

esteem (Strauss, Rodzilsky, Burack & Colin,2001) superior socialization skills (Sirard, Pfeiffer

&Pate,2006), and general well-being. Yet, there is a paucity of research regarding how young

people perceive healthful eating and physical activity. However, without understanding how

children think about physical activity and healthful eating, programs and policies may not be as

effective as possible.
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Primary school-aged children reported healthful eating as being important for health

maintenance and to provide micronutrients essential for health (Edwards & Hartwell,2002).

Children as young as eight years old have reported being familiar with the term 'healthful

eating,' which they defined as a balanced diet, high in fruit and vegetable consumption, and

contrasted with high-fat and/or high-sugar foods, including sweets and high-fat savoury items

(Edwards & Hartwell,2002). Many children reported leaming about 'healthful eating' or sound

nutrition from school, media and female family members (Edwards & Hartwell,2002; Borra,

Kelly, Shirreffs, Neville & Geiger, 2003). Yet, children's food choices were reported to be

largely dependent on taste, visual appearance, familiarity and peer influence (Burgess-

Champoux, Marquart, Vickers & Reicks, 2006). Therefore, knowing how children think about

food choices may further expand the literature on the disconnect between knowledge about

healthful food and actual choice of high-fat, high-sugar foods.

Children have reported physical activity to be fun (Taylor, Yancey, Leslie, Murray,

Cummings, Sharkey, et a1.,1999; Thompson, Baranowski, Cullen, Rittenbeny, Baranowski,

Taylor, et aI.,2003) and necessary for good health (Borra, Kelly, Shirreffs, et a1.,2003). Yet,

both boys and girls reported barriers to nutritious eating habits and physical activity, due to the

temptation and availability of high-fat, high-sugar foods (Hesketh, Waters, Green, Salmon &

Williams, 2005) and lack of interest (Borra, Kelly, Shineffs, eta1.,2003).

Children, and girls in particular, become less physicaliy active as they progress through

adolescence (Pate, Dowda, O'Neill & Ward, 2007; Strauss, Rodzilsky, Burack, et a1.,2001).

Therefore, understanding children's and young adolescents' perceptions of physical activity may

be beneficial in reversing this trend. Moreover, while some adolescents are concemed with their

eating habits and the associated effects on appearance, fitness and weight, only 20To of stch
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healthful lifestyle attitudes incorporate both sound nutrition and physical activity (van Exel, de

Graaf, & Brouwer, 2006).

One of the goals of the Gender-Related Evolution in Asthma Team (GREATice) is to

examine the interactive effects of socio*environmental factors and agents of socialization on risk

behaviours associated with obesity. Thus, we sought to leam more about how children perceive

healthful eating and physical activity. Specifically our research question was "What do

'healthful eating' and 'physical activity' mean to children tl-12 years old?"

METHODS

Qualitative Methods

Health is influenced by social and cultural factors (Young, 2005). This includes

perceptions about health, body weight and physical activity. Such topics cannot be readily

quantified. Qualitative methods are useful in better understanding these phenomena (Young,

2005), as they aim to explore insiders' perspectives through rich description of the topic of

interest (Taylor, 2005). As such, qualitative methods are effective for theory development rather

than theory testing (Patton, 2000).

In-depth interviews are the most commonly used method of data collection in qualitative

research (Taylor, 2005). They provide a means by which to take an individual's experiences and

place them into a wider context (Kaufert & Locker, 1990), as well as an opportunity to examine

meaning (Dunn, 2005) as to how different people experience their social and cultural world

(Frank, 2000). As such, it is appropriate to use qualitative in-depth interviews to explore

children's perceptions about nutrition and physical activity.

'We 
undertook qualitative interviews with a purposeful sample of children from the 1995
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Manitoba Birth Cohort, described elsewhere (Kozyrskyj et al., unpublished manuscript) living in

Winnipeg, Canada. Two families declined to let their children be interviewed when initially

telephoned, two other families scheduled interviews but later declined due to family

circumstances, and one child declined to be interviewed after his mother had signed the consent

form. Interviews were conducted between November 2006 and February 2007 andwere

undertaken by the first author (JP). While more children (n:27) were interviewed after New

Year's Day, the distribution of boys and girls interviewed before and after 01 January 2007 was

comparable.

Participants

A total of 23 boys and22 girls were interviewed. All but two children were 1 1 years old

at the time of the interviews; two girls had turned 12 years old in the weeks between 01 January

2007 and the date of their interview. All children were in grade six. Participants were

predominantly Caucasian, although families of non-Caucasian ethnicity were also represented.

There was a wide range of household incomes represented for both boys and girls, ranging from

10000 Canadian dollars (CAD) to >80000 CAD at the higher end for both genders. A

demographic profile of participating children is noted in table 3.1.

Data Collection

Data collection was via semi-structured, in-depth interviews framed by an interview

guide (Table 3.2). Interviews were designed to be conducted between the interviewer and the

child, although parents were invited to enter the interview room at any time. Eleven girls and 11

boys wanted their parent(s) present during the entire interview. Interviews averaged nearly 27
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(range 15-60) minutes in duration and were conducted in the family home (n:37) or at our

research lab. To further promote discussion about healthful eating and physical activity, four

collages of boys and girls with different body types, and a variety of foods and activities were

introduced partway through the interviews; 10 girls and 13 boys were shown these collages.

Interviews were transcribed verbatim either by the first author or a professional transcriptionist.

Data were analyzed using thematic coding with NVivo software (QSR Írtemational Pty Ltd,

2006).

Ethics

This study was undertaken with ethical approval from the Uliversity of Manitoba Health

Research Ethics Board. All children provided informed assent and their parent(s) provided

informed consent. No incentives were offered for participation.

Children's names presented herein are pseudonyms. Any identifying characteristics have

been changed for anonymity.

FINDINGS

Children's Self-Descriptions and Health

Prior to introducing the topics of healthful eating and physical activity, children were

asked to describe themselves. This question was designed so the interviewer would be aware of

the children's interests, as well as to help the child relax and subsequently enhance conversation.

All but one boy (22/23) and half of the girls (12124) described themselves in terms of their

favourite physical activities. While this list was different for every child, a wide range of
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activities and interests were represented, ranging from ballet to tackle football.

We then asked children what they believed it meant to be healthy. When answering this

question, about three-quarters of the children (17 boys and 18 girls) introduced the concepts of

healthful eating and./or physical activity. Children said that being healthy meant "yoît eat

healthy, you only eat junkfood once in a while and you exercise lots" and"getting in shape and

eating goodþoil' This suggested that children had either thought or heard about these topics

prior to the interview. Indeed, all but one child reported leaming about these topics at school.

Fewer children mentioned that being healthy involved "showing good self esteem, " " living

longer," " being able tofunction normally," "not being too thin or being too over weight" and

"not overfeeding yourself to the point where you can't do anytlting."

Healthful Eatine

Following the discussions on health, we specifically asked children what healthful eating

meant. Children elaborated on this concept, which many had previously introduced, as noted

above. All girls and nearly all boys (17123) mentioned fruits and/ or vegetables. Other common

responses to the meaning of healthful eating included consuming the four major food groups of

the Canada Food Guide to Healthy Eating (Health Canada, 2007) and avoiding high-fat, high-

sugar foods. Three boys and three girls either specifically identified the"Canada Food GuiQe"

or quoted its recommendations, such as "ltow muclt like servings offood do you have to lxave" oÍ

specific food groups, including "like your vegetables and your protein and dairy." One quarter

of children talked about these foods as containing micronutrients, such as "like calcium and

iron" and other "good stffi" which are important for health. Foods they described as healthful

were associated with meals prepared at home, and eaten either at home or at school for lunch.
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As Stephanie and Ethan explained, nutritional advice was often learned at school and reinforced

at home.

Stephanie: They [school teachersJ tell you that if you eat healthy, you won't like become obese
or anything like that. And, if you keep eating healthy, your lteart will keep going and
you probably won't ltave any heart problems. Or, that you'll like, you'll stay healthy

þr the rest of your life. That you pretty much won't get a bad disease, like cancer.

Ethan: My mom pacl<s my lunch and my mom puts an apple it, and a little bit of yoghurt and
like sometimes... my mom sometimes puts sandwiches in there.

Other children cited sports coaches and health care professionals personally known to

them as sources of nutritional information. The coÍrmon thread amongst all these sources of

nutrition information was that it was received from an authority figure. This association between

healthful eating and authority was noted in children's answers. Many answered only after

carefully contemplating their response, much like they would answer a test question in school.

This suggested that, while children understood the concept and benefits of sound nutrition, it was

not a topic in which they took interest in discussing; that is, they did not find it to be fun.

When describing what healthful eating meant, children also discussed the importance of

limiting high-fat, high-sugar foods. Yet, children noted these foods as being necessary. As

Melanie noted, such foods are also an essential part of a balanced diet.

Well, you have to ltave some [high-fat, high-sugar foodsJ... it doesn't matter what kind ofjunk
you just ltave to have at least a little bit in your diet... because some junk has some sugar which
keeps your body going and it's good to have lots of dffirent stuff...I don't lcnow what it's called
but it's just good to have all those different types offood.

Although children talked about high-fat, high-sugar foods as part of a balanced diet, they

talked about being "tempted into the[se] foods" and"crav[ingJ for junkfood and all that stuff."

This was suggestive that children knew the importance of limiting high-fat, high-sugar foods.
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While their smiling and giggling when talking about these types of foods could have been

interpreted as nervousness, children spoke more freely and at greater length than when

discussing "healthyfood." These actions suggested that such foods, identified as "treats or

junk," were equated with fun. Indeed, they were described as "tast[ingJ good." Many children

referred to them as"bad, but good'such that they were "badfor you but then fthey] taste good."

As David explained, these foods were acceptable because they were appetizing, even though

they were not nutritious.

I lcnow it's sofattening and just gross... We shouldn't eat it and stuff because they're really not
healthy for us. [ButJ you wanna eat it because it's so good because of the taste. So you wanna
have it again and you wanna try this new thing.

While children equated high-fat, high-sugar foods \¡/ith fun, differences between the

genders were identified. Boys spoke mainly of food choices, especially those made away from

home, based on taste. As Steven noted, such choices are made in the context of enjoying both

time and food choices, rather than a concern for health.

[My friends and I wouldJ probably go get ice cream or a Slurpee. .. 'cuz you just have fun
playing games and you want a treat.

In contrast, girls talked about a need to limit fat and sugar for both health and physical

appearance when socializing. As Victoria and Isabelle remarked, there was an awareness

regarding food choices made away from home.

Victoria: Well, when like I go to movies, we'll stop at [a localfastfood restaurantJ which is
right beside the theatre, and we'll go in and people get onion rings. And like
tltat's so disgusting because the grease goes right through it but they're so good.
People say that they'refine but when they go home they're like bloated.

Isabelle: Idon'treallygoout [toeatJ withmyfriends. Butwhenlgoout,Idon'teatjunk.
I don't want to get too fat.
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Despite these girls' comments, they talked about a balance between healthfut eating and

high-fat, high-sugar foods. This was reinforced by Harurah, who commented that it is important

to "make a balance or sometlting of what you eat because it's okay to have a clteesecake but you

can't do it all the time." Even Isabelle, who had mentioned avoiding"junll'so as to control her

weight, talked about "not eat[ingJ tons of sugar... not eating sugar everyday." Such comments

indicated a need to reconcile eating high-fat, high-sugar foods, which the children perceived as

desirable, with more nutritious foods that children felt obliged to eat.

Phvsical Activity

The notion of fun permeated children's responses to interview questions about physical

activity. This was evidenced by their lengthier discussions about this topic as compared to food

topics. Again, most children described themselves in terms of their favourite activities. As well,

their body language (smiles and laughter), word choice (as noted in Table 3.3) and quickness of

response supported the idea that physical activity was a source of fun. For example, children

used the words "ploy" and"fun" 350 and 105 times respectively, when describing physical

activity.

Physical activity included a wide range of activities, and was not exclusive to organized

or team sports. Many participating children were involved in organized sports with school or

community teams, or other local agencies. Yet, even unorganized activities and active living,

such as 'tobogganing" (a Canadian term for sledding on snow-covered hills), "be[ingJ outside

with yourfamily or yourfriends or your dogi' and"run[ningJ up and down the stairs" weÍe

described as ways of being active.

All but one boy and one girl spoke at length about their favourite sports. Nearly all of the
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children spoke with pride and excitement about playrng for an organized sports team. While

there was considerable diversity in the sports these children played, there was consensus that

their respective sports were a source of pleasure. As Alexandra noted, her favourite pastime was

her involvement with her swimming club.

Well, my favourite sport is swimming. I swim about 4 times a week and I compete. It's my
favourite thing in the whole world.

Luke echoed Alexandra's sentiment about sports being a favourite pastime, but noted that

hockey was his favourite.

My favourite sport is hockey. I play hockey three to five times a week, so f 'm almost playing
sports everyday. It's wherever you can get ice, so I play, it's usually hockey after school.

However, even the two children who "don't like doing sports" and were "just not really into

sports" talked about fun, unconventional activities such as "deatltmask," and"hoop nautical,

jump roping or hoola hooping."

Although children reported physical activity as a source of pleasure, we were curious if

they perceived any barriers to activity. Boys and girls spoke differently about what they believed

hindered their ability to be active. Boys discussed two barriers to physical activity: homework

and screentime. Homework or "scltool stuff [whenJ you don'tfinish all your school work at

school" were activities that boys viewed with little interest. This is illushated in Brad's

comment about what would make physical activity easier.

If they [teachersJ justwiped out all homework. Then I'd be 'way more active. Like during my
ltomework time, I would probably rather be running.

While boys had spoken excitedly about physical activity, sedentary activities were also

described as fun. 'When discussing barriers to physical activity, boys referred to playing video

games/ using the computer and watching television eight and six times, respectively. As Ethan
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and Timothy inferred, these activities were regarded as being just as fun, if not more fun than

physically activity.

Ethan: TVtere's sometimes cool shows on TV. And, sometimes, I want to talk to myfriends
on MSN.

Timothy: Playing [video gamesJ all the time. You could play like half an hour, maybe one and
a half hours or maybe two ltours, but then you should go outside a tittle bit.

In contrast, girls spoke of no identifiable common barriers to physical activity. Three

girls also mentioned conflicts with social commitments as a barrier to physical activity, the most

frequent category of response. For example, Paula commented that"holidays or [thingsJ that

are going on with a birthday or parties" hindered physical activity. Some girls mentioned

"parents [whoJ aren't physically active," the cold weather, "not being around people," "a bit of

extra weight" ot a lack or loss of fitness, such as"when you haven't trainedfor a while."

Children Report Phl¿sical Activitl¿ to be Easier than Healthful Eating

To further understand how children perceive these two pillars to a healthful lifestyle, we

asked them whether they believed healthful eating or physical activity to be easier. The majority

of boys and girls described physical activity as being easier because "it's ã lot more fun" "'cuz

ttheyl can play sports any day." As Kayla suggested, children viewed physical activity as a

large part of their lives.

For me, [it isJ probably [easierJ being active because sports are basically half my life. I realty
like sports, so it's easier to be active than to eat healthy, but I try to balance it. Butfor me, it's
easier to be active.

Although Kayla discussed nutrition and emphasized aneed for balance or moderation,
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this may have been the result of being interviewed by a person she may have perceived to be

promoting these values. Again, children reported that nutrition information was almost always

received from an authority figure. Whereas she spoke freely and excitedly about sports as an

important part of her life, she felt it important to note that she aims to balance her food choices.

While children emphasized the element of fun regarding physical activity and to a lesser extent,

high-fat, high-sugar foods, they nonetheless spoke about the role of sound nutrition in health,

perhaps resulting from of a sense of obligation. Indeed, nine boys and 13 girls spoke of healthful

eating as something that they "should," "gotta" oÍ "ltave" to do because it is "good for yoLt" and

"you should eat ltealthier."

To further support this, we queried children about whether they discussed these topics

with their friends. Six girls and five boys reported that they talked about eating with their friends

"sometimes but more like 'What are you havingfor lunch?' not about thefourfood groups," "if

they want sometlting, like food or drink," or "maybe twice in this whole year at recess." In

contrast, physical activity was a more common topic of discussion. Seven girls and 10 boys

reported talking about their favourite sports with their friends. This included discussions about

their own sports teams, activities in physical education class and televised sports. As Uma

commented, discussing sports was a way of connecting with friends, further supporting the

element of fun children derived from physical activity.

In the morning..J say something about how I did on my games or lots of people come 'cuz we
ltave stands and people watch ønd see too. Or they come and watch me or we just talk about
sports or ads that we see like TV like the Olympics they talk about it or something.

Frank echoes this comment, suggesting that he and his friends enjoyed all forms of

sports, and use it as a means of socialization.

Iï/e discuss wltat sports we're going to play. We discuss things about national sports like hockey
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and stuff.

DISCUSSION

In this study, children identified that physical activity was a source of pleasure and easier

than healthful eating. The latter was explained dutifully, particularly when compared with their

discussions about high-fat, high-sugar foods. Children reported learning about nutrition from

their parents and teachers. Others have also suggested that children received information from

school and teachers, which resulted in them feeling as though nutrition was being 'preached' to

them (McKinle¡ Lowis, Robson, 'Wallace, Morrissey, Moran, et a1.,2005). In the present study,

when children described healthful eating, their responses were worded much like they were

answering a test at school. As a result, healthful eating was viewed as being less fun than the

consumption of high-fat, high-sugar foods. To them, social time was associated with enjoyment,

as were high-fat, high-sugar foods. McKinley and colleagues (2005) suggested that children

chose high-fat, high-sugar foods as an act of rebellion. Healthful eating, in contrast, included

consuming fruits and vegetables, following the recommendations addressed in the Canada Food

Guide to Healthful Eating (Health Canada,2007) and avoiding high-fat, high-sugar foods. This

finding is consistent with Roberts and colleagues' (2001) qualitative study addressing adolescent

girls' perceptions of healthful eating, which they identified to include eating as eating more

fruits, vegetables and salads, limiting fat consumption and controlling one's diet.

Others have also identified that many children recognized that it was important to eat

healthful because it was often stressed by their parents and because they learned about nutrition

in school (Borra, Kelley, Shirreffs, et a1.,2003). As Chapman and Maclean (1993) reported,

sound nutrition s¡rmbolized a need for, and a means by which family ties were maintained.

Indeed, in our study, children did not discuss resistance to healthful eating at home, supporting
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the notion that while children find high-fat, high-sugar foods pleasurable while with friends,

healthful choices are a familiar part of family mealtimes. These f,rndings parallel Neumark-

Sztainer and colleagues (1999) focus group study of adolescents which identified food choice to

be situation-specific. Understanding the notion that children label foods as "ltealtlty" or "bad,

but good'reinforces the need for nutrition education to address that abalanced diet can

incorporate all foods. Healthful eatinghas been identified as not being a priority of seventh and

tenth grade students (Neumark-Sztainer, Story, Perry & Casey, 1999). More importantly,

attempts to exclude all high-fat, high-sugar foods as a part of weight loss have resulted in higher

body mass indices amongst adolescents (Stice, 1998, Neumark-Sztainer, Wall, Guo, Story

Haines & Eisenber g, 2006).

All children reported various forms of physical activity, including organized sports and

active play, as fun. Others have identified that similar-aged children (eight to 15 years old) also

reported that children found physical activity to be fun (Taylor, Yancey, Leslie, et a1.,1999;

Thompson, Baranowski, Cullen, Rittenberry, et a1.,2003) or were receptive to 'fun' physical

activities (Borra, Schwartz, Spain & Natchipolsky, 1995; Wilson, Williams, Evans, Mixon &

Rheaume, 2005; Kubik, Lytle & Fulkerson, 2005). While most children in the present study

played mainstream sports, even those who did not enjoy such pastimes engaged in some form of

physical activity. This is indicative of a willingness to try new activities, even amongst children

who are not involved in conventional sports. The fact that children reported physical activity as

fun underlines the importance of outcomes of such activities beyond weight control.

Socialization and an opportunity'Just to be a kid" are critical for the integration of regular

physical activity into daily life (Anderssen & Wold, 1992; Gottlieb & Baker, 1986), while

children with strained relationships with friends are less physically active (Zambon, Lemma,
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Borracccino, Dalmasso & Cavall o, 2006).

The barriers to physical activity cited by boys are suggestive of socially sanctioned

events. Such events are increasingly directed towards academic success from parents and other

authority figures, and from peer pressure to be familiar with new technology. The latter of these

two pressures may not be perceived negatively; indeed, many children reported that screentime

was fun. Nonetheless, both of these behaviours are sedentary in nature. While girls reported few

barriers to physical activity, the one barrier they did report, social commitments, are another

form of social sanctioning.

Limitations

As a qualitative study, this report is intrinsically limited in that it cannot be generalizedto

other groups (Patton, 2002). However, these findings may be transferable to other situations if

the degree to which findings between two contexts are similar (Patton, 2002). As well,

qualitative studies are limited by the biases of the interviewer/ analyst (Patton, 2002). Interviews

were conducted and data were analysed by a graduate student in nutrition (J.P.). As such, her

research skills may have been limited and her lens through which the data were analysed may

have impacted the findings. To minimize these possibilities, she took several courses in

qualitative methods and her advisory committee reviewed her interview transcripts and findings

on an on-going basis. In this study, children noted few barriers to physical activity. This may

be, in part, because many children were enrolled in extra-curricular sports. Families in this study

were generally of high socio-economic status, which may have provided them with ready access

to sporting organizations and necessary equipment. Further, although children

extemporaneously raised the topics of physical activity and healthful eating, the child assent
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form completed prior to the interview detailed that our research team was interested in leaming

more about children's perceptions of healthful eating and physical activity. This may have

contributed to children identifying this topic. Lastly, these interviews were conducted between

November 2006 and January 2007, and thus coincided with a winter school break. Children may

have felt that they had more free time during this period, and therefore identified fewer barriers

to physical activity. However, this is not likely to be the case, as boys noted that homework

infringed on the time available to be active.

Conclusions

It is vitally important for parents and healthcare professionals to remember that children

view physical activity as fun. Neither physical activity nor healthful eating should be used as

punishment or deemed as a required task. Instead, both should be promoted in a positive light

from a young age, so children will be more willing, and thus more likely to adopt healthful,

lifelong practices.

Future studies should address if adolescents consider physical activity and healthful

eating to be less enjoyable. This may illuminate why older children and adolescents become

increasingly sedentary (Pate, Dowda, O'Neill & Ward, 2007; Strauss, Rodzilsky, Burack, et a1.,

200I), with an associated higher prevalence of overweight and obesity (Shields, 2005). Such

findings may enhance the promotion of physical activity and healthful eating.
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Table 3.1. Summary of Participants' Demographics

N:45

Boys

Girls

Ethnicity

Caucasian 39

6Non-Caucasian

23

22

Household Income Levels (Canadian Dollars) (n:36)

r0000-29999

30000-49999

s0000-79999

80000 or more

Highest Level of Parental Education (n:38)

No High School Diploma

High School Diploma

Post-Secon dary I University

5

10

18

1

2

35
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Table 3.2. Select Questions from Interview Guide

1. What does being healthy" mean?

2. What does it mean to kids your age to eat healthy'? To be physically active?

3. Which is easier: eating healthl or being physically active?

4. What makes it hard to eat healthier/ to be physically active?

5. What would make it easier to eat healthier/ to be physically active?

6. 'Where 
do you get information about your food?

uThe grammatícally incorrect, yet commonly used term "healthy''was used in lieu of the correct

term, "healthful." This was done intentionally as using age-appropriate vocabulary helps

develop rapport with children (Holmes, 1998).
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Table 3.3. Frequency Table of Words to Describe Physical Activity as Fun

Times Word Used

Word Used All Girls Boys

Fun

Game(s)

Play

Sport(s)

105

tt2

350

174

81

43

150

97

24

69

200

77
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Chapter IV: Children's Ferceptions of \üeight and Dieting

In the previous chapter, it was identif,red that children viewed healthful eating and

physical activity as essential components for health. Two key findings bear repeating here.

First, despite their recognition of the importance of healthful eating, and their apt naming of

foods which were of nutritional importance, children noted that such foods were generally eaten

at home or when food was brought from home. While they did not speak of resisting

nutritionally-dense foods, such as fruits and vegetables, it became clear that high-fat, high-sugar

foods were more tempting, and were associated with social activities and general fun. The

concept of fun was emphasized even more when children spoke of being active out of desire

rather than necessity. Although boys particularly noted screentime as a barrier to physical

activity, they nonetheless spoke of enjoying active play and structured sports. Yet, as these

children were approaching adolescence, a time at which body image and physical appearance

become increasingly important, questions regarding weight and dieting were also posed. This

part of the interview was conducted to understand children's views of, familiarity with, or

impacted by weight-related pressures and dieting.

The first several paragraphs of this chapter describe the establishment of dieting in

western culture, and the potential negative effects of dieting. This is followed by a review of the

findings from others' qualitative research. Subsequent to this is an essay based on the results

from the present qualitative study relating to children's thoughts about weight and dieting.
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lntroduction

Despite potential comorbid and future health complications of childhood obesity outlined

in the previous chapter, health care providers stress that overweight and obese children should

not be put on highly restrictive diets or medication for weight loss or weight control. Rather,

children and their families should be encouraged to be physically active, with a focus on

behaviour modification. For many children, the goal is to decrease the rate of weight gain or to

maintain current weight (Laquatra,2004). In fact, weight loss in children is recommended only

for the most severe cases (Lucas, 2004; Lau, Douketis, Morrison, et a1.,2007),

These recoÍtmendations exist in a culture that glorifies thinness. The pressure to achieve

a certain body tlpe is ubiquitous in our society; children are not immune to these pressures.

Vulnerability to such pressures may become more apparent during adolescence, when peer

acceptance is increasingly desired (Atwater, 1996). Nearly 30o/o of 10-14 year old Canadian girls

have reported dieting for weight loss (McVey, Tweed & Blackmore,2004). To my knowledge,

the prevalence of dieting amongst Canadian boys has not been documented. However, British

researcher have identified that significantly more girls dieted than boys: 20o/o vercus 8Yo,

respectively (Edmunds & Hill, 1999). This is in spite of warnings that dieting and other methods

of weight control predicted weight gain, and were associated with weight gain, overweight

(Spear, 2006; Field, Auston, Taylor et al., 2003), and eating disorders (Spear, 2006). Despite

these potentially negative effects of dieting, little is known about what childr en lI-I}years old

mean when they report dieting for weight loss. The following sections briefly outline the

establishment of dieting in western society, and detail findings from qualitative studies regarding

young children's and adolescents' perceptions of dieting.
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Dieting

Dieting was established in American culture in the l92}s,when fashion, modelling, and

movies became popular with the general public. Overweight came to be seen as a "physical

liability. . . lal character flaw and a social impediment" (Brumb erg,2000, p. 235). Following

these popular culture trends, women engaged in dieting and food restriction to achieve the ideal

weight of their idols. As the mania of dieting increased, the act of dieting by adults came to

mean many things, such as restricting sweets, limiting calories and conscious selÊcontrol.

Further, the goal of dieting, the attainment of a svelte body, was regarded as a "statement about

the social and sexual orientation of the individual," and the "ultimate sign and syrnbol of

heterosexual interest and success" (Brumberg, 1988, p.2afl. Children have also intemalized the

concept of dieting. Yet, while the word 'dieting' has many different meanings for children and

adolescents, it remains poorly understood. The following review of previous qualitative- and

mixed-methods works related to children's and adolescents'perceptions of dieting indicates that

children and adolescents attach many different meanings to dieting.

i. Children's and Adolescents' Perceptions of Dieting

As discussed previously, children are not immune to socially-imposed weight pressures.

Indeed, over half of five year-old American girls were able to describe various behaviours

associated with dieting such as modified eating behaviours (diet beverages, liquid diets, eating

healthful, eating specific foods and eating what they were told to eat) and restrictive eating

behaviours (not eating, restricting kilocalories, fat and sugar and decreasing junk food). In

contrast to these reported mandated dietary changes, just slightly more than seven percent of

these girls spoke of exercise as a component of dieting (Abramovitz &Birch, 2000).
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Although very young children, as detailed in the previous paragraph, are familiar with the

concepts of dieting, the majority of qualitative work regarding weight and dieting has been

conducted with adolescents. One common theme related to weight, namely teasing, is helpful in

understanding the high prevalence of dieting amongst adolescents. While few 13-14 year old

Scottish teenagers were able to quantify what 'fat' was, most expressed several emotions about

their bodies. Many reported being teased because of their weight or feeling restricted by the

types of physical activity in which they were able to engage ('Wills, Backett-Milburn, Gregory, et

a1., 2005). American children in grades five through 12 described weight-related teasing as an

extensive problem in their school, which was targeted predominantly at their overweight peers.

Although teasing violated school policy, these children admitted that it occurred so frequently

that there was minimal to no enforcement of those rules (Bauer, Yang & Austin, 2004). This

fear of being teased is echoed in Borra and colleagues' (2003) mixed-methods study. These

authors concluded that children and adolescents rated physical appearance and performance as

two of the most relevant and important issues in their lives. As well, they expressed a need to

"fit in" with their peers and to avoid being seen as "different." This may have been an attempt to

evade teasing. V/hile acceptance by friends and peers was paramount, both children and

adolescents also cited a need for approval by family, teachers and coaches (Borra, Kelley,

Shirre s, et a1.,2003); these findings parallel those of others (Chapman and Maclean, 1993).

Others have also considered the complexities of weight, weight perceptions and pressures

and dieting. Urban American adolescent girls in eighth, tenth and twelfth grades were often

heard remarking, "I'm so fat!" Nichter and Vuckovic (1994) suggested that this statement had

many different meanings and purposes. It referred not only to one's weight, but was also a cry

for support, an afftrmation that one was actually not fat and an attempt to fit in with their peer
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group. Even girls who did not feel fat often made this remark. To not say this would have been

socially unacceptable. This phrase was also used as an excuse by girls who felt vulnerabie about

revealing their bodies in a locker room (Nichter & Vuckovic, 1994), or rationalized poor skills in

physical education class. When stated before eating in public, "I'm so fat!," absolved one of

guilt for selecting higher calorie options. Adolescent girls suggested that they needed to be

"skinny''to attract boys. This need to be thin resulted in altered eating pattems amongst girls.

Such behaviours ranged from monitoring food intake, following recommendations from dieting

books or joining weight loss programs (Nichter & Vuckovic,1994).

The concept of watching or dieting may have contributed to children's absolute

distinctions about foods and their acceptability. Chapman and Maclean (1993) reported on 11-18

year-old, urban-dwelling girls' tendencies to dichotomize foods as either junk or healthful.

Many girls said that they felt a need to apologize or provide excuses for eating junk food, as

eating such foods was associated with feelings of guilt, loss of control, and general disgust.

Participants associated eating junk food with eating while with friends. Girls associated

healthful foods with weight loss, concern with weight and physical appearunce, selÊcontrol and

being with their parents. In contrast, junk food consumption represented these adolescent girls'

increasing independence, while eating healthful foods was symbolic of their need to maintain

family ties (Chapman & Maclean,1993).

While most qualitative- and mixed-methods studies about dieting amongst adolescents

have focused exclusively on girls, V/ills and colleagues (2006) qualitatively considered gender-

related differences ofperception in 13-14 year-olds. In this study, boys spoke ofa greater

willingness to incorporate moderate-to-vigorous physical activity into a diet plan than did girls.

While these authors offered no further explanation of this phenomenon, they reported that one
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girl spoke of feeling uncomfortable participating in sports by hçrselt but preferred füends to join

her.

Neumark-Sztainer and Story (1998) conducted 25 focus groups with male and female

junior- and senior high school students from socioeconomically- and ethnically-diverse

backgrounds in the United States. Students were divided into four groups for this study:junior

high girls, junior high boys, senior high girls and senior high boys. These authors sought to gain

insight into the meaning and use of the terms 'dieting' and 'binge eating' to assess if these

phrases had the same meaning between genders. These researchers found that both adolescent

boys and girls described dieting in largely behavioural terms. Participants in this study described

harmful dieting behaviours, such as starvation, skipping meals, denial of food and the potential

for developing eating disorders. Some adolescents expressed views opposing dieting due to

"confusion between dieting behaviours and eating disorders," however these authors did not

identify age or gender differences regarding this opposition (Neumark-Sztainer & Story, 1998, p.

448).

In summary, weight and dieting are concepts with which children as young as five years

old are familiar. V/hile dieting was most generally used to identify behaviour modification for

weight loss, the term itself had many different meanings. This included health reasons, a desire

to attract the opposite sex (largely noted amongst females) and social acceptance. Both boys and

girls have stated that they were unable to maintain interest in eating well or remaining physically

active (Borra, Kelley, Shirreffs, et aL,2003). To better understand this conundrum, dieting in the

context of healthful eating, and physical activity will be considered next.
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ii. Dieting and Healthful Eating

It has been reported that adolescents prefer to say that they are attempting to eat

healthfully rather than report dieting even if they are actually tryng to lose weight. There may

be several reasons for this practice. First, healthful eating is a process, whereas dieting is risks

failure. Second, healthful eating, associated with familial ties, starkly contrasts children's

mounting independence, frequently associated with high-fat, high-sugar foods. Thus, healthful

eating may be interpreted either positively (less pressure than labelling healthful eating habits as

a diet) or negatively (dietary practices imposed by parents but in direct conflict with peer

pressure to select less nutritious options). The following paragraphs describe this dichotomy in

greater detail.

Some adolescent females report controlling their weight by controlling what they eat on a

daily basis (Nichter & Vuckovic, 1994). By not labelling their healthful eating habits as

"dieting," there were no pre-established expectations and thus, no risk of potential failure. As

one teenage girl stated,

If you consider it a diet, then you're in trouble because
then you'll have to lose weight. If you don't lose weight,
then, you know, you realize you've failed.

Qrlichter & Vuckovi c, 1994, p.T25)

Another study conducted by Nichter and colleagues (1995) identified that American girls

in tenth to eleventh grades indicated that they "watched what they ate" for health reasons and to

maintain their weight. They described monitoring food intake as reducing consumption of high-

fat, high-sugar foods and incorporatingmore nutritionally dense foods into their eating habits

(Nichter, Ritenbaugh, Nichter, et a1.,1995). Nichter and colleagues (1995) made an important

distinction based on the manner in which girls spoke of watching and dieting. "Dieters" reported

dieting always or most of the time, "watcher/ dieters" often watched and sometimes dieted, while
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"watchers" never dieted, although they did watch. Interestingly, in this mixed-methods study, it

was identif,red that while dieters spoke of exercising more often than any other group, they also

had the highest BMIs Qrlichter, Ritenbaugh, Nichter, et al.,1995) and the most nutrient-deficient

diets (Neumark-Sztainer, Hannan, Story & Perry, 2004).

Researchers have identified that eight to 12 year old American children recognized the

importance of healthful eating because this message was often stressed by their parents and at

school (Borra, Kelley, Shirreffs, et a1.,2003). This parallels Chapman and Maclean's (1993)

findings that healthful eating symbolized a need for and a means by which to maintain family

ties (Chapman & Maclean,1993). Yet, many of these children said the word 'healthful' had a

negative connotation, such as having to eat fruits and vegetables or restricting favourite foods.

Other authors found that children associated good health with only food, and not physical

activity (Borra, Kelley, Shirreffs, et a1.,2003). And, while few young girls discussed exercise as

an integral part of dieting, boys and older girls noted that physical activity played a substantial

role in weight loss efforts.

iii. Dieting and Physical Activity

Children and adolescents are becoming increasingly sedentary (Luke, Pulpott, Brett,

Cntz, Lun, Prasa, et al., 2004;Janssen, Katzmarzyk, Boyce, etaI.,2004). Manyyouth (Sallis,

Prochaska & Taylor, 2000), including 82Yo of Canadian children (Canadian Fitness and Lifestyle

Research Institute, 2002) do not get the minimum recommended level of physical activity.

Obese children engaged in less physical activity than children of normal weight (Ball, Marshall

& McCargar,2005).

A limited number of studies have qualitatively explored dieting and physical activity in
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pre-adolescent children. Thus, the following is a summary of younger children's and

adolescents' perceptions of dieting and exercise. As previously discussed, very few young girls

identified exercise as an important component of weight loss. Rather, most identified modified

eating behaviours or "not eating" as a principal requirement for weight loss (Abramovitz &

Birch,2000,p. 1158).

Many American adolescents included the need for physical activity in their definitions of

dieting, citing it as an umbrella term that incorporated both eating and physical activity

(Neumark-Sztainer & Story, 1998). A high school girl from this study reinforced the importance

of exercise in her comment,

What you eat is a part of dieting. It's like being on
a diet there's a whole gamut of stuff you can do...
Dieting could mean exercising too... V/atching
what you eat is like apart of dieting; some people
choose to do that part, some don't.

(Neumark-Sztainer & Story, 1998, p. 448)

This girl's quote are interesting in that she suggested that monitoring food intake may

actually be less important than physical activity in her definition of dieting.

Adolescent girls aged 15-18 living in the United States who had dieted "seriously" for

several months and subsequently lost substantial amounts of weight (20-30 pounds) described

exercising as a vital component of their successful weight loss. This was contrasted by "short-

term, low-commitment" dieters' reports of physical activity (Ogle & Damhurst, 2000, p. aa$.

This group of girls, who dieted for one to two weeks at a time and lost only minimal amounts of

weight, rarely spoke of increased physical activity (Ogle & Damhurst, 2000).

Young children and adolescents are aware of weight-related concerns and dieting

(Abramovitz & Birch,2000; V/ills, Backett-Milbum, Gregory, et a1.,2005; Bauer, Yang &

Austin, 2004; Borra, Kelley, Shirreffs, et a1.,2003; Chapman and Maclean, 1993; Nichter &
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Vuckovic, 1994; Neumark-Sztainer & Story, 1998; Nichter, Ritenbaugh, Nichter, et a1.,1995;

Ogle & Damhurst, 2000). Yet, there has been little systematic investigation of these topics

amongst pre-adolescents. Pre-adolescents have different social skills and social networks than

junior high- and high-school aged adolescents (Atwater, 1996). Thus, it stands to reason that the

way in which they think about weight and dieting may also be different, as these topics are often

socially determined. Thus, we sought to better understand "How do children perceive weight

and dieting?," aîd "What are the similarities and differences between boys' and girls'

perceptions of weight and dieting?"
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INTRODUCTION

Over the past three decades, childhood overweight/ obesity has increased three- to

fourfold (Tremblay, Katzmarzyk, & Willms,2002; Tremblay & Willms, 2000; British Medical

Association,2005; Banwell, Hinde, Dixon, & Sibthorp e,2005). Although many health concerns

have been associated with childhood obesity (Daniels, Arnett, Eckel, Gidding, Hayrnan,

Kumanyika, et a1.,2005), children's efforts at weight management also present health concems.

Twenty-two to 45Yo of pre-adolescent girls and 7.5-20% of pre-adolescent boys reported past or

cunent dieting (Edmunds & Hill, 1999; McVey, Tweed, & Blackmore,2004;Roberts, Maxwell,

Bagnall, & Bilton, 2001; Jones, Bennett, olmsted, Lawson, & Rodin, 200r Field, Austin,

Taylor, Malspeis, Rosner, Rockett, et a1.,2003; Neumark-Sztainer & Hannan, 2000). More

heavier children reported dieting (Neumark-Sztainer, Jeffrey & French, 1997; Muris, Meesters,

van de Blom & Mayer, 2005). honically, it was identified in one study that those who reported

light to moderate dieting ended up heavier than those who did not report dieting even after

controlling for initial body weight (Stice, 1998). Other risks associated with dieting amongst

children include decreased body satisfaction (Davison, Markey & Birch, 2}I3),increased risk of

eating disorders (Hsu, 7997), impaired growth (Dietz & Hartung, 1985) and other long-term

physical and psychological consequences (Daee, Robinson, Lawson, Turpin, Gregory & Tobias,

2002).

Girls as young as 10 years old have engaged in negative weight control behaviours, such

as regular binge eating and self-induced vomiting (McVey, Tweed, & Blackmore,2004). Others

have found that smoking was a conìmon means of weight control amongst children nine to 14

years old, with a higher prevalence amongst older children (Tomeo, Field, Barkey, Colditz &

Frazier,1999). Few researchers have qualitatively explored the meaning of dieting amongst
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children. For five to nine year-old girls, dieting involved mandating modified eating behaviours,

restrictive eating behaviours, losing weight and exercise (Abramovitz & Birch, 2000). Children

in grade four have reported exercise, dietary changes, skipping meals and fasting as means of

weight loss (Stevens, Story Becenti, French, Gittelsohn, Going, et a1.,1999). While little is

known about what children mean when they report having dieted, adolescents' meanings of

dieting are better understood.

Physical appearance has been cited as one of the most relevant and important issues in

adolescents' lives (Borra, Kelley, Shirreffs, Neville & Geiger, 2003). Fitting in with their peers

and not being seen as 'different' became increasingly important as children got older. While

acceptance by friends and peers was important, approval by family, teachers and coaches was

also important (Borra, Kelley, Shirreffs, et a1.,2003; Chapman & Maclean, T993;Nichter, 2000).

Social pressures to achieve a certain image are ubiquitous; from fairytales to fashion models,

messages are conveyed that appearance is paramount. For most individuals, the ideal image is

unattainable. Yet, many people, including children and adolescents, seek to achieve the ultimate

body shape. This may begin to explain why there is a high prevalence of individuals who report

dieting.

Adolescents have often use the term "dieting" as an umbrella term, under which they

included weight-control behaviours and plans for weight loss (Neumark-Sztainer & Story, 199S).

Adolescent girls reported monitoring their consumption of high-fat, high-sugar foods, and

selecting more nutritious foods for health reasons and weight maintenance Qrlichter, Ritenbaugh,

Nichter, Vukovic, & Aickin, 1995). This age group frequently described dieting in terms of

behavioural changes, although many also reported being aware of harmful dieting behaviours,

such as starvation, skipping meals, denial of food, and the potential for developing eating
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disorders (Neumark-Sztainer & Story, 1998). Not surprisingly, boys had less to say than girls

and younger groups had less to say than older adolescents about dieting (Neumark-Sztainer &

Story, 1998). Although considerable research has addressed adolescents' perceptions of dieting,

there is little research about what children mean when they report dieting for weight loss.

One of the goals of the Gender Related Evolution of Asthma Team Interdisciplinary

Capacity Enhancement's (GREATice) Study of Adolescent Females, Obesity, and Asthma: An

Inflammatory State is to develop an educational program targeting at decreasing obesity during

adolescence. In this paper, we report our findings from a qualitative study of ll-12 year old

children living in a large urban centre in Canada. We sought to understand children's

perceptions of weight and dieting. Specifically, our research questions were "How do children

perceive weight and dieting?," aÍrd "What are the similarities and differences between boys' and

girls'perceptions of weight and dieting?"

METHODS

Qualitative Methods

Health is influenced by social and cultural factors (Young, 2005) including perceptions

about body weight and weight loss. These topics are not readily quantified. As such, qualitative

methods may facilitate a better understanding such phenomena (Young, 2005). Qualitative

methods are a means of exploring insiders' perspectives through rich description of the topics of

interest (Taylor, 2005). They are also effective for theory development, rather than theory

testing (Patton, 2000).

In-depth interviews are the most commonly used method of data collection in qualitative

research (Taylor, 2005). Through this process, an individual's experiences are placed into a
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wider context (Kaufert & Locker, 1990). This provides an opportunity to examine meaning

(Dunn, 2005) as to how different people experience their social and cultural world (Frank, 2000).

These features render qualitative interviews appropriate as a means of exploring children's

perceptions about weight and dieting.

In-depth interviews were undertaken with a purposeful sample of children from the 1995

Manitoba Birth Cohort, described elsewhere (Kozyrskyj et al., unpublished manuscript), living in

Winnipeg, Canada. Two families declined to let their children be interviewed when initially

telephoned, two other families scheduled interviews but later declined due to family

circumstances, and one child declined to be interviewed after his mother had signed the consent

form. lnterviews were conducted between Novemb er 2006and Februar y 2007,and were

undertaken by the first author (JP). While more children (n:27) were interviewed after New

Year's Day, the distribution of boys and girls interviewed before and after 01 January 2007 was

comparable.

Sampling

The population of interest for this research project was I l-72-year-old children. Children

were purposefully selected from the GREATice 1995 Manitoba Birth Cohort based on Wiruripeg

residency, and self-reported dieting status and pediatric allergist assessment for asthma in2003-

2004. The latter two selection criteria were not mutually exclusive. Eleven boys and 11 girls

had been assessed by a pediatric allergist as having asthma. This was done to address a

secondary objective research, presented elsewhere (Protudjer, Becker, Marchessault, &

Kozyrskyj, unpublished manuscripÐ. In 2003-2004, participants were involved in precursor

study to GREATice, during which they replied to questions related to dieting for weight loss.
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Based on children's responses to the question, "ln the past year have you changed your diet to

lose weight?", (emphasis included in questionnaire), 11 boys and nine girls had historically

reported dieting, while 12 boys and 13 girls reported not having dieted for weight loss. While

this last point is an important characteristic of the sample, it served only to describe the sample.

Comparisons between dieters' and non-dieters' perceptions were not made, as reports of dieting

occurred two to three years prior to the interviews.

Participants

A total of 23 boys and22 girls were interviewed. All but two children were 11 years old

at the time of the interviews; two girls had tumed 12 years old in the weeks between 01 January

2007 and the date of their interview. All children were in grade six. Participants were

predominantly Caucasian, although families of non-Caucasian ethnicity were also represented.

There was a wide range of household incomes represented for both boys and girls, although2l3

families who reported their household income as à50000 Canadian dollars annually. A

summary of participants' characteristics is noted in table 4.1.

Data Collection

Data collection was via semi-structured, in-depth interviews framed by an interview

guide (Table 4.2). Intewiews were designed to be conducted between the interviewer and the

child, although parents were invited to enter the interview room at any time. Eleven girls and 11

boys wanted their parent(s) present during the entire interview. Interviews averaged nearly 27

(range 15-60) minutes in duration and were conducted in the family home (n:37) or at our

research lab. To further promote discussion about weight and dieting, four collages of boys and
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girls with different body types, and a variety of foods and activities were introduced partway

through the interviews; 10 girls and 13 boys were shown these collages. Interviews were

transcribed verbatim either by the first author or a professional transcriptionist. Data were

analyzed using thematic coding with NVivo software (QSR International Pty Ltd,2006).

Interview Guide

Interviews were framed by an interview guide (Table 4.2). These questions were

designed to help establish how children think about weight and dieting, if these topics are issues

amongst their peer groups, and to establish what children mean when they report dieting. To

further encourage discussion about dieting and weight, four collages depicting boys and girls

with different body types, and a variety of foods and activities were introduced midway through

the interviews. Ten girls and 13 boys were shown these collages.

Interviews were audio-recorded and transcribed verbatim either by the first author (JP) or

a professional transcriptionist. Data were analyzed.using thematic coding with NVivo software

(QSR International Pty Ltd,2006).

Ethics

This study was undertaken with prior ethical approval from the University of Manitoba

Health Research Ethics Board. Parent(s) and children provided informed consent and assent,

respectively. No incentives were offered for participation.

Children's names presented herein are pseudonyms. Any identifying characteristics have

been changed for anonymity.
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FINDINGS

Perceived Influences Regarding Weight

Nearly half (10123) of boys and four girls did not know or were unsure if weight was

more of an issue for boys or for girls as they had"never heard anyone talbing about it" and

because "not muclt kids in [theirJ school[sJ go on about their weighl." This finding initialty

suggested that some children may not have been aware of the social pressures to be a particular

body type. However, through more in-depth analysis, it was identified that every boy who stated

that weight was either a non-issue or that he was unaware if it was an issue reported either

previously dieting to lose weight (5) or spontaneously introduced the topic(s) of dieting and,/or

weight (5). Further, although Melanie stated that weight "doesn't really matter to us right now,"

she speculated that "in high school, I would say it's pretty much the girls who are concerned

about their weighl." This suggests that while social pressures may not be clearly evident or

relevant to all children of this age group, they are nonetheless familiar with these concepts.

Alternatively, children may have found these topics socially unacceptable or confusing.

Those who identified weight as an issue for their peers overwhelmingly reported girls to

have greater weight-related concerns than boys. The reasons for these concerns could be

grouped into two categories: looking good and a fear of being teased. Themes were not

consistently salient to all children, although all but one boy and seven girls spoke of at least one

of these topics.

Lookinq Good

Boys most frequently spoke of girls wanting to project a socially acceptable image or of

wanting to look good. Yet, despite acknowledging that this pressure existed, both groups of boys
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talked about not understanding why girls felt this way. For example, Brad simply described this

behaviour as a result of girls being "way more superficial than guys," Peter was very candid in

his assessment about girls' weight concerns:

Girls are always like, 'Oh man, I weigh too much and I have to like stop eating, or I won't look
good and people will makefun of me' .. I think it's dumb.

Timothy also explicitly stated that such sentiments were not understood, particularly as

weight gain was a natural part of the transition from childhood to adolescence. He agreed with

Peter's statement, suggesting that the desire to maintain a socially acceptable appearance was a

greater issue than normal weight gain:

Girls [areJ always saying, 'Ooo, I gained one pound. Oh no, my life's going to end, everybody
will notice!' I think it's a little bit stupid because it may not be their eating but they're growing.
So, like you might get taller and your legs are growing so you get heavier and might not be
'Ooooo, I'm not going turtt into any of my clothes!'

The difficulty these boys had in understanding girls' needs to achieve a particular

appearance is suggestive that they are less impacted by social pressures regarding weight. This

is an important gender distinction. Girls were aware of the pressure to "look good' "like, 'cuz

tltey're girls and they want to be skinny." Whitney noted that girls "woru[yJ tf they're toofat or

stufflike tltat." Her statement speaks to having acknowledged the pressure to achieve a certain

image. Jasmine, whose favourite pastimes included playrng fumble and hockey, stated that girls

were concerned about their appearance"like, 'cuz tltey're girls and they want to be skinny." Itis

interesting to note that Jasmine speaks about this topic in the third person, despite being a girl.

She may spoken in this manner because she did not believe this topic to be relevant to herself, as

she played sports in which having a light body weight may not be considered beneficial.

However, it may also have been an attempt to divert attention from herself. While it was not
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clear from reading Whitney's or Jasmine's transcripts if they had accepted these pressures, other

girls clearly had.

Tanya candidly discussed girls' desires to look good. While she focused less on clothing

and appearance than other girls who spoke of girls "tak[ingJ long in the bathroom" to "do

[theirJ hair and [theirJ makeup", she spoke of the pressure on girls to achieve a certain weight,

which for her, \¡/as s)monymous with looking good.

I think girls are a little more self-conscious about themselves. Guys really aren't, you løow...
Girls complain sometimes about their weight, but I'm not the only --- like I do too, but my
brother,like he says, 'Yes! I'm I30lbs!' Like, he's happy, he's like, yeah. If Iwas that [weightJ,
I'd be like, crying.

Clearly, Tanya viewed weight-related pressures to be specific to girls. Such pressures

may not have been frequently discussed in her social network. However, a need to look good,

and the fear of not looking good, impacted Tanya emotionally based on her comment that a

reaching an arbitrary weight would make her upset.

Teasing

Both boys and girls expressed anxiety about weight-related teasing, which they spoke of

only occurring at school. While children noted that girls were teased more often, boys were not

immune to teasing. Gury, who talked about being "overweight" aÍtdwanting to'follow a diet...

to get shinny back [andJ losefat," spoke about being teased about his weight by several of his

schoolmates. He recalled how he had been called names, although he was not willing to disclose

what these names were. Recently, Gary had decided that he was tired of the "bullying," stating

that"they don't bully me anymore. If they're bullies, I'll go and tell." During this discussion,

Gary became quite agitated. Clearly, these events still upset him even though he was no longer
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willing to tolerate this behaviour.

While children reported "feeling bad' about others being teased about their weight, they

did not feel as though they could intervene. This may have been due to a fear that they too

would be"bugget'by children they perceived as aggressive. Whitney spent considerable time

recounting how one of her classmates was teased about her weight. From this account, it is clear

that Whitney felt badly about not being able to mediate the situation. At the same time, she

hinted at how isolating she perceived weight-related teasing to be.

Some of the girls are really mean in the class. They always say to this one girl, who's reallyfat
-well she kinda is, but that's not herfault... Those are the people that said she was reallyfai and
they bug her. And tltere's other people in the other grade six class that bug her too. Especially
at music, 'cuz tltat's the only time that they really see her... It makes me upset 'cuz I don't like
people getting bugged like that. But, I don't say anything 'cuz they're taller than me and stuff
qnd older than me, not much but by a bit... It's just that the girl that they bug is taller than
them, but they still bug lter, 'cuz slte won't do anything. She won't tell anyone, she won't tell the
teacher, slte won't do anything, slte'll just leave it... She doesn't really have muchfriends 'cuz
her bestfriend moved to another school.

Whitney's story highlighted a predominant theme during her interview. An empathetic

girl who attended a school far from her own home so she could visit an ill family member every

day after school, Whitney was clearly troubled by this injustice as well as her perceived inability

to rectify it. Her narrative also speaks to the impact of weight-related teasing. The girl about

whom she speaks had been ostracized by her peers because she was perceived as being "fat."

However, through her story, Whitney implies that, although she identified this girl as

overweight, she did not perceive it to be a character flaw.

Resistine Wei ght-Related Pressures

While most girls discussed socially-imposed weight-related pressures, two girls talked

about having made concerted efforts to resist these pressures. Although both girls acknowledged
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that"tlxin" was the media ideal, they spoke of the confusion that such pressures created for girls.

Neither girl wanted to appear "skinny." Harurah candidly described herself as "probably the

biggest girl in my grade."

Nadine acknowledged the pressure that"if you're not skinny, you're not perfect." LàteÍ

in the interview, Nadine indicated that she was trying to resist this norm, commenting that she

did not "want to look like that [a girl who starves herself]." Nonetheless, she conceded that"a

diet has to be something goodfor you becøuse a lot of people diet," citing Nicole Richie, avery

thin celebrity often depicted as having an eating disorder.

In contrast, Hannah was quite upset about these pressures, discussing them as being

nonsensical and confusing. Although Hannah spoke of trying to resist weight-related pressures,

she had historically reported dieting. While this may seem contradictory, it may also be

indicative of confusion about weight and image. She continued on to suggest that there should

be a greater focus ort"averege sized'women rather than the very thin models embraced by the

fashion industry.

You see like all of these girls in magazines and stuff and I lcnow that the guys in the magazines
are true but its not like they read like a Vogue and stuffso I don't really think I mean surely
superstars like Sports lllustrated and stuffbut they don't have tike the tooth pick thin models
because it has an ffict on girls. On one page you'll see like "Oh, she's got the greatest
fashions !" And the next page you see, "Oh, she's took shinny! Is she anorexic or something? " I
really think that they should stop doing that. If someone is too skinny, you shouldn't like put them
in the highestfashion model or wltatever and then promote them all over your magazine and
then like two pages later or something, you see an article about them being way too thin. Why
are you putting them in the magazine? That makes no sense. I think that they could put normøl
Ioohing models that are like average sized and stuffversus like all of these skinny women 'cuz, I
don't htow about anyone else but personally I think that people like Selma Hayek and Penelope
Cruz and stuffversus like stickpeople like Kate Moss and stuff that the clothes lookway better
on a curuy women that they do on coat hanger tooth picks and they say it's for the clothes but
they look great on practically anyone and they don't need to do that.

Nadine and Hannah's comments indicated that this pressure was ubiquitous, difficult to
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ignore and at times, confusing. While neither girl was able to ignore these pressures, it is

imperative to note their efforts to do so. ln resisting the "skinny" stereot¡pe, these girls' self-

confidence was evident.

One boy also spoke about teasing. Gary, who described himself as "overweight,"

recalled how he had been teased about his weight by schoolmates. As a result, he believed

weight was a greater issue for boys. However, Gary had recently decided that he would no

longer tolerate sts,ch "bullying" statingthat he would report such behaviour if it were to reoccur.

[Weight is more of an issueJ for boys... Name calling. Bullying. But they don't bully me
anymore. But they're not bullies anymore. If they're bullies, I'll go and tell.

Children's Perceptions of Dieting

All children were familiar with dieting; clearly, it has become a pervasive topic even

amongst children whose families rejected the notion of dieting. This is evidenced by Lianne's

mother's surprise that Lianne was familiar with the concept of dieting. While Lianne's parents

had decided that dieting would not be discussed in the family home, Lianne was familiar with

dieting, stating that she had learned about it at school. Two girls spoke of dieting as"good diet

and goodþod' or dietary changes "because they got something wrong with them." Yet, these

girls and all other participating children spoke of dieting in terms of weight loss efforts.

However, their definitions of dieting were not homogenous.

Differences in Boys' and Girls' Perceptions of Dieting

a. Boys Viewed Dieting as Healthful Eating; Girls Also Spoke of Increased Physical Activity

Although we asked girls and boys the same questions, girls generally had more to say
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about dieting than boys. Over half (14) of boys described safe or healthful dieting, which was

frequently labeled as "goot' dieting, in terms of weight loss, limiting food intake or making

dietary changes. Specifically, boys spoke about dieting as incorporating"healthyfoodj' a

"limited amount offood' and"not eatingfattyfoodsi'all of which culminated in"losing

weight." Boys rarely mentioned an increased level of physical activity as they discussed dieting.

Many of these boys had described themselves in terms of their favourite sports. As such,

physical activity was generally not viewed as part of weight loss efforts. Alternatively, weight

loss was viewed as broader than dieting. Activity was seen as a recreational event, rather than a

duty or necessary task. As Wyatt clearly noted, dieting predominantly involved altering eating

patterns.

Interviewer: So, what does the word 'diet' mean?
wyatt: Not eøting as much, eating only certain eating only healthyfoods.
Interviewer: when you're on a diet, is there physical activity involved?
Wyatt: Sometimes. Not much.
lnterviewer: Okay. And, why do you say that?
Wyatt: Because dieting is changing what you eat.

ln contrast, girls spoke about "goot'dieting as incorporating"lots and lots of exercise"

as well as "watching what you eat," "trying to lose weigltt," and"eating healthier." Essentially,

lifestyle changes were synonyrnous with"good' dieting. As Paula noted, "good'dieting "means

being more healthy or being more active." Girls' inclusion of physical activity as an essential

part of dieting was interesting, as they too had described themselves in terms of their favourite

sports and hobbies. Yet, they were clear in their assessment of "good' dietinginvolving physical

activity.
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b. "Good" versus "Bad" Dieting

As introduced in the previous section, "gooÌ'dieting involved making nutritious choices,

and for girls, physical activity. Children spoke of dieting as being either "gooÌ' or "bad." The

latter of these two involved more dangerous forms of weight loss, including "skipping a meal,"

"anorexia, " and actions related to bulimia, such as "put[tingJ theirfinger in their mouth and

barf[ingJ. " Girls discussed underweight or "getting skinny" more often than boys. The

differences between word use describing "bad" dieting is presented in Table 4.3. Itis important

to note that none of the children made any indication that they engaged in such harmful

behaviours. Yet, the distinction between these "good' and"bad'dieting was evident, especially

among the girls. When asked to explain what the term 'dieting' meant to her, Victoria spoke

about the differences between the two tlpes of dieting,

Victoria: There's dangerous diets and good diets. I wouldn't say that any girls do
dangerous diets.

Interviewer: What would be an example, you said dangerous and good.
Victoria: A dangerous is not eating, like skipping a meal and maybe having one meal a day

or less than that, a couple snacks. Then, healthy, a good diet is eating healthy, so
eating healthy foods instead ofjunk food.

To these children, "good'dieting involved making sound nutrition choices. However,

girls more frequently discussed the more negative forms of dieting.

Lastly, it is worthy of note that some children dismissed the idea of crash diets, citing

them as either "dangerous" or ineffective. Whitney described unhealthy weight loss methods as

being detrimental to one's health, as she commented ïhat"some people will just have nothing to

eatfor a diet and then they get sick." In Aaron's discussion of dieting, he was careful to

distinguish between "goot' and"bat'dieting, pointing out that the latter type is unlikely to be

successful.
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No junkfood, healthy food... You can eat no or much less junkfood and umm not doing those
weird sounding diets líke eating those crash diets. I'm sure they don't work.

This is an important observation. It suggests that children are aware of the detrimental

effects and lack of success associated wiTh"bad'dieting or unhealthy weight loss practices.

DISCUSSION

Children, and girls in particular, are keenly aware of the weight-related pressures and the

concept of dieting. Boys and girls both talked about weight as a greater concern for girls,

particularly as it related to a need to maintain a certain image and to avoid teasing. Boys and

girls differed slightly in their perceptions of dieting. Both boys and girls considered sound

nutrition to be a form of dieting, while girls also cited physical activity; they labelled these

lifestyle changes as "good" dieting. This is differentiated from "bad" dieting, which includes

unhealthy weight loss practices. While these findings cannot be generalized,to others, this

distinction is nonetheless important, as they may provide greater insight to what children mean

when they say they are dieting.

In this study, children spoke about weight as a greater concem for girls, particularly as it

relates to physical appear¿mce. Our findings are similar to those of Borra and colleagues' (2003)

stud¡ in which they reported that children and adolescents described physical appearance as one

of the most relevant and important issues in their lives. 'Western 
society glorifies thinness and

beauty, particularly for females. Girls as young as five years old reported familiarity with the

concept of losing weight (Abramovitz and Birch, 2000). As girls are aware of these pressures,

they are also more susceptible to them. Yet, these pressures are in direct contrast with girls'

anatomical proclivity at puberty. Interestingly, in our study, only one child, a boy, alluded to the
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impossibility of achieving the female weight ideal due to pubertal weight gain.

What is extraordinary is that some girls were critical of societal pressures to be thin.

Although these girls did not report that they were fully able to resist weight-related pressures,

their resilience speaks to an awareness that the social ideal of the female body is not realistic.

Both boys and girls recounted stories of weight-related teasing, which had profound

emotional consequences. Social pressures regarding weight and appearance are ubiquitous in

our society, making them difficult to avoid or ignore. In contrast, not achieving a certain image

is linked with teasing. Being seen as "different" by one's peers may result in teasing or

stigmatization. V/eight-related teasing is a concern for many children and adolescents (Wills,

Backett-Milburn, Gregory, et aL,2005; Borra, Kelley, Shirreffs, et a1., 2003). As Marchessault

(lggl)noted, teasing played a'þivotal role in making weight an issue" (p. 88) to teen-aged girls.

We suggest that this is also somewhat relevant to boys. These extemal pressures are jntemalized.

such that they become anxious about not putting forth the correct image. What is remarkable is

that asmall group of children spoke of trying to resist these pressures. Gary's stor¡ in which he

identified being bullied by other schoolchildren because of his weight, is courageous in that it

speaks to children's abilities to resist socially imposed standards. Yet, while Gary attempted to

resist these pressures by addressing his aggressors, the effort was clearly stressful to him. His

story is the exception rather than the norTn. More often, there is a sense of being unable to

intervene. People are often aware of the stigmatization of individuals based on their weight.

Yet, like Whitney, who told the story of a classmate being teased, they may not feel comfortable

addressing this injustice for fear of being stigmatized themselves.

Children were familiar with the concept of dieting. All children spoke of dieting in terms

of weight loss, although differences were noted in how this was achieved. As others have also
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reported, dieting was freque ntly charactenzed.as lifestyle changes (Abramovi tz &.Birch,2000;

Chapman & Maclean ,|993;Neumark-S ztainer& Story, 1998). While both boys and girls spoke

of 'good' dieting in terms of weight loss, it was generally only girls who spoke of a need for

greater physical activity. This may have resulted from girls' understanding that the female ideal

is rarely depicted as being athletic. Fashion models are indisputably and undeniably thin. Yet,

this does not necessarily equate to being fit. In contrast, boys' idols often include sports stars.

This gender difference in the social acceptability of physical exertion is greatly concerning,

although not surprising as girls are known to become less physically active as they progress

through adolescence (Pate, Dowda, O'Neill & Ward, 2007).

In the present study, children spoke of 'good' and 'bad' dieting. 'Good' dieting involved

sound nutrition and for girls, physical activity. The dichotomization of dieting as "good" or

"bad" is instructive in how children view dieting. Children noted that conscious decision to

incorporate more nutritious choices and physical activity was perceived as a diet. It could also

be argued that these are positive lifestyle changes. This suggests that nutrition and activity may

be viewed as short-term behaviours. This parallels the finding that children and adolescents

associate healthful eating with family (Chapman & Maclean,1993; Protudjer, Marchessault,

Kozyrskyj & Becker, unpublished manuscript), while high-fat, high-sugar foods are viewed as

fun and to be enjoyed with friends (Protudjer, Marchessault, Kozyrskyl, et al., unpublished

manuscript). Accordingly, these findings warrant further investigation as it will further help

elucidate what children mean when they say they are dieting.

Clearly, weight, dieting and the related pressures were not of issue to all children. Girls

spoke at greater length about these topics than boys. This parallels Neumark-S ztainer and

Story's (1998) findings and is not surprising. Rather, it further reinforces that girls are more
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aware of and influenced by these pressure.

Limitations

As with all qualitative studies, these findings cannot be generali zed, to other groups

(Patton, 2002). However, transferability to other situations is possible, to the degree to which the

two contexts are similar (Patton, 2002). Participant selection was based on self-reported dieting

status in2003-2004. It is possible that children who reported non-dieting atthattime had made

efforts for weight loss between their selÊreport of non-dieting and the time of the interview.

Further, weight and dieting were detailed as subjects of interest in both the introductory contact

letter mailed to families. Many parents reported having discussed the interview topics with their

children in order to assess their willingness to participate. Thus, it is possible that they also

discussed the concepts of weight and dieting with their children, thereby potentially influencing

their answers. However, this is unlikely to be the case, as many parents who observed the

interviews seemed at times surprised by what their children said. Lastly, data analysis was

conducted by the first author (JP). As a female, her frame of reference regarding weight and

dieting, including her previous knowledge of dieting may have impacted this analysis. Attempts

to minimize this bias included reading considerable literature on these topics, as well as a careful

and methodical review of the data.

Implications

In this study, we identified that both boys and girls perceived girls to be more greatly

affected by weight-related pressures. The pressure for women to achieve a socially ideal

appearance has become the norm in western society. Yet, such pressures clearly have the
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potential to be damaging. At a societal level, this must be recognized, and taught to both boys

and girls from a very young age. Parents, educators and health professionals need to be aware

that children are familiar with the concept of dieting. It is vital that these individuals recognize

that dieting can mean different things to different groups. Girls need to be encouraged to view

physical activity as more than just a means of weight control; the psychological and physical

health benefits should also be reinforced. And, perhaps most importantly, it must be reinforced

that the "ideal" body is unattainable for most individuals. Rather, emphasis should be placed on

achieving a healthful body weight through appropriate and safe means, which can lead to a

healthy body image. This can be reinforced through societal acceptance, and most notably

parental acceptance, ofa broad range ofbody shapes and sizes.
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Table 4.1. Summary of Participants' Characteristics

N:45

Males

Dietingu

Females

Dietingu

Ethnicity (n:45)

Caucasian

Non-Caucasian

10000-29999

30000-49999

50000-79999

80000 or more

23

11

22

9

Household lncome Levels (Canadian Dollars) (n:36)

39

6

J

5

10

18

Highest Level of Parental Education (n:38)

No High School Diploma 1

High School Diploma 2

Post-Secondary /University 35

Ðieting based on self-report of dieting to lose weight in the 12 months prior to the

administration of diet questionnaire.
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Table 4.2. Select Questions from the Interview Guide

1. Is weight more of an issue for boys or for girls? \Mhy?

2. What pops into your head when I say the word "diet?"

3. What does the word "diet" mean?

4. What kinds of things do people do when they diet?
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Table 4.3. Frequency Table of Children's Words Associated with "Bad" Dieting

Times V/ord Used

V/ord Used All Girls Boys

Skinny / Toothpick

Starve(d) / Starving

Hunger/ Hungryb

Puke/ Vomit/ Barf

Anorexic/ Anorexia

20 1,2

J

0

0

4

2

4

gt

2

1

1

J

0

a
J

Skip(ed)/ Skipping Meals 2

Not Eatingd

"One boy who had reported dieting used the word, skinny, seven times during his interview

blncludes only comments related to letting oneself go hungry; does not include comments such as

"having a snack when I'm hungry"

"Children did not specifically identify bulimia, but used age-appropriate words to describe the

associated action of self-induced vomiting.

olncludes only comments related to avoiding the consumption of food in general; does not

include comments such as "not eating as many potato chips"
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Chapter V:

Children's Normalization of Living with Asthma

The preceding two chapters identified how participating children spoke about healthful

eating and physical activity, as well as weight and dieting. Children were familiar with the

concept of healthful eating, citing their parents and teachers as primary sources of information.

Despite their familiarity with sound nutrition, children spoke of high-fat- high-sugar foods as

more preferable choices, opting for such foods while with füends. Children also spoke of

physical actívity as a means by which to socialize with their füends. As such, physical activity

was viewed as being fun and generally easier than healthful eating. Weight was a topic with

which approximately half of the children were familiar; girls were reported to be more concemed

with weight than boys. Dieting was dichotomized as good or bad: healthful choices versus

unsafe weight loss practices. Boys talked about healthful eating and good dieting as

synon)¡mous terms, while girls also included increased physical activity in their definition of

good dieting. These concepts are particularly important for children with asthma for two

reasons. First, children with asthma have previously reported their condition as a ba:rier to

physical activity (Lang, Butz, Duggan, et a1,2004; Chiang, Huang & Chao, 2005a; Chiang,

2005b). This puts them at increased risk for being sedentary. Secondly, the association between

asthma and obesity in adolescents is well-documented (Mamun, Lawlor, Alati, O'Callaghan,

Williams & Najman, 2007; Huang, Shiao & Chou, 1999).

As a secondary objective of this study, children with asthma were asked about how

they perceive living and coping with their disease. This topic is explored in this chapter with

emphasis on children's efforts to normalize their lives by various means. Such strategies
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included stressing normality, minimizing the health impact of asthma, adaptation in daily living,

substitution of activities, managing asthma symptoms with medications and down-playing the

impact of asthma.

First, the results from earlier qualitative works relating to how living with asthma and

other respiratory conditions are presented. Following this is a manuscript based on the results

from the present qualitative study relating to how children talk about living with asthma.
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Introduction

Asthma

Some researchers suggest that diet and lifestyle changes arcpartly responsible for the

increase in chronic diseases, including asthma, over the past 20 years (Bibi, Shoseyov,

Feigenbaum, et a1.,2004). While the etiology and physiology of asthma have been extensively

investigated (Holgate,2003; Boulet, Becker, Bérubé, et al., 1999; GINA ,2005), there is little

research on children's perceptions of asthma. This section of the literature review first focuses

on families' perceptions of caring for a child with asthma and other respiratory conditions. This

is followed by att examination of the literature on children's perceptions of living with asthma.

These studies have been further grouped, first by children and parents who perceive asthma

negatively, then by studies in which researchers examine how families and children with asthma

and other respiratory conditions attempt to normalize their conditions.

i. Negative Views of Asthma

Chiang and colleagues (2005a) conducted a mixed methods study in fwo regions of

Taiwan into the perceived barriers to parents' management of their child's asthma. These

researchers identified parents' misconceptions about asthma and different views regarding the

convenience of access to health care and health education resources. Families also resisted the

label of asthma. Parents in Taoyuan had lower education and were of lower socio-economic

status than families from Taipei. Those from Taoyuan reported greater imposed exercise

restrictions on their children, greater reliance on medial services and less use of a peak flow

meter. These behaviours, the authors reported, resulted in poorer self-management and health

misconceptions (Chiang, Huang & Chao, 2005a). While this study did not focus on children's
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perspectives, it did contextualizethe difficulties experienced by the families of children with

asthma.

In her qualitative, interview-based study, Chiang (2005b) sought to describe the content

and dimensions of the heaith-related quality of life among Taiwanese children with moderate

asthma between the ages of six and 72 years. A common theme from this study included

children having to limit their plalime or limit their participation in physical education classes

due to actual signs and symptoms of asthma or because of fear of triggering an asthma attack.

Some children felt anxious about how asthma affected their physi cal appearance. Others felt that

interactions with their peers were affected, because of asthma-related teasing or feeling isolated

because of fear of an asthm a attack (Chiang, 2005b). These factors highlight how asthma can

impact children physically, but also psychologically.

Callery and colleagues (2003) also conducted aqualitative, interview-based study in

Britain, in which they sought to gain insight into asthma-related beliefs of children aged nine to

16, and their parent(s). All children had moderate asthma and had been previously prescribed

inhaled corticosteroids. Seventeen of the participants were recruited during an unscheduled visit

to an emergency room or drop-in clinic 12 to 24 months prior to the study. The other eight

participants were recruited during planned appointments with their general practitioners during

the same time period. Two common themes from this study are relevant to the current study:

participants focused on present rather than past asthma attacks, and they noted that the effects

that asthma resulted in as either 'good' or 'bad' days. The determination of a 'good' or a 'bad'

day was largely dependent on how visible their asthma was to their peers. This finding was

reinforced by one child's comment:

Well, a good day would be, would be, kind of emm,
errun, err, I didn't have any asthma and I wouldn't
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be coughing, yeah. I try not to cough in assemblies
because then I get embarrassed... we had these
class assemblies and I was coughing and coughing
in one of the assemblies and everybody was
looking.

(Callery, Milnes, Verduyn, et a1.,2003, p. 188)

Based on the findings of Callery and colleagues' (2003) study and Chiang's (2005b)

study, it is evident that children want their friends to better understand and to appreciate the

effects that asthma has on their health, and for their friends to be more empathetic about asthma.

In one of the few qualitative North American studies on children's perceptions of asthma,

Pradel and colleagues (2001) interviewed 32 children with moderate to severe asthma, aged

seven and 12 years, residing in an upper-middle class neighbourhood in North Carolina, United

States. Over half of the participating children suggested that physical activity precipitated or

preceded an asthma attack. Few younger children took responsibility for their asthma attacks

they had attributed to excessive physical exefion. [n contrast, half of the older children blamed

themselves for "engaging in too much exercise," which culminated in an asthm a attack (pradel,

Hartzema& Bush, 200I,p.202). Many older children suggested that their asthma may have

resulted from, or been exacerbated by their environment, while younger children could not

explain why they had asthma episodes. Both seven and,12 year old children were able to

describe their physical symptoms or feelings during an asthma attack. Most of these children

were taken aback by the sudden and unforeseen onset of their asthma attacks. Younger children

in particular were unable to describe the waming signs of an asthm a attack. Further, while

younger children most frequently reported feeling "sad" that they had asthma (Pradel, Hartzema

& Bush, 2001 , 2001 , p. 202), older children described having asthma much more negatively and

in greater detail. This is evidenced by one 12 year-old's comment:

That night is a nightmare, it is a living, literally a living
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nightmare because you are on the couch just trying to
breathe.

(Pradel, Hartzema & Bush, 2001,2001,p.20a)

In contrast to the above studies which suggested that children focused on the negative

aspects of their disease, namely asthma attacks and a general sense of being different than their

peers without asthma, other researchers have identified that children with asthma and families of

children with asthma attempted to normalize their life by managing their condition. Strategies

such as stressing normality and managing asthma through medication usage were strategies

regarded as efforts of normalization (Prout, Hayes & Gelder, 1999;Knight, 2005).

ii. Normalizing Asthma

Morse and colleagues (2000) suggested that normalizationis a process through which

individuals identify or adopt the norms of a reference or target group. Normalization involves

four attributes or stages: (1) comparing one's self with the target or reference group, (2) desiring

to fit in with the chosen group, (3) identifying the nonns of the reference group while

emphasizing one's own capabilities and deemphasizing the differences, and (4) creatrng

strategies of identification that may facilitate integration into the target or reference group. Thus,

notmalization into the everyday-as-normal world involves emphasizing abilities, which is

believed to compensate for the child's disability. This 'world' is the social environment of any

particular grouP, as well as the behaviours, beliefs, customs and values of that group. As the

child maximizes his or her abilities that fit into those that are considered 'normal' in the

everyday world, the child becomes valued in the everyday-as-normal world. In contrast, the

disabled-as-normal world encompasses the behaviours, beließ, customs and values adopted by

the child and his or her family out of necessity due to the limitations of illness. Not surprisingly,
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barriers to normalization include prejudice and discrimination (Morse, 'Wilson & Penrod, 2000).

Few studies have focused specifically on how children with asthma attempt to normalize

their lives. Thus, the following review includes studies that have considered normalization

amongst children with respiratory conditions other than asthma, and adults, families of children,

and adolescents living with asthma.

Earle and colleagues (2006) reported how Canadian children aged 4.5 to 17 years

requiring ventilatory support normalized their condition, such that they portrayed themselves

much like other children. The technology upon which they relied was viewed as a minor part of

their lives. Rather, they took pleasure in everyday activities, hobbies and friendships and

normalized their lives as much as possible. As one 17 yearold with spina bidifa noted, his

ventilator was necessary to manage his disease, thereby enabling him to normalize with his

peers.

I don't think my life would be any different fwithout the
ventilator]. This is the way it is and for now it is okay. It
helps me breathe easier and to sleep at night.

(Earle, Rennick, Carnevale & Davis, 2006,p.275)

These findings are not meant to suggest that children were not frustrated by their reliance

on ventilatory support. All but one of these children also required the use of a wheelchair.

When these children were asked to compare the use of ventilatory support versus a wheelchair, it

became clear that the former was considered a greater barrier to normalization.

For me it is better in the wheelchair. Kids get used
to the wheelchair faster than they would a breathing
apparatus. It is just a normal thing and lots of
people have those.

(Earle, Rennick, Camevale & Davis, 2006, p.277)

Yet, children \ryere able to integrate with their peers and emphasize their abilities, instead
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of letting their ventilatory support define them. Further, hope for the future played a substantial

role in these children's lives, as they looked forward to their future with anticipation, sharing

their goals of "becoming someone," much like children not requiring ventilatory assistance

(Earle, Rennick, Carnevale, et al., 2006,p.278).

While asthma is likely never to require the constant use of ventilatory support, the

concept of normalization has been identified amongst adults and children with asthma. British

researchers identified that adults living with asthma could be classified into two general groups:

deniers and accepters. Deniers did not believe they had asthma, stating that they had been

misdiagnosed or had never been told that they had asthma. In the initial stages of the qualitative

interviews, this group denied that having asthma impacted their lives. However, later in the

interviews, the deniers recounted stories of how asthma did indeed impact their lives, how they

relied on asthma medications, and how they had developed strategies, such as avoiding particular

activities or locations, so as not to exacerbate their asthma. While their families were aware of

their condition, the deniers made every attempt so that friends and colleagues did not know they

had asthma. As Adams and colleagues (1997) noted:

The desire to present oneself as leading as normal a life as
possible and the strategies adopted were found to be
integrally related to their attitudes to asthma, their
prescribed medication and to the ways in which they saw
the issue of control in respect to their physical condition

(Adams, Pill & Jones, 1997,p.193)

Deniers, as these authors suggested, believed that the only self-image available for

individuals with asthma is negative. In contrast, the accepters believed their diagnoses and were

able to accept and integrate their condition "into their lives and their self-images" (Adams, pill &

Jones, 1997,p. 195). While such integration was neither easy nor fast, they normalized their

condition such that asthma did not prevent them from fully engaging in life. Accepters reported
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that this was achieved largely through proper medication use, as well as a positive attitude. In

contrast to the deniers, the accepters did not feel a need to redefine their social identity; that is,

they did not view themselves as ill, "weak" or "decrepit" (Adams, Pill & Jones, 1997,p. 195).

The process of normalizing a child's asthma was also identified amongst families of

children with asthma (Prout, Hayes & Gelder, 1999). Amongst these nine British families,

asthma was not defined as a major problem. Rather, parents focused on the ordinariness or

normality of their children in daily life. Participating children generally concurred with this

finding, even when they were unable to participate in very physically demanding sports. Rather,

they modified their activities so that they could participate with their peers. Asthma symptoms

were not viewed as having a major illness. Like the accepters in Adams and colleagues' (1997)

study, these families stressed the importance of managing their children's asthma with

medication. As such medications were convenient, rapid acting and effective, contact with

medical staff or the use of other management tools, such as peak flow meters, was rare,

occurring only when the child had a severe, acute asthm a attack(Prout, Hayes & Gelder, Iggg).

American adolescents noted having asthma should not be viewed with fatalism or as

limiting (Knight, 2005). Knight (2005) identified that these views stemmed from adolescents'

abilities to recognize and manage s}rmptoms often the result of knowledge acquisition, selÊ

efficacy, views of medication effectiveness, ability to avoid triggers, maintenance of social

support and acceptance of diagnosis. Although the author did not specifically note that these

adolescents attempted to normalize their condition, such characteristics and abilities are

suggestive of being "acceptors," as described above.

Further, while there is evidence that children requiring ventilatory support (Earle,

Rennick, Carnevale & Davis, 2006), adults with asthma (Adams, Pill & Jones, IggT) families of
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children with asthma (Prout, Hayes & Gelder, 1999) and adolescents with asthma (Knight, 2005)

attempted to normalize their lifestyles through careful disease management, minimal

consideration has been given to pre-adolescent children's perceptions of asthma. Yet, children

of this age group are beginning to exert their independence (Atwater, 1996). As such, it is

important that their perceptions of asthma are recogni zed and integrated into asthma education

programs' Thus, we sought to better understand how children with asthma perceive living and

coping with their disease.
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INTRODUCTION

Asthma is characterizedby persistent or paroxysmal symptoms, which include dyspnea,

chest tightness, wheezing, productive cough and airway hyperresponsiveness to either external or

internal stimuli. These symptoms often result in inflammation and altered airway structure,

which in turn result in the development of asthma (Becker, Bérubé, Chad, Dolovich, Ducharme,

D'Urzo, et a1.,2005). The prevalence of asthma has increased in developed countries by three-

to fourfold in the past 30 years (Burney, Chinn & Rona, 1990; Ninan & Russell, L992;Manfreda,

Becker, W*9, Roos & Anthonisen,1993). Nearly all new cases of asthma are diagnosed in

children (Yunginger, Reed, O'Cormell, Melton, O'Fallon & Silverstein,1992). Asthma is the

leading cause of school absenteeism and emergency department visits ('ü/ilkins & Mao, lg93)

and is associated with decreased quality of life (Merikallio, Mustalahti, Remes, Valovirta &

Kaila, 2005). In Canada, approximately lTYo of children have asthma of varying severities

(Asthma Society of Canada, 2005; The National Asthma Task Force, 2000). Yet, despite the

physiologic effects and the impact of asthma on lifestyle, most studies regarding children's

perceptions of asthma have focused on the perspectives of older children or those of parents of

school-aged children.

Nearly half of children in the general population who received at least one prescription

for asthma medications had a mild form of the disease (Kozyrskf , Mustard & Simons, 2002).

However, any degree of asthma severity has the potential to be problematic if not properly

controlled. Asthma may be considered an invisible condition, wherein it is not as outwardly

identifiable as other chronic childhood diseases. Despite this, families of children with asthma or

other respiratory problems (Prout, Hayes & Gelder, 1999; Morse, Wilson & Penrod, 2000) and

adults with asthma (Adams, Pill & Jones, 1997) have attempted to normalize their conditions.
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Normalization refers to identifying with, or assuming the customs of a reference group

(Morse, Wilson & Penrod, 2000). It should be viewed as a process, rather than an end-point.

Through this process, Morse and colleagues (2000) suggest that 'comparison and identification'

are necessary skills for the movement between two worlds: the everyday-as-normal world, in

which community behaviours, beliefs, customs and values are generally unattainable by an

individual with severe disabilities, and the disabled-as-normal world, in which behaviours,

beliefs, customs and values are imposed on, and adopted by the individual and his or her family

as a result of the 'disability and environmental structures and limitations' (Morse, Wilson &

Penrod, 2000,pp.663-664). As Morse and colleagues (2000) suggested, normalization involves

four attributes or stages: comparing one's self with the target or reference gïoup, desiring to fit in

with the chosen Broup, identifying the norms of the reference gïoup while emphasizing one's

own capabilities and deemphasizing the differences, and creating strategies of identification that

may facilitate integration into the target or reference group. Thus, normalization into the

everyday-as-normal world involves emphasizing abilities, which are believed to compensate for

the child's disability.

Understanding how children perceive their asthm amay enable health professionals to

better understand, educate and care for patients. Children's perceptions are of particular

importance, as children often have different views than adults on the disease cause, etiology, and

treatment compliance, and strategies for coping with their condition (Callery Milnes, Verduyn,

et al., 2003).

One of the goals of the Gender-Related Evolution in Asthma Team (GREATice) is to

examine the sociological factors associated with the development of asthma. Thus, we sought to

further understand how children perceive living and coping with asthma. Specifically our



102

research question was "How do children with asthma perceive living and coping with their

disease?" Their answers suggested efforts atnormalization; this lens was used in analyzing the

interview data.

METHODS

Oualitative Methods

Health is influenced by social and cultural factors (Young, 2005) including perceptions

about living and coping with asthma. Such topics cannot be readily quantified. Thus, qualitative

methods are useful in exploring and understanding insiders' perspectives (Taylor,2005).

Qualitative methods are effective for theory development rather than theory testing (Patton,

2000).

In-depth interviews are the most commonly used method of data collection in qualitative

research (Taylor, 2005). They provide a means by which to take an individual's experiences and

place them into a wider context (Kaufert & Locker, 1990), as well as an opportunity to examine

meaning (Dunn, 2005) how different people experience their social and cultural world (Frank,

2000). Accordingly, it is appropriate to use these methods to explore children's perceptions

about living and coping with asthma.

We undertook qualitative interviews with a purposeful sample of children from the 1995

Manitoba Birth Cohort, described elsewhere, living in V/innipeg, Canada (Kozyrskyj et al.,

unpublished manuscript). Interviews were conducted between November 2006 and,January

2007 by the first author (JP).
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Participants

A total of 12 girls and 12 boys were interviewed on the topic of asthma. Interviews from

one girl and one boy were unusable due to an inaudible recording of the interview and. anegative

response to the Intemational Study of Allergies and Asthma in Childhood (further detailed

below), respectively. This resulted in a final sample of 11 girls and l1 boys. All children were

11 years old and in grade six at the time of the interviews. Participants were predominantly

Caucasian, although families of non-Caucasian ethnicity were also represented. There was a

wide range of household incomes represented for both boys and girls, although 12 of the 1g

families who reported their household income were in a high-income bracket ( >80000 Canadian

dollars annually). A demographic profile of participating children is noted in table 5.1.

Data Collection and Analvsis

Data collection was via semi-structured, in-depth interviews framed by aninterview

guide (Table 3.2). Interviews were designed to be conducted between the interviewer and the

child, although parents were invited to enter the interview room at any time. Three girls and nine

boys wanted their parent(s) present during the entire interview. Interviews averaged nearly 29

(range 15-60) minutes in duration and were conducted in the family home (n:17) or at our

research lab. Interviews were transcribed verbatim either by the first author or a professional

transcriptionist. Data were analyzed using thematic coding with NVivo software (eSR

Intemational Pty Ltd,2006). The names of children used in this paper are pseudonyms. Any

potentially identifying characteristics have been deleted.
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Asthma Assessment and Deeree of Severity

Asthma was defined as a physician assessment based on patient history and physical

examination. These assessments were performed in2003-2004by either a pediatric allergist or a

pediatrician who was a senior Fellow in Training in Allergy and Clinical Immunology.

Diagnoses were based on the Canadian Asthma Consensus Guidelines (Becker, Bérubé, Chad, et

aI.,2005). Physician diagnoses of current asthma (defined as within the last 12 months) were

made. Children's asthma severity (table 5.3) was determined based on several existing

classification systems (Becker, Bérubé, Chad, et aL,2005; Kozyrskyj, Mustard & Simons, 2002).

Data were incomplete for three boys; thus these boys' asthma severity was established as per

their PCzo scores in response to bronchoprovovation. While not as precise a measure of asthma

as the above cnfet''a, it is a cornmon measure of airway responsiveness in clinical practice and

research (Hargreave, Ryan, Thomson, O'B1'rne, Latimer, Juniper, eta1.,1981).

As asthma status was assessed in 2003, parents confirmed a continued presence of asthma

by a positive reply to the ISAAC question on a history of wheeze or whistling in the l2 months

prior to the interview (Jenkins, Clarke, Carlin, Roberson, Hopper, Dalton, et a1.,1996). This

question has been validated as a measure to determine asthma symptoms in the previous 12

months with Canadian children (Jenkins, Clarke, Carlin, et al., 7996) with a sensitivity of B5o/o

and a specificity of 81% (Habbick,Pizzichini, Taylor, Rennie, Senthilselvan & Sears,Iggg).

Ethics

This study was undertaken with ethical approval from the University of Manitoba Health

Research Ethics Board. All children provided informed assent and their parent(s) provided

informed consent. No incentives were offered for participation.
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FINDINGS

A Deeree of Uncertaintl¿ as Normal

Children in this study attempted to manage their symptoms such that they were able to

"pretft much do any sport" or engage in their favourite activities. However, this is not to

suggest that these children were never concerned about their asthma or were never fearful about

having an asthma attack. Girls especially spoke about the uncertainty of asthm a, andhow that

made them feel "different" oÍ "weird'. Despite this uncertainty, they still talked about being able

to live with their condition. Erica, a hockey player with moderate asthma, spoke of how asthma

attacks were stressful and painful.

You start coughing and then it's really hard 'specially if you have attack, it hurts and if you're
trying to sleep while you're having an attack it's hard because you cqn't calm down and you just
can't stop coughing unless you take your pause and you really relax.

Uma noted how having asthma made her feel "dffirent" than her peers. Yet, by being

involved in physical activity, she was able to protect her identity of being a typical child and fit

in with her peers. She was a well-decorated athlete at her school despite living with asthma.

Nonetheless, IJma tried to avoid drawing attention to herself based on her need to use an inhaler

during physical activity.

Wreil [asthmal makes mefeel dffirent that I'm the only kid cuz there's only two kids in my grade
who have asthma and itiust makes youfeel so dffirent. They have somethingyou don't...-I had
to stop cuz in cross-country or track andfield it's really hard to keep up cuz event after event
after event so it's hard to catch your breath so if you do need to take your inhaler, iometimes I
wait because Ifeel sorta embarrassed or people will laugh or something. In my locker today, it
fell out and people say "You got asthma!"... I think they just don't undàrstund.

Other children spoke of pain that developed upon physical exertion, which they

associated with asthma. Stephanie's father reported that Stephanie had been experiencing

shortness of breath and nocturnal coughing during the weeks prior to the interview. While
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Stephanie's asthma was generally mild, she too discussed some of the asthma-related difficulties

she had experienced. While she did not speak of the same events that her father had reported, it

was clear that her asthma was problematic upon physical exertion.

l'[ell, for me, it's kinda hardfor me because I have asthma. It's sorta, I have to sit out a lot
sometimes 'cuz it just burns inside of me in my upper chest 'cuz if I run too hard, I'll start
panting and I'll probably start coughing.

Grace, who had moderate asthma, recounted a story concerning the impact of her asthma

on her ability to participate in a footrace in physical education class. Although she was able to

finish, she spoke of how this experience affected her.

l4¡ell, I didn't have to stop [racingJ . It's just during the race lfelt tike well, I was already in the
middle [of the raceJ so I couldn't just come and take my puffer. So, I just kept on andfin-ished
the race. And, then I took it when I stopped. Basically, I snrted walking anà that *oã" mefeel
really bad. And, tlten whenever I just walked 'cuz it was really hurting, but then after that,-it got
a bit better . Itiust made me, I just kinda was, I, I didn't really not expect it because usually,
practically I always take my puffer. After the race is finished and I'm sitting, like I've been
sittingfor a couple of minutes, then it will go away. Then I probably take il after I'm done
running.

Yves, who had mild asthma, recalled a story when his asthma impacted on his ability to

participate in a local running event. Although he was successful in his favourite sport, he noted

that asthma had the potential to limit his physical exertion.

Last summer, was the [fall running eventJ, and at one point it really started hurting. I actually
slowed down to a walk then it started hurting. Ifett pain where my lungs would bà, but that's
pretty much it. hfelt like it was better when I was walking

For many of the children in this study, living with asthma meant living with some pain

and discomfort necessitating acceptance of a degree of uncertainty as normal. This was their

motivation for developing strategies to normalize the impact of asthma. Identifying strategies

used to normalize is important in understanding how children cope with living with asthma.

Children's strategies for normalizationincluded shessing normality; minimizing the health
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impact of asthma; adaptation in daily living; substitution of activities; managing asthma

synptoms with medications; and, down-playing the impact of asthma. Each of these strategies is

discussed in the following sections.

Comparable or Superior to that of their Peers

Before discussing asthma, children were asked to describe their health. When we asked

this question, no reference was made to asthma as we were curious if children would

spontaneously discuss it. Six of the 11 girls and 10 of the 12 boys described their health as

"pretty good' or "just the same" as their peers. When discussing how they assessed their health,

these children did not mention that they had asthma. Rather, they talked about "eating the right

þod and getting lots of exercise" or their abilities, such as being able to "rr4n lots." One boy

described his health as"not very good compared to some." However, he made his evaluation

based on his belief that he was "kinda bigger" than some of his classmates; having asthma was

not part of his self-evaluation of health.

Six girls and one boy with varying severities of asthma referred to their disease when

describing their health and stated that their health was "alrigltt but not perfect" because of their

asthma. Victoria, who had mild asthma, stated that living with asthma required managing the

disease, but that asthma should not be a major source of concern.

I just don't really need to stress about it, unless you lmow, that you already have a problem
breathing. Then, astltma might be a bit of a problem. But, ,f you htow that you'refit already, it
will be easierfor you to handle it.

Health as bei

Enca, a girl with moderate asthma, discussed her health in terms of her condition.
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[My health isJ probably dffirent, because I'm one of the only ones in sixth grade with asthma.
And, well, like I sneeze a lot and I cough a lot. Not a lot of kids do that. Aid, I have to take my
pump sometimes at school and nobody else does that... I guess I'm healthy but Ijust have some
problems with asthma.

While she noted a difference between herself and her classmates who did not have

asthma, she said that she was nonetheless healthy, thereby minimizing the impact of her disease

on her identity. Notably, no child in this study referred to asthma as a disease.

Stressing Normalit]¡

Participants, regardless of their asthma severity, did not their asthma as a major concern.

All children normalized their experience of living with asthma as evidenced by comments such

as"yoît can still do everything." While wheezing and coughing were frequently mentioned,

children stressed that living with asthmais"like really not that hard, you barely even notice it."

Table 5.4 demonstrates a high frequency of such phrases that children used when describing the

effects that asthma has on their daily lives.

Children's tendencies to normalize their asthma encompassed how they viewed their

health as being similar to that of their peers, emphasizing their abilities, regarding asthma

medications as beneficial and explaining asthma as a condition that can be managed.

Adaptation in Daily Living

While asthma can be potentially unpredictable, these children talked about the importance

of not living in fear of asthma. Rather, they stressed the importance of doing what they wanted

to do and making adaptations as necessary. This idea is central to the concept of normalization.

Half of the children (five girls and six boys) explicitly mentioned that they were still able to be

physically active despite their asthma. All children described being involved in organized sports
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including "hockey" or "indoor soccer," or less structured active play, such as "hoola hoop[ingJ,,

or "go[ingJ for a walk and to the park." Although there were limitations on activity, none of the

children talked about asthma as prohibiting their ability to be active.

Some children stated that their asthma did not bother them durin g "hockey, " "bowling"

ot "football '(anaerobic activities), although they had to take their reliever medications during

prolonged periods of activity that demanded greater aerobic capacity. Yet, their desire to

participate was gteater than their willingness to choose a less aerobically demanding activity. As

Erica discussed, her asthma was non-problematic during her hockey games, but was more

challenging during hockey practices, during which there were fewer breaks. yet, she still was

able to find a solution that enabled her to play her favourite sport.

[Asthmal doesn't affect me as much when I'm playing hockey because I take my pump beþre
and after. Like, at game$ I'm on the icefor a minute, then after we change, switch sht¡ti, so t
can stay on the bench andiust drinkwater and take my pump if I have to. But, if we're doing a
practice, ...my coach... pushes really, really hard and sometimes I skate so much that I really
Iike lose my breath. I have to tøke my pump and I have to take a little time out.

Other children, with mild to severe asthma, chose activities more aerobic in nature. As

these children suggested, their asthma "hasn't ever stopped'them, they "just have to work at it

and... get used to it." Although they occasionally had to "sit out a while and... take a puffof

[theirJ inltaler," choosing their favourite activities, regardless of the level of required physical

exertion, was a source of pleasure and camaraderie.

Substitution of Activities

Other children noted that they were aware that asthma could potentially impact on their

sports and activities of choice. They accepted that they might have to substitute their current

sport with another activity. For six boys and four girls with mild to severe asthma, their
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preferred sports were either anaerobic or low-intensity in nature, such as weight lifting, bowling

or playing goal in hockey. Participating in such activities enabled them to interact with their

friends and share in a favourite activity in such away that they were not hindered by their

asthma. As Hannah, a vivacious girl with severe asthma, explained, selÊselecting low-intensity

exercise was preferential as these activities did not exacerbate her asthma, but still allowed her to

engage with her peers without drawing attention to her asthma.

ll'ell, I don't really like a lot of the sports that involve running and stuffso it doesn't really make
mefeel that bad that I'm not really able to do it but sometimes I wish I could when we're playing
like in gym or something . And I say, "Come on, yot¿ can do it!" (aughs). But, I'm pretty okøy-
with it because there's still lots offun things that I can do without having to go really, reallyfast
and stuff like that.

As Stephanie stated, "If it stops mefrom playing soccer, so be it. I'ttfind another sport."

These children recognized that their asthma could interfere with physical activity, often because

"like it's really hurting, like [theirJ throat[sJ " or " [theirJ chest[sJ hurt." Yet, they were able to

find ways of managing it, and making adaptations as necessary.

Although no questions were asked specifically about children's perceptions of their

controller or reliever medications, nearly all girls and five boys mentioned a "puffer" oÍ

"inhaler." Two girls with severe asthma also discussed their "pill[sJ" (oral corticosteroids used

in the treatment of severe asthma). Thus, participants' mention of their medications suggests that

they are an important part of asthma management. Children discussed how their inhalers

provided relief. Three girls and two boys talked about having to use their inhalers on occasion,

they also talked about how this allowed them to participate in many of the same activities in

which their friends without asthma were involved. This suggests that using medication enabied
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children to participate in everyday activities alongside their friends. Tanya, who had moderate

asthma, discussed how asthma-related difficulties were intermittent. However, relief was quick

following use of her inhaler.

Sometimes it's hard fto live with asthmaJ, but it's not like going to affect you every minute of the
day. Sometimes you take a puffer and then you'refine, you haie tolake it a t¡ttle-bit, but yoL're
rtr".

Tanya talked with pride about her running successes, yet normalized.havingto take her

asthma reliever medication (her "puffer") because another running friend also required this

medication.

When I run too fast, even though I am a good runner, I start getting kinda wheezy you htow... I
don't have to take a puffer a lot. I have to take it to school, but myfrtend does too. So, like
whenever we're running, sometimes we should take it. Like, running club or something.

IJma, who had severe asthma, noted the importance of taking her asthma controller

medication. She noted that the regular use of oral corticosteroids enabled her to use her inhaler

less frequently than before she started on this regimen. This may have helped her manage her

asthma in a way that was less visible to her peers. Similarly, Hannah commented:

I take like one (oral corticosteroid) every night so that I don't have to use my puffer as much as I
used to so it doesn't really bother me that much any more. But if I go witnouî iifor afew days,
then I definitely feel dffirent and it bothers me when I go to sleep at night, it makes it harder to
breathe through my mouth and my nose.

Children were asked how they would explain asthma to a friend recently diagnosed with

the condition' This was done to gain greater insight into how these children understand asthma.

Rather than explaining how they understood asthma, children stressed the importance of always

ensuring they had their inhalers nearby. This latter point again reinforced that having asthma

should be managed. Victoria stated that she would talk about the importance of remaining

physically fit, which she believed was an important aspect of asthma management. While she
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recognized that there were varying degrees of asthma severity, she reinforced that she felt lucky

to have mild asthma. Thus, she attempted to normalize her life, stating that she was able to do

most anything that interested her.

There's dffirent types of asthma. So, ,f yo, had an asthma like mine, mine is mild, I'm pretty
sure, if you had the type like mine, and you werefit, Iike I said, you don't need to worry that
muclt, just take a puffer sometimes. Some people have very severe asthma and some p'eople have
mild; I'm lucþ to have mild and that I'm luclqt that I can do what I like to do.

Alexandra, a competitive athlete with moderate asthma, commented that she often left her

inhaler at home and stated that she would tell a friend recently diagnosed with asthm athatit was

vital to keep an inhaler close at hand.

I'd tell them that if it's really serious they should probably take their puffer with them. It's good
to keep it with you anyway. You lcnow it's okay, alright to leave with-and if there is a problem,
they can deal with it.

Alexandra's comment illustrates her understanding that she is different because of her

asthma. This is suggestive of her recognition that asthma management has an associated cost.

"I Used to have Asthma":Down-Plainglmpact Asthma

Two boys and one girl reported that they no longer used, rarely used their inhalers and/ or

often left them at home. For example, one child reported that she"wouldn't exactly consider it

astltma becøuse it doesn't really affect" her. This may have led to a greater sense of

normalization, or perhaps was a quest for increased normalization. As Alexandra noted, always

ensuring that an inhaler was readily available was seen as an inconvenience. As a result, she

chose to leave it at home.

I mean it must be kind of tiring to have to carry your puffer with you everywhere tf you have it
severely' But I just keep mine at ltome and I very rarely use it unless I am sick or- have a cough.

Two other boys reported that they no longer had asthma. It is possible that their asthma
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may have improved since their medical visit. As Ethan, who had severe asthma, noted, he used

to feel different than his friends as a result of having asthma. Repeatedly throughout his

interview, he spoke about playing various sports. He recalled the differences between classmates

and himself from a time when he had asthma as compared to the time when his asthma was not

problematic.

It'd [asthma] make mefeel like I wasn't able to run as much as the other people in my cløss.
And, I'd have to like, in gym class, I'd have to like stop and go ask the teachàr if I could go get
my puffer... And now, I can run around two and a hatf, and just go get a drink of water,ánã
actually pretty much ltave no asthma because, whenever I go to basketball practices, I don't even
put it in my bog... 'cuz [my asthmal doesn't bother me anymore.

More importantly, Ethan made a distinction between his former health and current health.

I used to have really, really bad asthma and now I'm normal, then a little bit better and a ltttle
bit better, and now I barely eve:n have any.

Ethan's comment highlights how children with asthma distinguish themselves from their peers

without asthma. Having labelled himself as "now... normal," he indirectly suggested that he

was formerly different than other children as a result of his asthma.

DISCUSSION

In this study, we identified that children with asthma try to normalize their lives through

various strategies. Children emphasized their abilities and minimized the impact of asthma on

their lives. They were able to participate in many of the same activities as their friends without

asthma, although some children made necessary adjustments. For -*y, this did not involve

changing activities, but rather decreasing their level of physical exertion. These children noted

that asthma medications were avitalpart of managing their disease symptoms. While children
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often minimizedtheir asthma symptoms and sometimes the need for medication, they noted that

medications were an effective part of asthma management. As such, medications were viewed as

both hindering and promoting efforts to normalize. That is, they served to both emphasized the

differences between children with asthma and those without asthma, while also furthering the

efforts of children with asthma to conform to their peer group. This finding is instructive as it

reinforces how children are able to normalize their activities through the use of medication.

Even though some children spoke of feeling selÊconscious about taking their inhalers in front of

other children, the children with asthma understood that their medications enabled them to

engage in many of the same activities as their peers. Thus, asthma medications were central to

the management of their disease, which further facilitated normalization. Others support this

finding (Prout, Hayes & Gelder, 1999; Knight,2005, suggesting that because asthma

medications, particularly inhalers, are convenient and fast-acting, "they formed the main

framework for asthma management" (Prout, Hayes & Gelder, 1999, p. 151).

At the same time, it cannot go unsaid that some children de-emphasizetheir condition to

the extent that they did not feel it was necessary to always carry their inhalers. As asthma status

was based on a historical assessment, these children may have had fewer or milder asthma

syrnptoms and/ or no longer required medications. In some cases, children declared that they no

longer had asthma. By removing the label of asthma, children may have been seeking greater

acceptance into their peer group. All of these behaviours suggest a pattern of normalization.

The diagnosis of asthma labels the child as being "different" than their peers.

Accordingly, they develop numerous strategies in an effort to normalize their lives. Children of

this age seek greater acceptance from friends (Atwater, 1996). As such, their goal is to integrate

with their peers. Two strategies central to their efforts to achieve peer accepta¡rce are stressing
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their normality and minimizing the health impact of asthma (Figure 5.1). In accomplishing these

key strategies, children's efforts better aligned them with their peer groups. These strategies

include asthma management, adaptation in daily living, activity substitution and involvement in

physical activity. In dong so, their asthma becomes less visible to others. This fuither facilitates

the children's goal. Interestingly, the means by which these strategies are accomplished are also

what makes the condition more visible. Asthma medications are essential in executing each of

these strategies.

The disease-as-normal versus everyday-as-normal paradigm put forth by Morse and

colleagues (2000) may be too radical a dichotomization for the children in the present study.

Only two girls in the present study distinguished between their home and social environments,

such that they felt more comfortable taking a nightly oral corticosteroid to reduce the likelihood

of having to take a reliever medication in front of their friends. Such efforts to avoid drawing

attention to their asthma or down-playlng the impact of asthma are characteristic of

normalization.

Children with asthma modified their behaviours and actions as necessary so that they

could integrate and thrive in the everyday world. In order for this assimilation to be successful,

Morse and colleagues (2000) indicated that children emphasized their capabilities which are

valued by children without a chronic condition. Prout and colleagues (1999) also identified the

ability of children with asthma to adapt as a result of their disease. These authors suggested that

such adaptability results in their ability to "maintain and produce their own ordinariness" (prout,

Hayes & Gelder, 1999, p. 156).

Although these children used several strategies to enhance their norm alization efforts,

they lived with a degree of uncertainty as normal. They spoke of physical pain associated with
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asthma upon exertion. For some children, this is a component of their disease. Many spoke of

strategies that theyhad developed to cope with this pain, including walking or resting. To a

lesser extent, children spoke of emotional discomfort. Interestingly, this was not a result of

having asthma. Rather, it stemmed from concern about taking their inhalers in front of others.

Children of this age strive for peer acceptance (Atwater, 1996). This drives their need for

normalization. Yet, this is not to suggest that only children with asthma seek strategies in an

effort to normalize. Normalization efforts have also been identified in adults with asthma, who

preferred to "pass as being normal" (van Mens-Verhulst, Radtke & Spence, 2004,p.8¿;Adams,

Pill &Jones, 1997; Small &Lamb,1999).

For clinicians and practitioners, disease adaptation and management are central when

treating a patient. Yet this sometimes contradicts the desire of the participants in the present

study to be treated as "normally'' as possible by their outside world. While they recognize

adaptations and treatment are necessary, they do not want to be treated as if they have a disease.

Similarly, other researchers have found that families of children with asthma did not define

asthma as a substantial problem, although some spoke of challenges resulting from having

asthma. Rather, asthma was viewed with a sense of ordinariness and normalness (prout, Hayes

& Gelder, 1999). Amongst adolescents, having asthma was viewed as with fatalism or as being

limiting (Knight, 2005). In this qualitative pilot study, Knight (2005) identified that knowledge

acquisition, selÊefficacy and social support were associated with positive behaviours regarding

astbma. This can be extended to suggest that the normalization of asthm amay result in positive

outcomes.

However, it cannot be ignored that attempts to integrate with peer groups may have

unintended consequences. In the present study, a small group of children did not use their
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inhalers as prescrib ed, and/ or declared that they were no longer afflicted by their asthma. While

it was beyond the scope of this qualitative study to assess for current asthma syrnptoms, other

researchers have identified that adults denied having asthma (Adams, Pill & Jones, lggT). Irr

contrast to our findings, Adams and colleagues (1997) noted that, although participants in their

sfudy denied having asthma, the effects of asthma and the use of medication were discussed. To

our knowledge, reduction of medication usage based on a self-declared improvement in asthma

status has not been considered qualitatively in children. However, this topic warrants further

investigation.

Limitations

As with all qualitative studies, these findings cannot be generalized,to other groups

(Patton, 2002). However, they may be transferable to other situations with similar contexts

(Patton, 2002). Participants in this study were enrolled in larger,multidisciplinary study

addressing asthma. As such, they may have been more familiar with their condition than other

children, which may have facilitated their abilities to manage their asthma. Further, this study

was based on retrospective accounts of how children perceived their asthma. If children's

accounts of their asthma had been made at the time of an asthma attack, it is possible their

perceptions would have been different. As well, the majority of the children in this studywere

from high-income families, which are known to have greater use of asthma medications

(Kozyrskyj, Mustard & Simons, 2003; Lynd, Sanford, Kelly, Paré, Bai, Fitzgerald.,et al., 2004)

and superior asthma control (Lynd, Sanford, Kelly, et a1.,2004). Although all participating

children had been diagnosed by a physician as having asthma, diagnoses were made in2003l

2004. Current asthma status (asthma at the time of the interview) was determined by parental
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response to the ISAAC question. Although a valid measure in Canadian children (Habbick,

Pizzichini, Taylor et al., T999), misclassification was nonetheless possible. As well, questions

relating to asthma were secondary to the main focus of these interviews: children's perceptions

of healthful eating, physical activity, weight and dieting. As asthma-specific questions were at

the end of the interviews, children may have been tired or disinterested with the interview

process. Finally, no questions specific to asthma medications were included in the interview

guide. However, attempts were made to discuss this topic if the child introduced it.

Conclusions

Children with asthma, regardless of degree of severit¡ tended to emphasi ze their abilities

and minimizethe impact of their condition on their lives. This was attempted through various

strategies. The desire of patients to normalize their lives may present a discord in how clinicians

have traditionally considered asthma management. Yet, a holistic view of the patient with

asthma may result in superior outcomes (Mclean, Gillis &'Waller, 2003). Efforts of

notmalization have the potential to result in negative outcomes, such as not taking medication as

necessary. However, efforts to normalize can also result in taking medications to facilitate

participation in the same world as their healthy peers.
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Table 5.1. Summary of Participants' Demographics

N:24

Ethnicity (n:22)

Caucasian 18

Non-Caucasian 4

Household Income Levels Canadian Dollars (n:18)

10000-29999

30000-49999

s0000-79999

80000 or more

J

t2

Highest Level of Parental Education (n:I9)

No High School Diploma 1

High School Diploma 1

Post-Secondary I University 17
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Table 5.2 Select Questions from Interview Guide

1. In general, compared to other kids your age, how would you describe your health?

Why do you say your health is (word child used to describe his or her health)? How do

you know your health is (word child used to describe his or her health)?

2' Let's pretend that your friend was just diagnosed with asthma. What would you tell him/

her about what it's like to live with asthma?

3. How does having asthma make you feel?

4. If your asthma has ever stopped you from physical activity, tell me about that experience.
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Table 5.3. Summary of Participants' Asthma Severity

Boys (n:11) Girls (n:11)

Asthma Severity

Mild' 2

Moderateb 5

Severet 4

uChildren who did not receive anti-inflammatory drugs and did not meet any of the following

criteria: hospitalized in the last year, 5 or more asthma attacks in the last year, or received oral

Prednisone, or PC26 between 2.0-8.0 mg/ml.

bchildren who received anti-inflammatory drugs but did not meet any of the above criteria or

children who did not receive anti-inflammatory drugs but met >1 of the above criteria or PC26

between 0.25 -2.0 mglml

'Children who received anti-inflammatory drugs (Singular and/or inhaled steroids) and met >1of

the above criteria or PCzo <0.25 mglml.

5

4

2
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Table 5.4. Frequency Table of Children's Comments Regarding Living with Asthma

t Made

Girls (z:11) Boys (z:11)

Asthma as it Affects Daily Living

Out / Breath'

Cough / Coughing

Wheezel Wheezingl Wheezy

Breathe / Hardb

Attack(s)

T7

8

9

aJ

6

(8)

(s)

(5)

(3)

(4)

(1)

(2)

(7)

(0)

(0)

I

J

8

0

0

Strategies to Enhance Asthma Management

Puffl Puffer 17

InhalerlPump 7

Medication 1

Pill 3

Normalization of Livins with Asthma

Can do what I like"

You get used to having asthmad

Can still be physically active'

(8)

(3)

(1)

(1)

13 (3)

2 (2)

0 (0)

0 (0)

6 (2)

e (5)

10 (7)

(4)

(2)

(3)

ulncludes: out / Breath, Can't Breathe, Not Breathing Well, Shortness of Breath

blncludes: Hard / Breathe, Breathe lHañ,,Hard to Catch Breath, Takes Breath Away

'lncludes: No limits to what I can do, Do what I like, Not hard to live with asthma, Does not
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really bother I affect me, Do not worry/ stress that much about having asthma

dlncludes: 
Get used to it, Not serious/ so bad, Take medication and you will be fine

'Includes: I am healthy even though I have asthma, No problems with physical activity, Can still

participate lin gym class], If you're fit, asthma is easier to manage
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Figure 5.1 Theoretical Framework of Strategies of Normalizationof Children with Asthma

Involvement in Physical Activity with Peers
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Chapter VI: DiscussÍon

This study has enhanced our understanding of how children talk about healthful eating

and physical activity, which are two of the pillars of healthful living. Children are familiar with

both concepts as they relate to health. Healthful choices, most often described as fruits and

vegetables, were learned from parents and teachers. In contrast, children spoke of high-fat, high-

sugar foods in the context of being with friends. These findings parallel those of other Canadian

researchers (Chapman & Maclean, 1993). Children also spoke of physical activity as a social

event in which they enjoyed participating with their friends.

As well, this study has broadened our understanding of how children perceive weight and

dieting, the latter of which has been associated with an increased risk of weight gain (Stice,

1998)' Children talked of weight as being a greater issue for girls. Their concerns resulted in

desires to look good and to avoid weight-related teasing. Further, children were aware of the

concept of dieting. Girls particularly noted a difference between good and bad dieting.

In this study, consideration was also given to how children perceive living and coping

with asthma. Children developed numerous strategies to manage their asthma and make it less

visible to their peers. These strategies were designed in their efforts to normalize their lives.

Understanding these perceptions is important, given the interaction of social,

environmental and cultural factors in the development of asthma and obesity.

Summary and Discussion

A summary of how these topics are interconnected is presented in Figure 6.1. This figure

identifies how the influences of parents, teachers and other authority figures contrasted with
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peer- and social influences. This is a disconnect between children's knowledge and behaviours

relating to lifestyle, weight and asthma. Conflicting pressures are noticed in children's views of

nutrition; foods were dichotomized as good versus junk food. There was an awareness of

weight-related pressures and various dieting behaviours. Good dieting was synonynous with

healthful eating. It also included physical activity for girls. While children were aware of bad

dieting, they spoke of it as not being apartof their lives' or that of their peers' lives. Rather,

they discussed bad dieting in very general, broad terms. Nonetheless, it is essential to recognize

that children are aware of unhealthy weight loss practices. Peer influence played a positive role

in children's perceptions of physical activity, as it was viewed as a way in which children

interacted, rather than a socially-mandated behaviour. This is achieved by identifying or

adopting the norms of a reference or target group (Morse, Wilson & Penrod, 2000).

The summary and discussion are presented in the same order in which the topics of this

thesis were presented: healthful eating and physical activity; weight and dieting; and, living with

asthma. Each section includes a summary of the major findings of each of the topics and

expands on the respective discussions introduced in chapters three to five.

The following section is a summary and discussion of children's perceptions of healthful

eating and physical activity. This serves as the foundation for understanding children's thoughts

on weight and dieting.

Healthful Eating and Physical Activity

Eleven- to l2-yearold children in this study were able to describe the benefits that

healthful eating and physical activity could potentially impart on health. Children described

healthful eating as incorporating fruits and vegetables into one's eating plan, while avoiding
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high-fat, high-sugar foods. Participants most frequently reported learning about nutrition from

parents and schoolteachers. This concept of sound nutrition as being associated with authority

figures was also apparent in how children discussed their eating choices.

Many children discussed how healthful foods were often eaten or prepared at home.

Although children spoke dutifully about sound nutrition, it became clear that they found high-fat,

high-sugar foods to be more interesting. Through discussions of high-fat, high-sugar foods, it

was identified that children viewed high-fat, high-sugar foods as reflecting an element of fun.

They came up when they talked about interactions with their friends. Despite children's

recognition that these foods were not necessarily favourable in promoting good health, such

"bad, but goot'foods were nonetheless favoured when engaging in social events. The phrase,

"bad, but good' was a term used frequently by children when describing high-fat, high-sugar

foods. Children fuither elaborated on this concept, suggesting that these foods were viewed as

being less nutritious than the healthful options they cited, yet had an agreeable taste.

These findings echo a qualitative work by Chapman and Maclean (lgg3). These

researchers suggested that high-fat, high-sugar food consumption symbolized adolescents'

increasing independence, while nutritious foods represented a need to maintain family ties.

Participants in Chapman and Maclean's (1993) study were 11-18 years old. It is notable that the

findings were consistent within alarge age rarige (Chapman & Maclean,lgg3).

American researchers conducted four focus groups with nine to l2-year-old girls.

Interestingly, the lI-I2 year-olds cited "getting more money''and "going where I want to go" as

two of the best aspects of growing up (Doswell & Vandestienne, 1996, p. 1 1 1). These findings

support the idea that 1 l-12 year-old children have increasing autonomy over their food choices

and social activities. As such, children may select high-fat, high-sugar foods when with their
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friends, partially because such products represent peer relationships. Disposable income and

gteater freedom were not reported by nine- and l0-year-old American girls (Doswell &

Vandestienne,1996). As such, these children may be more influenced by their parents. yet,

parental influence is nonetheless important for 11- to 12 year-old children. In the present study,

children spoke of consuming nutritious foods at home. While they spoke of more healthful

options with less enthusiasm than they spoke of high-fat, high-sugar foods, no child spoke of

disliking all fruits or vegetables or refusing to eat what their parents had prepared. The

difference between these two age groups is likely a result of increased peer interaction amongst

older children. Children aged 10 years and younger may have similar perceptions regarding

foods. Yet, they have greater involvement with, and rely more on their parents than older

children (Seifert & Hoffüung, 2000). Thus, their distinctions of food choice as symbolizing

either family or peers may be less apparent. Brazilian researchers noted that, while some

children aged seven to 10 spoke of eating more snack foods than was prudent, the majority of

children spoke negatively of such foods, denouncing them as regular items in their diets (Fiates,

Amboni & Teixeira,2007). However, what these researchers did not identify, but became

evident when reading quotations from their participants, was that these children also made

comments that paralleled the findings of this thesis. Although children in the Brazilianstudy

noted that they rarely ate high-fat, high-sugar foods, they spoke of eating more nutritious choices

out of obligation. For e¡ample, children reported that "they must eat at least two or three

vegetables per day'' or that they "can onlyhave two pieces" of a snack food (emphasis added)

(Fiates, Amboni & Teixeira, 2007, n.p.).

The contrast between high-fat, high-sugar foods and healthful choices may have been

particularly apparent in the present study, given that the majority of children were from
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university-educated, middle class families. Canadian families with increased purchasing power

spend more money on fruits and vegetables and less money on high-fat, high-sugar foods as

compared to lower income families (Ricciuto, Tarasuk & Yatchew,2006). As such, these

findings might not be transferable to families of lower socio-economic status.

ln the present study, children were asked to discuss another pillar of healthful living:

physical activity. Children spoke of both organized,and unorganized physical activity as fun.

This ranged from playing competitive sports to running around at recess. No child spoke of

engaging in physical activity out of necessity. Rather, children discussed sports as "fun,' and

"half ftheir] life." Even the two children who noted that they did not particularly enjoy sports

spoke animatedly about alternative activities, such as deathmask and hoop nautical. This finding

is notable as it has been identified that girls especially became less physically active during their

adolescent years (Pate, Dowda, O'Neill & Ward, 2007; Strauss, Rodzilsky, Burack, et a1.,2001)

and spoke negatively about physical activity (van Daalen, 2005).

One of the reasons that girls may still view physical activity as fun is that during

childhood, their physical skills are comparable to those of boys. However, by age 12, girls,

strength, endurance and motor skills may be inferior to those of boys. Such differences can be

minimized through physical training (Seifert & Hoffnung,2000). Thus, it has been hlpothesized

that decreased athleticism may be based on social differences rather than actual physical ability

(Seifert & Hoffüung, 2000). Girls in the present study spoke of social activities as the most

coÍtmon barrier to physical activity, while boys cited screentime. This parallels a quantitative

study in which American researchers identified that girls spent significantly more time on self-

Qate) a sedentary behaviour, as compared to boys. In contrast, boys were more likely to be

involved in sports and electronic recreation, the latter of which is a sedentary behavioiur (Jago,
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Anderson, Baranowski & 'Watson 
,2005). Interestingly, both selÊcare and screentime are

socially-sanctioned behaviours. SelÊcare and screentime both result from gender-specific peer

pressure to "fit in" with a particular social group. While neither of these behaviours was

perceived negatively, the recognition of such behaviours as barriers to physical activity is

notable. Researchers, health educators and parents ought to be mindful of such perceptions.

Greater understanding of how children view their social world may be helpful in developing age-

appropriate physical activity progfams.

In summary, although children spoke extensively about the benefits of healthful eating

and physical activity, they also spoke of being tempted by high-fat, high-sugar foods. These

children were approaching an age at which they were becoming more aware of social pressures

(Atwater, 1996). Weight dissatisfaction and dieting have been implicated in weight gain in both

children (Shunk & Birch, 2004) and adolescents (Ì.leumark-Sztainer, Wall, Guo, Story, Haines &

Eisenberg, 2006; Stice, 1998). This topic will be discussed next.

Weight and Dieting

Westem society promotes an ideal, often unattainable body shape and children are not

immune to the pressures to achieve a very thin appearance. Half of participants discussed weight

as being an issue, predominantly for girls. The bases for these concems were as a desire to look

good and afear of being teased. These concems are not mutually exclusive. Rather, they are

inevitably intertwined; children, especially girls, understood that if they did not achieve a

particular image, they would be teased about their appearance. Two children recounted stories in

which they or a classmate had been teased. These stories evoked sadness and anger in these

children. Notably, one boy who had previously been teased about his weight by his peers was no
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longer willing to accept this treatment. His courage to stand up to these children was

remarkable. While similar forms of teasing have been reported elsewhere, both adults and

children felt as though they did not have the skills to address it (Bauer, Patel, Prokop & Austin,

2006; Haines, Neumark-Sztainer & Thiel, 2007; Murtaugh, Dixey & Rudolph,2006). Others

have extended this concept of teasing, suggesting that it constitutes a form of civilized

oppression (Rogge, Greenwald & Golden, 2004). Therefore, the courage exhibited by this child

must be recognized and reinforced, so that the necessary skills are developed to combat any

future teasing.

As a result of weight-related pressures, children are aware of the concept of dieting for

weight loss. In the present study, all children described various behaviours associated with

dieting. This is not surprising, as girls as young as five years old have described modified- and

restricting eating behaviours associated with weight loss (Abramovitz &,Birch, 2000). However,

it is interesting to note that boys and girls spoke of dieting differently. Boys reported that dieting

involved healthful eating. Girls noted that dieting also included increased physical activity.

Wills and colleagues (2006) identified similar findings. American researchers reported that eight

to 10 year old girls most commonly cited physical activity as a means of weight control. This

was a stark contrast to their parents' reports, during which they stated that their daughters did not

think much about being physically active (Baranowski, Cullen, Rittenberry, et a1.,2003).

One social phenomenon might also be partly responsible for the differences between

boys' and girls' perceptions of dieting. While there is an ever-expanding range of fitness plans

directed at adult women, they are often promoted concurrently with eating plans. Media is a

strong influencer on children's social development, including their perceptions of gender

stereotyping (Huston & Wright, 1996). No boys and few girls in the present study discussed
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media as having an influence on their perceptions of weight and body image. yet, this does not

mean that it has no influence. The influence of media on body image has been reported amongst

12-18 year-old Canadian girls (Chow ,2004). Based on her analysis of this focus group study,

Chow (2004) suggests that "the physical ideal... was portrayed as reachable by rigorous effort"

ûr. 135)' This may further explain why girls, but not boys, equate healthful eating and physical

activity with dieting.

Also identified through analysis of children's discussions of dieting was the

dichotomization of good or bad dieting. Good dieting involved sound lifestyle changes, as

detailed in the previous paragraphs. In contrast, children spoke of bad dieting as skipping meals

or bad dieting. At present, western culture has a desire for immediacy. This unprecedented

demand is reflected in weight-loss plans. Fad diets and skipping meals are popular as they

promise quick results. Yet, these methods of weight loss can have deleterious effects on health,

particularly in children and adolescents (Spear ,2004). Not surprisingly, girls discussed

unhealthy weight loss efforts more extensively than boys. This may be a further reflection of

girls' awareness of weight-related pressures to achieve a socially-desirable image.

The concepts of weight and dieting, and the related topics of healthful eating and physical

activity are particularly important to children living with asthma. Children with this condition

have often reported asthma as a barrier to physical activity; this puts them at greater risk for

sedentary behaviours (Lang, Butz, Duggan, et a1.,2004; Chiang, Huang & Chao, 2005a; Chiang,

2005b). The association between obesity and asthma in children (von Kries, Hermann, Grunert

& von Mutiug 2001; Schachter, Peat & Salomg 2003) and adolescents (Mamun, Lawlor, Alati,

O'Callaghan, V/illiams & Najman, 2007; Huang, Shiao & Chou, lggg) is well-documented.

Dieting is a risk factor for weight gain (Stice, 1998), while healthful eating and physical activity
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are protective (Sabin, Ford, Hunt, et a1.,2007). As such, it is critical to understand how children

with asthma perceive living and coping with their condition.

Children's Normalization of Living with Asthma

In the present study, children with asthma used various strategies in an effort to

normalize their lives. Normalization is a process through which individuals identify or adopt the

noÍns of a reference or target group. Four attributes or stages have been identified in

normalization: (1) comparing one's self with the target or reference group, (2) desiring to fit in

with the chosen group, (3) identifying the norïns of the reference group while emphasizing one,s

own capabilities and deemphasizingthe differences, and (4) creating strategies of identification

thatmay facilitate integration into the target or reference group (Morse, Wilson & Penrod, 2000).

Strategies used by participating children included stressing normality; minimizing the health

impact of asthma; adaptation in daily living; substitution of activities; managing asthma

syrnptoms with medications, and; down-playing the impact of asthma. These steps are consistent

with Morse and colleagues (2000) stages of normalization, wherein abilities are emphasized, and,

differences are downplayed.

The diagnosis of asthma labels the child as being "different" than their peers. To combat

this label, children in the present study had developed numerous strategies. Such efforts were

attempts to normalize their lives. Children of this age are becoming increasingly independent

from their parents, while seeking greater acceptance from friends (Atwater, 1996). At ll-I2
years old, children emphasize the ability to participate in mutual activities with their friends.

However, they are also beginning to develop friendships based on mutual understanding and

intimacy (Seifert & Hoffnung, 2000). As such, integration with their peers is an important goal.
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Two strategies central to their efforts to achieve peer acceptance are stressing their

normality and minimizingthe heaith impact of asthma (Figure 6.2). These efforts are central to

efforts of normalization as they serve two purposes. First, by stressing normality and minimizing

the health impact of asthma, children may perceive that their condition is less visible to others.

As Callery and colleagues (2003) noted, children dichotomized their days as "good" oÍ "bad,"

depending on how visible they believed their asthma was to their peers. Second, these two

strategies are the foundation on which children can adopt other strategies for normalization. If

children are able to put forth efforts that they believe are satisfactory in minimizing the focus on

their differences, they will begin to incorporate other strategies that promote further

normalization and p eer integration.

In accomplishing these key strategies, children's efforts can be directed at better aligning

them with their peer groups. These strategies include asthma management, adaptation in daily

living, activity substitution and involvement in physical activity. Interestingly or perhaps

ironically, the means by which these strategies are accomplished are also what make their

condition more visible. As some children identified, asthma medications are essential in

executing each of these strategies. Yet, by having to rely on medications, children will never

eliminate the label of asthma. For these reasons, asthma medication usage is depicted as a two-

headed arrow spanning all other concepts within the theoretical framework. Accordingly,

notmalizaTion is a process that requires continued adaptation through the development of various

strategies (Morse, V/ilson & Penrod, 2000).

The first fundamental strategy in children's efforts to normalize their lives was their

desire to stress their normality. This was noted in children's descriptions of their selÊrated

health and reports of their involvement in various sports. By not raising the topic of asthma,
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children indirectly suggested that asthma did not impact profoundly on their health. Rather, they

stressed their normality as compared to their peers.

The other central strategy relating to children's efforts to normalize was the minimi zation

of the health impact of asthma. 'When initially discussing their health, few children revealed that

they had asthma. Rather, they stressed their academic accomplishments, their families, peers and

friends, and their physical abilities. This is in accordance with one characteristic of

normalization, in which children emphasize their abilities (Morse, ÌVilson & penrod, 2000).

Further, it underscores children's desires to be included in a peer group; such desire to be

accepted by one's contemporaries is a coÍrmon desire of pre-adolescents (Atwater, 1996).

Asthma management, much like normalization, is a process. Although the interview

guide contained no questions specifically related to asthma drugs, every child discussed the use

of a reliever medication. Nearly all children reported using their inhalers, describing them as an

effective component of asthma management. While a few children spoke of no longer requiring

their inhalers, they were able to recall times at which they found reliever medications to be

beneficial' Medications played an important role in children's asthma management. When

discussing how they would explain asthma to their friends, children down-played the effects of

asthma. They commented that they would encourage others with asthma to always have an

inhaler readily available, as it would be inevitably necessary. They stressed that such

medications are key to asthma management. Through proper management, these children talked

about asthma as somethin gthat should not be feared. Others have also identified that children

and adolescents rely on asthma medications as a means by which asthma was better managed,

thereby further enabling their abilities to normalize. Asthma medications were the primary basis

for asthma control. Notably, inhalers were viewed as being fast-acting and effective, enabling
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children to participate in their favourite activities (Prout, Hayes & Gelder, I999;Knight, 2005).

Every child with asthma spoke of participating in sports, although they also made

adaptations or substitutions as necessary. Some children discussed playing less physically

strenuous positions, such as a goaltender in hockey. However, they were nonetheless able to

play their sport of choice, instead of having selected a less-demanding activity based on their

asthma. This further supports the notion of normalization, wherein children emphasized their

abilities, yet minimized their differences to integrate with their peers (Morse, Vy'ilson & penrod,

2000).

However, this finding is not meant to minimize asthma or how having asthma impacts

children. Children with all degrees of asthma severity spoke of a degree of asthma-related

uncertainty as normal. Children spoke of the unpredictability of asthma episodes. These events

typically occurred at night or during physical activity. Children spoke of their asthma attacks as

being "scary" or causing discomfort such that they had to stop what they were doing. American

children have described these experiences as nightmarish, yet blaming themselves for causing

the attack, which resulted from excessive physical exertion (Pradel, Hartzema& Bush, 2001).

While children in the current study did not blame themselves for having an asthma attack,

they noted an emotionally detrimental effect of asthma. Children, especially those with

moderate to severe asthma, spoke of or alluded to feeling embarrassed about their condition.

They reported that they felt that others did not understand what it was like to live with asthma.

As well, some children spoke of feeling selÊconscious about taking their asthma medications in

front of their peers. Previous research supports this finding. Nine to 16 year old children with

moderate asthma were described as dichotomizing their days as good or bad, depending on how

visible they perceived their asthma to be to their peers (Callery, Milnes, Verduyn, et a1.,2003),
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whereas younger children reported feeling anxious about how asthma affected their physical

appearance (Chiang, 2005b).

Yet, despite this potential for anxiety, children in the present study attempted to

deemphasize their differences. They created means by which they were able to integrate into

their peer $oup. This was evidenced by their willingness to engage in activities that could

potentially exacerbate their asthma, necessitating the use of an inhaler. This action would

identify them to their peer group as being "different." At the same time, children generally did

not speak of asthma medication avoidance, as they recognized the benefits that these drugs

provided. Understanding that children with asthma tend to normalize their activities through

asthma management will be beneficial in asthma education programs, as children with asthma

should be able to engage in regular physical education (Becker, Lemière, Bérubé, et a1.,2005),

yet have been identified as being at greater risk of avoiding physical activity (Chiang, 2005b).

Strengths and Limitations

As this study was compiled of three distinct, yet related topics, the strengths and

limitations of each of these topics will be discussed separately. Holever, this section begins

with a discussion of the overall strengths and limitations of this thesis project.

Overall

As with all qualitative studies, this study is intrinsically limited such that these results

cannot be generalized to a larger population (Patton, 2002). However, considerable effort was

made to sufÍiciently contextualize children's situations, so that these results may be transferable

to situations which are congruent with the ones described herein as recoÍlmended by patton
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(2002)' As such, the results of this study can be assessed for applicabitity to other groups.

Additionally, children in this study had participated in a larger health research project for

at least four years prior to thesis project. Thus, they may have been more comfortable in

discussing lifestyle and health-related topics compared to children who have not had similar

experiences. That being said, their willingness to share their thoughts has furthered our

understanding of how children talk about these topics. This willingness was evident at the

individual level and overall. No child refused to answer any questions due to perceived distress

or discomfort. The recruitment rate for this project was 90%o, suggesting a high degree of

interest in these topics from both the parent(s) and the children.

Originally, it was intended to analyze the data using a phenomenological theoretical

framework. In phenomenology, the researcher accepts the assumed conjectures of the

participants, tries to understand their actions by positioning their actions within the participants'

worlds, and interprets the data based upon children's subjective interpretations of their socially

constructed world (Rice &.822y,2000). However, it was ultimately decided to use thematic

analysis as the method of data interpretation. This resulted from the researcher's naiVeté of the

difficulties in transferring children's perspectives of the world into the resulting work. As

Doverborg & Pramling (1993) noted, researchers are fascinated with children's perspectives.

However, children's thought processes are generally believed to be concrete. This is a stark

contrast to adults' abstract thought processes, which are desired in western society. Further,

children ascribe different meanings to situations depending on their developmental level

(Doverborg & Pramling, 1993). As children in the present study were 1l-12 years old, it is not

unreasonable to conclude that there were variations in their thought processes as there were most

likely differences in their emotional and physical maturity. These differences in thought process
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between children and adults, and within a group of similar-aged children, resulted in an inability

to interpret the data using a phenomenological theoreticai framework.

Interpretation of data collected from children using a phenomenological theoretical

framework mandates that the researcher consider how family interactions and daily life events

are related to the creation or emergence of childhood (Davila and Pears on, 1994). ln order to

gain access to the inner world of children, the phenomenological researcher must regard

participants in their own terms. That is, the researcher must view children from a child's

perspective (Waksler, I99|;Shehan, lggg). This theoretical framework serves to give children a

voice about their own perspectives and experiences. However, this framework also demands that

considerable time be spent with children (Sinclaire, 1994). Although a phenomenological

theoretical framework would have been insightful in understanding how children perceive the

topics of interest of this thesis, the present study was limited by time constraints. Time with

children and their families was limited to one interview. Thus, there was insufficient time and

interaction with children to appreciate and interpret events from their perceptions, or to base their

perceptions on their perspectives of their social world. As a result, thematic analysis was used as

a framework for data interpretation.

Additionally, it must be recognized that qualitative research is influenced by the ability of

the researcher (Green & Thorogood,2004). As this thesis is the product of the researcher's first

attempt at qualitative research, it was a leaming process. During data analysis, the researcher

immersed herself in the data and frequently referred back to field notes to help contextualize

what children had said. Further, the thesis advisory committee offered insightful knowledge and

assistance in ensuring that bias and lack of skill were not a considerable limitation of this project.

Lastly, by the very nature of the subjects of this project, the aspect of power must be
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considered. Children are a vulnerable population (Edwards & McNam ee,2005). As such, social

differences between the participants and the interviewer must be acknowledged. As any adult-

child relationship is intrinsically authoritative, these predetermined positions may influence the

interpretation of observed and experienced behaviours (Holmes, 1998). However, talking with

the child about his/ her interests prior to the interview can help facilitate the establishment of

rapport. Considerable effort was made to help children feel at ease throughout the interview

process: children were given the choice of being interviewed at home or at the Allergy Lab;

children completed assent forms and were told that they were not obliged to participate in this

study even if their parents wanted them to participate; the researcher made füendly conversation

with the child prior to the interview, discussing topics of interest to the child; age-appropriate

vocabulary was used throughout the interview process; the researcher sat on the floor if this was

the child's preferred site for the interview; and, positive reinforcement of children's comments

was on-going throughout the interview process.

Healthful Eating and Physical Activity

In this sfudy, children noted few barriers to physical activity. This may be partly

attributable to participating children's extensive involvement in extra-curricular sports. As

discussed in the previous section, families in this study were generally of high socio-economic

status. As such, they had the means to provide their children with opportunities for recreational

activities and necessary equipment.

IVhile children discussed healthful eating and physical activity prior to them being

introduced, the child assent form completed prior to the interview detailed that the research team

was interested in learning more about children's perceptions of these topics. This may have
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contributed to children's discussions of these subjects. However, children had learned about the

benefits of sound nutrition on overall health in grades fîve and six (Government of Manitoba,

n.d.)' Thus, children were presumably abeady familiar with this concept. Children also spoke

animatedly and at great length about physical activity, suggesting that this was a truly a topic of

interest for them.

As interviews were conducted befween November 2006 andFebruary 2007, some

coincided with a winter school break. Children may have perceived that they had more time

available for physical activity during this period, resulting in their reports of few barriers to

physical activity. Yet, boys cited homework as a barrier to physical activity. This suggests that

children were not thinking only about their current situation, but had also considered barriers to

physical activity in more general terms.

llreight and Dieting

Prior to participating in this study, children completed assent forms in which weight and

dieting were detailed as subjects of interest. Further, these topics were also mentioned in the

letter of introduction. During the initial telephone contact, parents reported having discussed the

interview topics with their children to determine if they were willing to participate. Thus,

parents and children may have also discussed these topics, thereby potentially influencing

children's interview responses. However, many parents who observed the interviews seemed

surprised at times by what their children said. Thus, parental influence may have only had

minimal impact on children's discussions of weight and dieting.

At the outset of this research project, it was intended to compare differences in dieting

and weight perceptions between children who had and had not selÊreported dieting to lose
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weight' In2003-2004, children completed a Child Diet questionnaire in which they were queried

about their weight loss efforts. This yielded a sample of nine girls and 1i boys who had selÊ

reported attempts at weight loss. However, it could not be concluded that other children had not

dieted for weight loss between2003 and2004 and the time of interview (November 2006 to

February 2007). Thus, this part of the analysis was excluded. Nonetheless, as approximately

half the boys and girls in this purposeful selection had selÊreported dieting, it is apparent that

children are aware of weight-related pressures and various modes of dieting. Further, this is one

of the first qualitative investigations into 1 I and.12 year-olds' perceptions of weight and dieting,

making it a novel piece of research despite omitting the originally-intended comparison.

Lastly, it must be identified that data analysis was conducted by the first author (Jp). As

a female, her frame of reference regarding weight and dieting may have impacted this analysis.

Attempts were made to minimize this bias. This included reading considerable literature on

these topics, as well as a careful and methodical review of the data.

Children's Normalization of Living with Asthma

This part of the analysis was a secondary objective of the thesis. Accordingly, this

section received less focus during the interviews than the preceding sections. Asthma-related

questions were introduced at the end of the interviews and were limited in number. As such,

children may have been tired or disinterested in the interview process. The only exception to this

order was if children introduced asthma during earlier parts of the interview. Further, the

interview guide did not include questions about asthma medications. Thus, this topic was only

discussed if children introduced it. That being said, nearly every child mentioned an inhaler,

while two girls also spoke of oral asthma medications. Children's introduction of this topic
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suggests that they viewed the use of medications as an important part of their asthma.

Participants in this study were enrolled in the larger, multidisciplinary GREATice

project, and had previously paficipated in SAGE. While their involvement in a larger study

facilitated recruitment, children were likely more familiar with their condition than children who

were not involved in health research. Further, the majority of the children in this study were

from high-income homes, which are known to have greater use of asthma medications

(Kozyrskyj, Mustard & Simons, 2003; Lynd, Sanford, Kelly, Paré, Bai, Fitzgerald, et a1.,2004)

and consequently, superior asthma control (Lynd, Sanford, Kelly, et a1.,2004). Thus,

participants' greater knowledge base and access to medications and health care professionals

focused on asthma may have enhanced their abilities to manage their asthma.

This study was based on retrospective descriptions of how children perceived their

asthma. If children's accounts of their asthma had been made atthetime of an asthma attack, it

is possible their perceptions would have been different.

Although all participating children had been diagnosed by a physician as having asthma,

diagnoses were made in2003/ 2004. Current asthma status (asthma at the time of the interview)

was determined by parental response to the ISAAC question. Although determined to be a valid

measure in Canadian children (Habbick, Pizzichint, Taylor et al., lggg),misclassification was

nonetheless possible. Misclassification may have also occurred regarding asthma severity.

Although asthma severity was determined based on existing Canadian classification systems

(Becker, Bérubé, Chad, et al., 2}}5;Kozyrskyj, Mustard & Simons, Z})2),three boys' asthma

severities were established as per their PC26 scores in response to bronchoprovovation. This was

the result of a need to fulfil other purposeful selection criteria. PCzo scores are not as sensitive a

measure of asthma severity as the criteria used to classify other participants' asthma, yet are still
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cornmon measures of airway hyperresponsiveness clinical practice and research (Hargreave,

Ryan, Thomson, O'Byrne, Latimer, Juniper, et al., i981). Further, all children's asthma

severities were based on data collected in2003-2004. As such, it is possible that children's

asthma may have been more or less severe at the time of the interviews. However, a notable

strength of this study is that it is the first to consider all degrees of asthma severity: mild,

moderate and severe. Previous research has focused only on individuals with moderate and

severe asthma (Prout, Hayes & Gelder, 1999; Knight,2005; Chiang 2005b;L*g,Butz, Duggan

& Serwint, 2004).

Calls for Future Research

This study focused on 11-12 year-old children's perceptions about lifestyle, weight and

asthma' Children of this age are on the cusp of considerable physical, social and psychological

changes (Atwater, 1996). Future research focusing on early adolescents may provide insight into

if, and how perspectives vary following this period of transition.

The present study supports previous findings that children and adolescents are aware of

weight-related pressures and various dieting behaviours (Abramovitz &,Btrch,2000; Wills,

Backett-Milburn, Gregory, et al., 2005;Bauer, Yang & Austin, 2004;Borra, Kelley, Shirreffs, et

a1.,2003; Chapman and Maclean, 1993; Nichter & Vuckovi c, I994;Neumark-S ztainer & Story,

1998; Nichter, Ritenbaugh, Nichter, et al., 1995; Ogle & Darnhurst, 2000). However, there is a

paucity of research comparing differences in perceptions between dieters and non-dieters. In this

project, it was identified that children view healthful eating and physical activity as being

synonymous with "good" dieting. Children spoke of an inability to maintain healthful habits.

Future research should more comprehensively address why children are unable to adopt these
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changes for long periods of time, as well as identify behaviours that may help facilitate the

incorporation of healthful habits throughout adolescence.

Further to this, concerted effort should be directed at identiÛring why it is that ll to 12

year-old girls perceive physical activity to be fun, but become less physically active through

adolescence (Pate, Dowda, O'Neill & Ward, 2007). This is paramount in developing progams

and policies that target adolescent*onset obesity, particularly as this age group has the highest

prevalence of childhood obesity in Canada (Shields, 2005).

Understanding children's perceptions of living with asthma was a secondary objective to

this project' In the present study, no differences were noted in children's perceptions of living

with varying degrees of asthma. Further investigation is wananted as to how children with

varying severities of asthma in lower-income families, remote regions and with limited contact

with health care professionals perceive living and coping with their disease.
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Figure 6.1 Summary Model of How Children Talk about Lifestyle, Weight and Asthma
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Figure 6.2 Theoretical Framework of Strategies of Normali zation of Children with Asthma
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Appendix A. I-etter of Introduction

ffiffitr@
504J John Buhler Research Centre
715 McDermot Ave
V/innipeg, MB R3E 3P5
Phone (204) XXX XXXX
Fax(204) XXX XXXX

SfiÍfuÕf åstlffiâ Genes
the Enrirorunent Y

ffiWW&.¡****
Gender Related F¡olutio¡r of .Ast}ma Team lW W
InterdiscipliraryCapacityEnhancernent IWW

Re: Asthma in Childhood

Dear Parent / Guardian:

We have now completed enrolling children bom in 1995 from across Manitoba.

'We 
appreciate your participation, which is critical to making this a successful study.

As a follow through to this, we are now trying to sort out children's feelings about having
asthma. We will assess their thoughts about dieting, physical activity and-healthy eatingl We
will also study the effect of social environmental factãrs on the risk behaviours associated with
obesity and asthma, and dieting and weight concerns of adolescents.

In2-3 weeks, you will be receiving an information letter and consent form on this aspect of the
research. As well, I will be contacting you by telephone at the number you provided ãuring your
last visit.

Please read the study material carefully. If you have any questions or concerns, please contact
the study coordinator at204XXX XXX.

Sincerely,

Jennifer Protudj er, M. Sc. (Candidate)
Student Investigator
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Appendix B. Parental Consent Form

_ J?:1

ffiiiit*W^
c¡il¿l{eolt¡åW1"

, j,, rhdiuur lì!-¡rúüs'\jr

504 John Buhler Research Centre

ffie&,'
Studyof .tsthma Genes 

I

and.the Erwironment I

ffiWWWae,/ffiryÆ%
flîtr#JtrffiüH;"#iåffi lw

Research Participant Information and Consent Form

715 McDermotAve
Winnipeg, MB R3E 3P5
Phone (204) XXX XXXX
Fax (204) XXX XXXX

Protocol Title: "Talking to Chitdren About Lifestyle, \ileight and Asthma: A Substudy of
the Gender-Related Evolution of Asthma Team: Interdisciplinary
Capacity Enhancement (GREATice)"

Protocol Number for SAGE: H2004: I47
Protocol Reference Number: H20062179

Principal Investigator of Substudy: Jennifer protudjer
Principal Investigator of SAGE: Dr. Allan Becker

Sponsors: Canadian Institutes of Child Health
Manitoba Institute of Chitd Health

Dear Parent and/ or Legal Guardian:

You and your child have previously participated in a Clinical Trial (Asthma, Genes and the
Environment). Your child is being asked to participate in this study. Please take your time to
review this participant information and consent form, and discuss any questions you may have
with the study staff. You should take your time to make a decision about allowing your child to
participate in this study. You may discuss this study with your regular doctor, friãnds, or family
before you make a decision. Please ask the study doctor or study staff to explain any words or
information that you do not clearly understand.

Participant's Number

29 September 2006
Version 4

Participant' s Initials

Page 1 of6
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Talking to Children About Lifestyle, Weight and Asthma: A Substudy of the Gender-Related
Evolution of Asthma Team: Interdisciplinary Capacity Enhancement (GREATice)

Purpose of Study

317 children living in V/innipeg are eligible to participate in this study. In total, we hope to
interview approximately 40-60 children. These childien may be male or female, cunently
dieting to lose weight or not, and have asthma or not. We wilt explore children's perceptions of
dieting, physical activity, and weight. We will compare any simiiarities and differencei between
the perceptions of asthmatic and non-asthmatic children aged 11-12 years old.

You do not have to consent to have your child participate in this interview to be involved in other
parts of SAGE. If your child prefers, he or she may answer only certain questions during the
interview. This information and consent form is only for the interview. you should have
already received an information and consent form for the larger study (SAGE). If you did not
receive this, or would like another copy, please contact the research team atZOqXXX-XXXX.

As the parent or guardian, you will be asked to complete a brief 8 question survey about your
child's current health. This will be handed to you at the time of the interview.

If you chose to permit your child to be interviewed, the following topics will be discussed:

1. children's perceptions of dieting, weight and "healthy eating."
2. Children's perceptions of physical activity, what t¡4pes of activities they engage in, and

how such activities make them feel, and
3. If your child has been diagnosed with asthma, how the disease affects their physical

activity, food consumption, and relationships with their family, peers, frienãs, and
teachers.

These interviews will be conducted one on one, between the investigator, Jennifer protudjer, and
the child. The interviews will be conducted in a quiet area of the John Buhler Research Centre
or in your home. You may choose either location. (If you chose to come to the John Buhler
Research Centre, parking costs will be reimbursed.) These interviews will be audio recorded.
Cassettes will be locked in a filing cabinet, in 504J John Buhler Research Centre, T15
McDermot, Winnipeg, MB for five (5) years, after which time the audio cassettes wilt be erased.

In the future, we hope to reassess the children in the study. We are now asking your permission
to be contacted in the future for your child's participation in this follow-up stuãy. your decision
to allow your child to participate is completely voluntary. Confidentiality of your child's
information will be maintained.

Participant's Number

29 September 2006
Version 4 Page 2 of 6

Participant' s Initials
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The total time required for this interview is 30-45 minutes. You can stop participating at any
time. However, if you decide to stop participating in the study, *. .rroïäge you to first talk to
the study staff and your regular doctor. If your child chooses to voluntarity wiinAraw from this
interview, any recordings made to such a time wilr be erased.

Any results published from this research will only identify groups, not individual children.
Results will be made available to all of the participants and parents/ legal guardians.

Possible RÍsks or Discomforts:

Your child will be asked questions about what the word "dieting" means to him or her, if he or
she had dieted in the p¿st, as well as questions about his or her relationships with family and
friends. In addition, if your child has asthma, he or she will be asked wtrat it is like to live with
asthma. Any of these questions have the potential to cause the child to become upset. If your
child becomes upset, I will allow the child time to collect him- or herself move on to the next
question, or if necessary, cease the interview completely.

Confidentiality:

Information gathered in this research study may be published or presented in public forums.
However, your name, your child's name, or any other identifyrng information will not be used or
revealed. Medical research records that contain your identity or your child's identity will be
treated as confidential in accordance with the Personal Healih Iniormation Act (pHIA) of
Manitoba. Despite efforts to keep your child's personal information confidential, absolute
confidentiality cannot be guaranteed. Your child's personal information may be disclosed if
required by law.

Otganízations that may inspect and/ or copy your child's research records for quality assurance
and data analysis include groups such as:

The university of Manitoba Health Research Ethics Board
o This group may review research-related records for quality assurance purposes.

Participant's Number

29 September 2006
Version 4

Participant' s Initials

Page 3 of6
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Voluntary Participation/ Withdrawal from the Study:

Your decision to permit your child to be interviewed is voluntary. Either you or your child may
refuse to participate or to withdraw from this study at any time. Your chilil's decision to not
participate or to withdraw from this study will not affect your other medical care atthis site. If
the study doctor feels that it is in your child's best interest to withdraw from the study, your
study doctor will remove him or her without your consent.

Questions:

You are free to ask any questions that you may have about your child's treatment and your
child's rights as a research participant. If any questions come up during or after the stúdy,
contact the study staff

Jennifer Protudjer
504J John Buhler Research Centre

715 McDermot Avenue
Winnipeg, MB

R3E 3P5
Telephone: 204X/'XXXXX

For questions about your child's rights as a research participant, you may contact The University
of Manitoba Health Research Ethics Board at204 7gg-33g9.

Do not sign this consent form unless you have had achance to ask questions and have received
satisfactory answers to all of your questions.

Participant's Number

29 September 2006
Version 4

Participant' s Initials

Page 4 of 6
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Statement of Consent:

I have read this consent form. I have had the opportunity to discuss this research study with
Jennifer Protudjer and/or the study staff. I have had my questions ansv/ered by them in language
I understand. The risks and benefits have been explained to me. I understand that t witt Ue givãn
a copy of this consent form after signing it. I understand that my child's participation in this
study is voluntary and that I or my child may choose to withdraw at arry time. ifreely agree to
allow my child to participate in this research study.

I understand that information regarding my personal identity and the identity of my child will be
kept confidential, but that confidentiality is not guaranteed. I authorize the inspeciion of my
child's medical research records by TheUniversity of Manitoba Health Research Ethics Board.

By signing this consent form, I have not waived any of the legal rights that I have as the parentl
legal guardian of allowing my child to participate in a research stuãy.

Yes No

Participant's Number

29 September 2006
Version 4

Participant' s Initials

Page 5 of6
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For studies with children, consent should be obtained from the parent/legal guardian, and assent
should be obtained from the child.

As the parcnt/ guardian, do you give permission to be contacted in the future for your child's potential participation
in a follow-up study? Note: This does not mean that yow child has to participate. If you cheåk yes, it only means
that you are willing to let us contact you regarding possible participation in the futu¡e.

P arent/ Legal Guardian's Signature Date

Parent/ Legal Guardian's Printed Name

Witness Signature Date

Witness Printed Name

Yes, I give permission to be contacted about a future study.

Nor I do not want to be contacted about a future study.

I, the undersigned, have fully explained the relevant details of this research study to the
participant named above, and believe that the participant has understood and hai knowingly
given their consent.

Printed Name Date

Signature

Role in the Study

[This section must be done by an authorized/ qrott¡"a *"*ø", o¡ne research teøm i.e.
investigator, study nurse, etc.J

Participant's Number

29 September2006
Version 4

Page 6 of6

Participant's Initials
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Appendix C. Child Assent Form

ffi@
504 John Buhler Research Centre
715 McDermot Ave
Winnipeg, MB R3E 3P5
Phone (204) XXX XXXX
Fax(204) XXX XXXX

*&¡

ffiWWe,¡***u
Gender Related Evoh¡tion of Äsfhma Teám lW W*
InterdirciplinaryCapacib¡Enhancement l@{@

Substudy Title: Talking to Children About Lifestyle, V/eight and Asthma: A Substudy of the
Gender-Related Evolution of Asthma Team: Interdisciplinary Capaciiy
Enhancement (GREATice)

Principal Investigator of Substudy: Jennifer protudjer
Principal Investigator of SAGE: Dr. Allan Becker

Why you are here:

We want to tell you about a study about children's perceptions of dieting, and the life
experiences of children who live with asthma. We hope you will be part of our study. you do
not have to have asthma or be dieting to be in this study. This form tills you about the study. If
there is anything that you do not understand, please ask your parent or legal guardian, or the
study staff.

Why we are doing this study:

'We 
want to learn more about what kids think about dieting, weight and physical activity.

What will happen to you:

If you want to be in this study, you will spend about 30-45 minutes talking to a researcher about:

1. Dieting and weight
2. The kinds of physical activity (exercise) you do,
3. How you feel about yourbody, and
4. How asthma affects any of the items listed above þoints 1-3), if you have asthma.

This interview will be tape-recorded, but your name will never be mentioned.

05 September 2006
Version 3

Sfudy of .Asthrtra Gene¡
andtlr.e Environmenf

Page 1 of3
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Will the study hurt?

No. We will only be talking. No one else will be close enough to hear what you are saying.

Will you get better if you are in the study?

This study will not make you feel better or get well. But, we may find out something that will
help other children later.

What if you have questions?

You can ask any questions at any time. You can talk to the research staff during the study. If
you have questions after you leave the study, you can call Jennifer at2} -XXX-XXXX or email
her at j protu dj er @mich. c a.

Who will know what you said during the interview?

Your name will never appear in any paper (other than this form, and the one that your parentl
legal guardian has to sign). Your name will never be used during the interview. Only the
research team will know it was you in this study.

Do you have to be in this study?

You do not have to be in this study. No one will be mad at you if you do not want to do this. If
you do not want to be in this study, just say so. 'We will also ask your parents/ legal guardians if
they would like you to be in this study. Even if your parents/ legal guárdians want you to be in
this sfudy, you can still say no. Even if you say yes now, you 

"ntt 
ui*uy, change your mind

later. It is up to you.

Do you have any questions? Please print or write your questions here.

504J John Buhler Research Centre, 715 McDermot Avenue'Winnipeg, 
MB R3E 3p4

Telephone: 204 X){X XXXX Fax 204 XXX XXXX

05 September2006
Version 3

Page 2 of3
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ASSENT

I want to take part in this study. I know I can change my mind at any time.

Printed Name of Child f 
verbal Assent Given

If verbal assent is obtained from the child, the process must clearly be documented in
the research file.

Written assent if the child chooses to sign the assent.

Signature of Child Age Date

I confirm that I have explained the study to the participant to the extent compatible
with the participant's understanding, and that the participant has agreed to bå in the
study.

Printed Name of Person Signature Date

504J John Buhler Research Centre, 715 McDermot Avenue
Winnipeg, MB R3E 3P4

Telephone: 204XXX XXXX Fax:204 XXX XXXX

Page 3 of3
05 September 2006
Version 3
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Appendix D. Parental Questionnaire

ffiii@
,*., """'*',i,,'dÑ;;\rhl 

-

504 John Buhler Research Centre
715 McDermot Ave
Winnipeg, MB R3E 3P5
Phone (204) XXX XXXX
Fax(204) XXX XXXX

Dear Parent,

Please take a few minutes to complete the following questions.

1' Has you child had wheezing or whistling in the chest in the last 12 months?
Yes No

Does your child currently have environmental allergies, such as dust or pollen?
Yes No

Does your child have food allergies?
Yes No If yes, please nÍÌme:

Does your child currently carry an Epi-Pen?
Yes No

Does your child have diabetes?
Yes No

Does your child currently have any other chronic disease or condition?
Yes No If yes, please name:

Has your child ever been diagnosed with attention-deficit disorder (ADD) or
attention-deficit hyp eractivity (ADHD) disorder?
Yes No

Does your child currently take Ritalin?
Yes No

Thank you for completing this survey!

504J John Buhler Research Centre, 715 McDermot Avenue
Wiruripeg, MB R3E 3P4

Telephone: 204XXXXXXX Fax:204 XXX XXXX

åå"
(

¿å."""ffiffiþ
t%%/

2.

a
J.

4.

5.

6.

7.

8.

0l September 2006
Version I

Page I ofl
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Appendix E. Interview Guide

Prompt Questions are bulleted.

1. Tell me a little about yourself to help me get to know you before we start the interview.
. Family
o Friends
o School
o Hobbies

2. What is a usual day like for you?

3. How would you describe yourself to someone you are just meeting?

4. In general, compared to other kids your age, how would you describe your health?
Why do you say your health is (word child used to describe his or her úealth)? How do
you know your health is ...?

c What does being healthy mean?
Listen if dieting, healthy eating, physical activity and asthma are mentioned.

5. What does it mean to kids your age to eat healthy?

6. What does it mean to kids your age to be physically active?

7. Which is easier: eating healthy or being physically active?
o Probe for reasons

8. V/hat makes it hard to eat healthier?
o What would make it easier to eat healthier?

9. 'Where 
do you get information about your food?

o Probe if media is mentioned by child.

10. What makes it hard to be physically active?
o What would make it easier to be active?

11. Do you talk about eating and/or physical activity with your füends? Anyone else?
o If yes, ask what they talk about.

12. When you're out with your friends, do you choose the same kinds of foods as you would
choose at home? Why or why not?

13. Have your parents ever been said anything to you about your eating, physical activity,
weight?

o What kinds of things did they tell you?
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o Did this make you change what you were doing? Think about making changes?o Did this help you?

14' Some people have said it's up to parents to help kids eat healthfully and be active. But
others say it's up to kids. What do you think? Why?

15. Would you like to change any aspects of your eating? If so, what stops you from making
these changes?

16. How do you want your parents to help you:
o Eat healthier?
o Be physically active?
e V/ith your weight?

17. You've got 4 collages in front of you. Can you tell me what's going on in each of the
pictures?

18. what pops into your head when I say the word..diet?,,what does .,diet" mean?o What kinds of things do people do when they diet?

19. Is weight more of an issue for boys or for girls?
o probe for reasons why.

20. Let's pretend that your friend was just diagnosed with asthma. What would you tell him/
her about what it's like to live with asthma?

21. How does having asthma make you feel?

22. If your asthma has ever stopped you from physical activity, tell me about that experience.

23. What should I have asked you that I didn't think to ask?

24. Is there anything that you would like to add?
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Appendix F. Topical Codes Used for NVivo Analysis of Children's Descriptions of
Healthful Eating and physical Activity

Table F.1 Sample of Topical Codes Used for NVivo Analysis of Children's Descriptions of

Healthful Eating and physical Activity.

Code bv Categor]¡

L Healthful Eating (HE)

HE -ÆV
HE -/Other Foods
HE -/Expl
HE -/Barriers -/Temptation
HE -/Easier -/Taste
HE -Æasier -/Avail
HE -/krfo -/School
HE -/krfo -/Parents
HE /Eating Away from Home
HE -iChanges

IL High Fat / High Sugar Foods

Junk

IIL Physical Activity (PA)

PA -/Expl
PA -/Unorg
PA -/Barriers -/Time
PA -/Barriers -/Sick or Inj
PA -/Easier -/Fit
PA -/Easier -/Time

IV. Physical Activity and Healthy Eating

PA + HE -/PA
PA + HE -Æ{E
PA + HE -/Both
PA + HE -/Wishes
PA + HE -/Talking with Friends
PA + HE -/Advice -Æarents

Explanation of Code

Fruits and vegetables named individually or categorically
Other foods named (most coÍtmon were grains or protein)
Detailed explanation of HE (vitamins, minerals, health)
Temptation cited as a barrier to HE
HE would be easier if foods tasted better
HE would be easier if foods were readily available
Information about HE leamed at school
Information about HE learned from parents
Children talking about food choices made away from home
Food-related changes children would like to make

Description ofjunk food

Detailed explanation of PA
Description of PA as recreation or unorganized sports
Time cited as a barrier to PA
Sickness or injury cited as a barrier to pA
PA would be easier if one was fit
PA would be easier if one had more time

PA is easier than HE
HE is easier than PA
Both PA and HE are easy
Children's wishes for parents to help them with pA and HE
How children talk with friends about PA and HE
Advice children received from parents about pA and HE
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Appendix G. Topicat Codes Used for NVivo Analysis of Children's Descriptions of Weight
and Dieting

Table G.1 Sample of Topical Codes Used for NVivo Analysis of Children's Descriptions of

Weight and Dieting

Code by Cateeory

I. Weight

Weight -Atreither or Unsure

Weight -/Girls
Weight -/Boys
Weight -/Both
Weight -/lVfedia

2. Dieting

Dieting -/Bad-Good
Dieting -/Child Intro
Dieting -/l\4eaning
Dieting -/lVleaning -/Difficulr
Dieting -/Ivleaning -lDfft or Less Food
Di eting -ilVleaning -/Lifestyle

Dieting -/lVfeaning -/Weight loss
Dieting -lMeaning-12
Dieting -/NIeaning -ÆD
Di eting -/lVleaning -/PANS
Dieting -/lVf eaning -A{S
Dieting -/Ivfeaning -ÆIE
Dieting -/lvleaning -/PA
Dieting -/NIeaning -Æ{EPA

Dieting -Adeaning -/CD

Dieting -/I4eaning -/Control Cravings
D ieting -/l\deaning -/Watching
Dieting -/lVf eaning -/Weak

Explanation of Code

Weight is not an issue for boys or girls, or child is
unsure if it is an issue for either gender
Weight is more of an issue for girls than boys
V/eight is more of an issue for boys than girls
Weight is an issue for both boys and girls
Media impacts weight-related pressures

Dieting can be both bad and good
Child introduces subject of dieting spontaneously
Child provides general description of dieting
Dieting is hard or difficult to follow
Dieting involves eating less or eating differently
Dieting should encompass lifestyle changes rather
than short-term modifi cations
Dieting means weight loss / losing weight
Further explanation of dieting upon prompt
Reference to eating disorders, explicit or not
Dieting involves physical activity and no sweets
Dieting involves not eating sweets
Dieting involves healthful eating
Dieting involves physical activity
Dieting involves healthful eating and physical
activity
Child raises idea of commercial diets and diet
products
Dieting involves controlling cravings
Dieting means watching what you eat
Dieting is associated with physical weakness due to
lack ofkcal
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Appendix H. Topical Codes Used for NVivo Analysis of Children's Descriptions of Living
and Coping with Asthma

Table H'1 Sample of Topical Codes Used for NVivo Analysis of Children's Descriptions of

Living and Coping with Asthma

Code bv Catesorv
I. Health

Health -l{verage

Health -/Less than Avg

Health -/Different -/Asthma

Health -ÆIEPA

Health -ÆA
Health -/Same

II. Perceptions of Living with Asthma

Asthma -/PA-/Harder
Asthma -/AF

Asthma -lLiving
Asthma -/lvleds -ÆIelp

Asthma -/Meds -/Dislike

Asthma -/lr4ed s -/Different

Asthma -/Embarrassed
Asthma -Ærustration
Asthma -/Others with Asthma

Explanation of Code

Children describe their health as being average or
comparable to others' health
Children describe their health as being less than average as
compared to others' health
children report that their health is different than their peers
because of their asthma
Children discuss their health in terms of healthful eating
and physical activity
Children discuss their health in terms of physical activity
Children talk about their health as being similar to others,
health

Living with asthma makes physical activity difficult
Advice children with asthma would give to a friend
recently diagnosed with asthma
How children with asthma feel about having it
Children talk about how they perceive their asthma
medications to be helpful
children talk about not liking their asthma medications for
reasons other than making them feel different
Taking asthma medications makes child feel different than
peers

Children talk about being embarrassed about their asthma
Children talk about being frustrated with their asthma
Children talking about peers who also have asthma
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Appendix I. Letter of Ethical Approval

U
(i ¡

B,'\NNAfYNË C,AMI'US
lìc'sc¿rrch llth ics lloards

APPRoVAL FoRM

l> I 26. 770 lhnn¡¡l !rrc Ávcnr¡e
Winnipc¡¡, l!1rn jtolì:t
(louada Iì3Iì (llV.l
'lì:l: (20'l) 78e-32:;5
Fax.: (30-1) 71J9-:11 I'tNtVIrl{SI1-Y 

I

Ìl'[,\Nlt()lì,\ I

Signature intentionally blanked out

Princîpal lnvest¡gator: Ms. J. Protudjer/Dr. A. Becker
Sponsor: Allercen/National Training Program in Allergy
and Asthma/ MICH

Protocol Reference Number: H2006:179
Date of REB Meet¡ng: Sèpt€mber 25, 2006
Dat6 of Approvaf: October 4, 2006
Date of Expiry: September 25,20O7

Protocol Títle: "Talking to Children About Lifestyle, Weight and Asthma: A Substudy of the Gender-
Related Evolut¡on of Asthma Team: lnterdísclplinary Capac¡ty Enhancement (GREATice)'.

The follow¡ng isiare approved for use:

. Protocol dated September 13, 2006 w¡th attached Appendices A to E. Research Partlcipant lnformat¡on and Gonsent Form Version 4 dated September 29,2006. Assent Form Version 3 dated September S, 2006

The above was approved by Dr. John Arnett. Ph-D., C. Psych., Chair, Health Research Ethics Board, Bannatyne
gampus, University of Manitoba on behalf of the committee per your letler dated October 4, 2006. The Reseârch
Ethics Board is organized and operates according to Health CanadailCH Good Clinical Practices, Tri-Council
Policy Statement, and the applicable laws and regulations of Manitoba, The membership of this Research Ethics
Board complies with the membersh¡p requ¡rements for Research Ethics Boards defined in Div¡sion S of the Food
and Dtug Regu/afions.

Thls approval ls valid for one ycar from the date of the REB meet¡ng at wh¡ch the study was reviewed, A
study status report must be submltied annually and must accompany your request for re-approval. Any sign¡ficant
changes of the protocol and informed consent form should be reported to the Chair for coÀsideration-¡n ãdvance
of ¡mplementation of such changes. The RËB must be notified regarding d¡scontinuation or study closure.

Thís approval is for the eth¡cs of human use only. For the log¡stics of performing the study, approval shoutd be
sought from the relevant ¡nstitut¡on, if required.

'John Arnett, Ph.D., C. Psych.
Chair, Health Research Ethics Board
Bannâtyne Campus

Plea€e quote the abové protocol reference number on all correspondence.
lnqu¡r¡es should be directed to the REB Secretary Telephone: (2O4)785-3255 tFax: (2O4) 789-3414

rvrywullr;rr¡i tt¡ll¡r.ca/lì<:r¡lt ics/nrc<licinc/rcsc¡rch,i cr hìcs
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Appendix J. Pediatric Allergist Assessment criteria for Asthma

Pediatric allergist assessment is the gold standard for asthma diagnosis in children (To,

Dell, Dick, Cicutto, Harris, Maclusky, et al.,2006). In2O03-2004, assessments were performed

by either a pediatric allergist (A.B) or a pediatrician who was a senior Fellow in Training in

Allergy and Clinical Immunology (J.L.) as part of the Study of Allerg¡ Genes and the

Environment (SAGE), a precursor study to GREATice.

Asthma Diagnosis

Asthma was defined as a physician diagnosis based on patient history and physical

assessment. These assessments were performed in 2003 by either a pediatric allergist (A.8.) or a

pediatrician who was a senior Fellow in Training in Allergy and Clinical Immunology (J.L.).

Diagnoses were based on the Canadian Asthma Consensus Guidelines (Becker, Bérubé, Chad, et

a1.,2003). Specifically, a standardizedhistory and physical sheet were used to facilitate

diagnosis. Questions addressed the presence of cough and./or wheeze with/ without colds

fnocturnal, exercise and/or hy.perventilation (eg. crytng/laughing)], shortness of breath during

activities (with/without colds), colds lasting more than2weeks, response to current medications

such as bronchodilators or inhaled/ oral corticosteroids, as well as the presence of additional

allergic conditions including allergic rhinitis, atopic dermatitis, and food allergies. A family

history of asthma or personal history of prior/ present eczemaand noted hospital, emergency

department and medical visits relating to difficulties in breathing over the past year were taken.

Physical examination included assessing for allergic facies (i.e. Dennie-Morgan lines,

infraorbital venous stasis, transverse nasal crease, nasal mucosal edema, nasal discharge), chest
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findings (hyperinflation, wheeze, prolonged expiration, decreased breath sounds) and evidence

of atopic dermatitis. All findings were recorded.

Trained alletgy nurses conducted methacholine challenges using the Cockcroft technique

(Cockcroft, Killian, Mellon &Hargreave,1977). Participating children inhaled methacholine via

a facemask or mouthpiece connected to a Bennett twin jet nebulizer calibrated to nebulize 0.13 -

0.18 mllmin (Geometric mean mass diameter five microns) during two minutes of quiet tidal

breathing. The nurses measured lung function and increased the concentration of drug, in

doubling concentrations from approx 0.03 mgiml to 8.0 mglmLuntil a 20% fallin FEVr (pc20)

or the maximum dose (8.0 mg/ml) was achieved as per protocol. PC26 (mglml) was determined

by interpolation on a log-linear scale. Those children who had experienced upper respiratory

tract infections within three weeks prior to their visit did not undergo methacholine challenges.

These children were retested at a later date. We excluded data in the analysis from children who

were seen in remote areas who had an upper or lower respiratory tract infection and apCzo

greater than 8 mglmL' Based on these criteria, physician diagnoses of current asthma (defined as

within the last 12 months) were made.

Asthma Severity

Children's asthma severity was determined based on several existing classification

systems (Becker, Bérubé, Chad, et a1.,2005; Kozyrskyj, Mustard & Simons, 2002) as outlined in

Figure J.1.
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Figure J.1 Asthma Severity Criteria and Classification

Mild
.No anti-inflammatory
meds

.No other criteria met

Asthma Severibl

Moderate

.Anti-inflammatory meds

.No other criteria met

OR

.No anti-infl ammatory meds

. >l other criteria met

Severe

.Anti-infl ammatory meds

. >1 other criteria met

Data were incomplete for three boys; thus these boys' asthma severity was established as

per their PC26 scor€s in response to bronchoprovovation. While not as precise a measure of

asthma as the above criteria, it is a common measure of airway responsiveness for in clinical

practice and research (Hargreave, Ryan, Thomson, et al., 19g1).
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Appendix K. Background on the Study of Allergy, Genes and the Environment (SAGE)
and the Gender-Related Evolution of Asthma Team: InterdÍsciplinary
Capacity Enhancement

The Study of Asthma, Genes and the Environment (SAGE) was created from the 1995

Manitoba Birth Cohort based on the provincial health care registry which identified 16320

children bom in Manitoba in 1995. Children who died or moved out of province betwe en 1995

and2002were excluded from the cohort. ln2002,a one-page survey was mailed, via Manitoba

Health, to the households of the cohort children to inquire about their health and home

environment exposure. The health questions addressed several chronic conditions in childhood,

including hayfever, food allergy, asthma and diabetes. Parents were asked for permission to link

the survey data to their child's health care database records. They were also asked for permission

to be contacted for future study. Through various exclusion criteria and non-response, 723

children were involved in SAGE (Figure K.1). This included 392 children with asthma, lg2with

hayfever or food allergy and,302 with neither condition. Children with neither condition were

grouped by region of residence (rurall urban). Urban children were further stratified by

neighbourhood income level (low/ high). All children with asthma/ allergies were to participate

in the case-control study, as were 200 children with neither condition. Following parental

consent, children and their parents who lived in Winnipeg attended the pediatric Allergy

laboratory at the Manitoba Institute for Child Health in Winnipeg, while rural-dwelling children

were seen by the SAGE team in nearby towns.

The SAGE team conducted various assessments: pediatric allergist assessment for the

presence of asthma, methacholine challenge test using the Cockcroft method and a skin prick test

for common allergens. A detailed survey was administered to parents on their respiratory health
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and home environment, and DNA samples were collected from parents via mouthwash sample.

Blood was obtained from children for DNA testing and immune function assessment. Dust

samples were collected from the child's home and assayed for dust mitel cat/dog allergen and

endotoxin levels.

Based on this design, three study platforms were possible: (1) population-based

longitudinal studies using health care database records from birth to aged seven to eight years,

(2) population-based surveys on home environment exposures to parents of children aged seven

to eight years, and (3) a nested case-control study of children with and without asthma recruited

atage eight to 10 years.

Several features were unique to this design. These included use of a health care registry

to derive the population-based birth cohort of children and members of their immediate families,

a measurement of early life exposures (antibiotic prescriptions, respir atory tractinfections, and

asthma/allergy outcomes from health care records), use of a health care registry as a sampling

frame for a survey on early life exposures and linkage of this information with health care

records, and nesting a case-control study of asthma within the birth cohort to collect information

on clinical phenotypes, immune function, genotypes.

SAGE represents an interdisciplinary collaboration of ,"rr*"hers with expertise in

pediatric allergy, epidemiology, immunology, and genetic and environmental epidemiology.

This type of collaboration has multiple benefits. First, recruitment of children was facilitated

through the existing research infrastrucfure of the Canadian Asthma Primary prevention Study,

directed by Dr. Allan Becker as research nurses in this study had established a trusting

relationship with parents. Second, the SAGE study had substantial recruitment of children from

rural areas and First Nations communities, which has resulted in representation from these
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important groups of children.

SAGE's most notable limitation is that data were not prospectively collected from birth.

Clinical, biological and home environment d,atawere obtained at age eight to 10. Thus, it is not

possible to test various relationships between exposure and disease onset. Additionally, little

nutritional data were collected from children, and. information during pregnancy of the mothers is

limited to prescription medication or health care usage.

With continued funding, followup of the nested case-control study children until

adolescence has been possible. The focus of subsequent stages of SAGE will focus on the

investigation of factors associated with the development of asthma during the teenage years.

During early childhood, asthma prevalence is male dominated. In contrast, new onset asthma

during adolescence is female dominated. Thus, SAGE children will be followed for several years

to further investigate this gender shift in asthma prevalence. This phase of the study is

GREATice: The Gender-Related Evolution of Asthma Team: Interdisciplinary Capacity

Enhancement' (see Primary Hypothesis of GREATice). Additionally, future data collection will

help researchers consider questions relating to gender, obesity, insulin resistance and asthma.

Further, surveys of children at age 10-11 years will be administered, and qualitative interviews of

a subsample of these children will be conducted to identify what issues are important in this age

group; see Specific Obiective #7 of GREATice (thebasis for the study contained in this thesis).

Such information will aid in the knowledge transfer of findings on obesity and asthma.

(GREATice)

\

The core of this team is derived from SAGE researchers, including the nominated
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principal applicant who has expertise in childhood asthma and is the principal investigator for

SAGE (Allan Becker), an investigator with expefise in population health, (Anita Kozyrskf , a

CIHR New Investigator) and genetics. These investigators have teamed with pediatric

endocrinologists, immunologists, neutrigenomicists, a nutritional social scientist, and a

sociologist from the Universities of Manitoba, British Columbia and Victoria. Interdisciplinary

collaboration has facilitated studies addressing the complex and gendered nature of asthma and

obesity among adolescents. Data from this research will enhance our understanding of these

health stigmas and facilitate knowledge transfer to colleagues, the public and at-risk youth. This

transdisciplinary approach provides opportunities for innovative research coordinated between a

number of researchers in disparate departments and universities which can result in development

of programs for effective knowledge translation relating to gender, obesity and asthma and

potentially has the added value to impact other diseases such as type 2 diabetes and

cardiovascular disease. The amalgam of expertise within this team provides a superb opportunity

for mentoring new and young investigators to provide them with a broad base of knowledge and

facilitate their entry to independent research.

Primary Hypothesis of GREATice

The primary hypothesis of GREATice is that, in the genetically susceptible host,

development of obesity in female adolescents provides an inflammatory nidus which initiates the

development of asthma. A conceptual framework for the genetic and social interactions involved

in the development of asthma and obesity is noted in Figure K.2. This hypothesis will be

investigated by focusing on seven specific objectives. Objective seven relates specifically to the

project described in this thesis and is further detail in the following paragraph.
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Specific Objective #7 of GkEATice

The specific objective of GREATice under which the research project described in this

thesis falls is to study the interactive effect of social environmental factors and agents of

socialization on risk behaviors associated with obesity and asthma and to examine adolescents,

dieting and weight concerns and those of their parents using quantitative and qualitative

methodology. The cohort's longitudinal nafure provides an opportunity to establish if dieting is

associated with weight change in a large community sample. The information will be enhanced

through a qualitative study to compare the meaning of health to girls and boys who are dieting.

This will be done by asking the children simple questions about what they mean and do when

they say they are dieting and the role of nutrition and activity in their lives. Additional questions

will be asked to examine what children perceive as hetping/hindering their efforts to improve

their health. This portion of the research will use in-depth semi-structured interviews with up to

40 girls and 40 boys who report in the above survey that they are currently dieting. Qualitative

methods are appropriate to address these issues because little is known about how children this

age perceive dieting. The new knowledge gained from this study will form an important

component of the knowledge translation strategy related to obesity, particularly in young girls.
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Figure K.1 Design for SAGE Cohort and Case-Control Study
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Abbreviations:
DB: Database
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191

Figure K.2 Conceptual Framework for Genetic and Social Interactions in the Development of
Asthma and Obesity
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Adapted from the GREATice Proposal: Adolescent Females, Obesity and Asthma: An
Inflammatory State.
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Appendix L. Summary Letter to Families

tæMasrítoba
l¡nsfifufe æ

ch¡ld fiealfn
ffiWWW
Gender Relate.d Evolution of Asthma Team
Interdiscipl.ira4¡ Capacity Enhancement,óiø,dT1! dì'ßßìt ¡t(qjhl lbu^d?k

504J John Buhler Research Centre
715 McDermot Ave
Winnipeg, MB
R3E 3P4
Phone (204)977-5613
Fax (204) 789-3986

Kind regards,

Jennifer Protudjer
Student Researcher

Dear

Thank you again for participating in my interview study. With your help, this project was both
successful and a great deal of fun!

I have enclosed a summary of the study. I hope you find it interesting. If you have any
questions about this study, please feel free to call me at t.
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Summary:

Tolking to chíldren obout Lifestyle, weight ond Asthmo: A
Substudy of the Gender-Reloted Evolution of Asthmo Teom:

rnterdisciplínory copocity Enhoncement (6REATice)

Purpose of Study

To explore how children think obout:
* Heolthful eating ond physicol octivity
* Weight ond dieting
* Lívíng with osthmo (Those children who hove osthmo)

Sqmple

23 boys and22 girls living in Winnipeg porticipated in this study. All childrenwereborn in
1995. Almost everyone (9O%) opprooched agreed fo toke port. This mokes it more likely
thot the mix of idecs present in o group of children wos foirly represented.

Method

I tqlked with children about the Ìopícs listed obove. These ínterviews averaged ZT
minutes long. All interviews weretape-recorded then typed up, resulting in neorly 500
pages of tronscript. I read these transcrípts severol times, looking f or themes ond
potterns ín how children tolked about these subjects.



Findings

1. How children Tolk obout Heolthful Eoting ond physícol Activity

* Children tolked obout physicol octívity as being fun, ond included both structured
octivíties (e.9. sports teoms) or unstructured ploy time (e.g. running oround ot
recess time).

* Children tolked obout high-fat, high-sugor foods os "furì," friends ond sociol time.
t' rn controst, children tolked obout eating heolthful foods of home. yet,thesefoods

were not resisted when eqting with theír fomilies.
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3. How Children Tqlk obout Living with Asthmo

* 11 girls and 11 boys with osthmo were interviewed. Children's osthmo severity
ranged from mild to severe.

* Children tolked obout not beíng limited by their osthma. Most were able to
porticipofe ín the some types of octíviTies os their peers.

{' For mony children, the use of osthma medicines wos importqnt ín their qbilíty to be
physicolly octíve.

2. How Children Tolk obout Weight ond Dieting

* Children and girls especially,were aware of sociql pressures to "look good." Severol
children also spoke obout being concerned weight-reloted teosing.

* Some of the girls tolked obout trying to resíst theseweight-reloted pressures.
* Two types of dieting were identif ied: "good,, ond "bad,,
* "Good" dieting involved moking nutrítious choíces. 6irls olso tolked obout aneedfor

more physicol octivity for "good" dieting.
* "Bod" dietíng involved unheolthy weight loss proctices. Several children either

described or nomed the 2 major eating disorders: onorexio nervoso ond bulimio
nervoso.

* More children who hod not reported dieting mode the distinction between,theseZ
types of dieting. Children who hod reported dieting generally folked obout dieting
to include the "good" type of dieting.


