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ABSTRACT 
	Childhood obesity is an unrelenting public health problem disproportionately affecting racial and ethnic minorities. There are multiple, complex factors related to the prevalence of childhood obesity from genetics to behavior to environment. Although ethnic minorities are disproportionately affected by childhood obesity and have a variety of cultural identities, research rarely examines cultural factors. In addition, qualitative research into childhood obesity rarely seeks the perspectives of children. This research study sought to address these gaps by interviewing children from an ethnic minority. The purpose of this study was to discover cultural influences that contribute to or prevent childhood obesity from the perspectives of Burmese-American children and adolescents of Karen ethnicity in the southeast U.S. Leininger’s Culture Care Theory (CCT) was the theoretical framework. The study was designed using the ethnonursing research method developed by Leininger to be used with the CCT. Karen children between 8 and 15 years-of-age along with their parents and non-Karen community members who knew them participated in open-ended interviews. Observation and field notes contributed data. Four themes important to healthy weight care in Karen children were discovered: views of a healthy child, food and food preparation, physical activity, and mutual support among family and community. These themes included both Karen and non-Karen influences. Nurses and interprofessional health care teams may use knowledge gained from this study for promotion of healthy weight care in Karen families, and advocating for community changes which could benefit all children. Contribution to theory along with research, policy, and nursing education implications are identified and discussed.
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CHAPTER I: INTRODUCTION






Childhood obesity is a significant child health problem in the United States (U.S.) and globally. Childhood obesity rates have increased steadily since the 1980’s so that currently in the U.S. approximately one in five children are obese (Skinner et al., 2018). Childhood obesity trajectories appear to have slowed for the first time in decades but remain disproportionately high in racial and ethnic minorities (Hales et al., 2017). In the U.S., Hispanic youth have an obesity prevalence of 23.6% and non-Hispanic black children 20.4% compared to 14.7% among non-Hispanic white children (Ogden et al., 2018). The inequities in childhood obesity are not limited to the U.S. Children from migrational backgrounds in Europe and the United Kingdom (U.K.) have a higher prevalence of obesity than European-born children (Brettschneider et al., 2017; Zhou et al., 2018; Zilanawala et al., 2015). Vulnerable populations who have been historically marginalized and most affected by persistent health disparities are those most impacted by the co-morbidities accompanying childhood obesity. 
The co-morbidities of obesity in children (asthma, sleep apnea, type 2 diabetes [T2DM], dyslipidemia, non-alcoholic fatty liver disease) are a critical concern (O'Connor et al., 2017; Sharma et al., 2019). T2DM is a more aggressive disease in youth (Hannon & Arslanian, 2015) and is associated with non-alcoholic fatty liver disease which is now the leading cause of liver failure in the pediatric population (Newton et al., 2016). Evidence indicates that the increased incidence of T2DM in youth has mirrored the rise and disparities of childhood obesity (Mayer-Davis et al., 2017).
 Research into childhood obesity reveals a complex problem with multiple contributing factors both individual and environmental (Blüher, 2019). Prenatal risk factors are genetic (Tyrrell et al., 2016), maternal weight, and maternal weight gain (Diesel et al., 2015). Infancy risk factors are formula instead of breastfeeding and rapid weight gain during first year of life (Gibbs & Forste, 2014; Gross et a., 2014). Early childhood risk factors are child feeding practices (Ochoa & Berge, 2017; Scaglioni et al., 2018), reduced sleep (Ash & Taveras, 2017; Miller et al., 2018), and television in the bedroom (Mihrshahi et al., 2017). Environmental risk factors are built environment (Sharifi et al., 2016), food environments (Cooksey-Stowers et al., 2017), and socioeconomic status (Andrea et al., 2017). 
Despite the millions of dollars in funding research into obesity, childhood obesity remains an unrelenting problem, especially in racial and ethnic minorities (Skinner et al, 2018; Zylke & Bauchner, 2016). Even well-funded community interventions aimed at reducing disparities in childhood obesity have remained less successful in minority communities (Barkin et al., 2018; Pate et al., 2018; Strauss et al., 2018). Although ethnic minorities represent a variety of cultural identities, research rarely examines cultural factors (Taveras et al., 2013). Culture is the learned, shared, transmitted values and beliefs which guide decisions and actions of individuals, families, and communities (McFarland & Wehbe-Alamah, 2015). The need to examine culture is especially important for children of ethnic minorities who straddle their family’s culture and the main-stream culture, receiving multiple messages that influence their behavior and development (Schroeder & Bamaca-Colbert, 2019). However, most qualitative research on childhood obesity fails to investigate cultural influences or the perspectives of children (Chatham & Mixer, 2020; Roberts et al., 2020; Schalkwijk et al., 2015). This dissertation research study sought to address that gap.
Theoretical Framework
The theoretical framework for the study was Leininger’s Culture Care Diversity and Universality Theory, also known as the Culture Care Theory (CCT).  The CCT seeks to discover and explain the interdependence of care and culture (McFarland & Wehbe-Alamah, 2015). The goal of the CCT is to guide health care professionals in providing culturally congruent care; care that is meaningful, useful, and contributes to a person’s well-being (McFarland & Wehbe-Alamah, 2015). The CCT views participants as the experts of their own care needs and teachers of the researcher which fits philosophically with my own view of the children and adults who participated in this study.
Domain of Inquiry
The domain of inquiry is defined in the Culture Care Theory (CCT) as a clear, specific statement of the area under study which is rigorously examined during the ethnonursing research method (Wehbe-Alamah & McFarland, 2015). The domain of inquiry for this study is the culture care expressions, patterns, and practices related to childhood obesity of Burmese children and adolescents of Karen ethnicity in the southeast U.S.  
Purpose
The purpose of this study was to discover, describe, and analyze the cultural influences that contribute to or prevent childhood obesity in Burmese children and adolescents of Karen ethnicity in the southeast U.S. The goal of the study was to discover emic (folk) and etic (outsider) influences that could promote culturally congruent healthy weight care for Karen families and communities in the southeast U.S.
Research Questions
Four research questions guided this study in discovering cultural influences related to childhood obesity in Karen children and adolescents.
1. What are the cultural care expressions, patterns, and practices that contribute to or prevent childhood obesity in Burmese children in the southeast U.S.?
2. How do the worldview, cultural and social structure, environmental context and ethnohistory influence childhood obesity care in Burmese children in the southeast U.S.?
3. What are the emic (folk) and etic (outsider) care expressions, patterns, and practices that influence childhood obesity care in Burmese children?
4. What culture care nursing and interdisciplinary team actions and decisions would   contribute to or prevent childhood obesity for Burmese children in the southeast U.S.?
Orientational Definitions
Healthy weight care
Healthy weight care is the promotion of a life-style rather than a diet to achieve a healthy weight, which in a child is between the 5th and 85th percentile on the Body Mass Index (BMI) chart of the Centers for Disease Control and Prevention (Centers for Disease Control and Prevention [CDC], 2018).
Culturally congruent care
Culturally congruent care is care provided by nurses and other health care professionals which fits with Karen cultural values, beliefs, and lifeways.  Culturally congruent care is based on knowledge gained from Karen children, adolescents, and their families, and includes action/decision modes based on that knowledge (adapted from Leininger, 1988; McFarland & Wehbe-Alamah, 2015).
Culturally congruent healthy weight care
	Culturally congruent healthy weight care is defined as the promotion of a life-style which fits the cultural values and lifeways of children and families (McFarland & Wehbe-Alamah, 2015). Culturally congruent healthy weight care will preserve those cultural influences which prevent childhood obesity in Karen children and adolescents. In addition, it will accommodate practices which help Karen children and adolescents adapt to the obesogenic environment of the U.S. And finally, culturally congruent healthy weight care will repattern those cultural influences which may contribute to childhood obesity in Karen children and adolescents (adapted from Leininger, 1988). 
Summary
	This dissertation consists of five chapters. The first chapter presents a brief overview of current research in childhood obesity. In addition, the foundational elements of the study which used the ethnonursing research method are described. The second chapter is a review of literature on cultural influences related to childhood obesity. The literature review revealed a scarcity of childhood obesity studies examining cultural influences and a lack of the child’s perspective. The third chapter describes the child-specific, cross-language, and cross-cultural methods used in the dissertation study to gain credible, culture-specific perspectives in a culturally-congruent manner. The fourth chapter presents the results of the study. The final chapter describes the contribution to theory along with policy, research, and education implications for nurses and the health care team. 
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Abstract
Introduction: Childhood obesity remains an unrelenting public health problem disproportionately affecting ethnic minorities. Although research has examined ethnicity as a factor of childhood obesity, few studies have examined cultural influences. The purpose of this systematic review was to examine the qualitative evidence of cultural influences on childhood obesity in ethnic minority groups. 
Methodology: Selective sampling of studies since 2008 yielded 251 articles. Twelve articles that addressed cultural influences on childhood obesity were identified for review. The Culture Care Theory Sunrise Enabler factors were used as an a priori framework for theme coding. 
Results: Nine themes emerged: child feeding, family, gender roles, food, healthy child appearance, physical activity, sedentary activity, food cost, and obesogenic environment. Discussion: Cultural care practices such as traditional foods and family meals are protective factors in childhood obesity and should be encouraged by nurses caring for and working with ethnic minority populations.

Key words:  obesogenic factors, obesogenic environment, child feeding, immigrants

Childhood obesity remains an unrelenting public health problem disproportionately affecting ethnic minority children. Current statistics indicate some plateauing of childhood obesity in the United States (U.S.), except among racial and ethnic minorities. In the U.S., obesity prevalence is 18.5% among all youth aged 2–19 years (Hales, Fryar, Carroll, Freedman, & Ogden, 2018). The obesity rate is 23.6 % among Hispanic youth and 20.4 % among black youth versus 14.7 % among white youth (Ogden et al., 2016). In Chinese-American preschoolers, 25% are overweight or obese (Sun et al., 2017). The problem is not limited to the U.S.; German studies also report a leveling of obesity in European-born children while children from migrational backgrounds have higher obesity prevalence (Brettschneider, Schienkiewitz, Schmidt, Ellert, & Kurth, 2017; Zhou, von Lengerke, Walter, & Dreier, 2018).
Background
Overweight in children is defined by a body mass index (BMI) in the 85th to 95th percentile on the Centers for Disease Control and Prevention BMI chart, and obesity by a BMI in the 95th percentile or above (CDC, 2018; Ogden et al., 2016). Childhood obesity is associated with serious morbidities including a higher incidence of asthma, sleep apnea, orthopedic problems, insulin resistance, and abnormal lipid levels (O’Connor et al., 2017). Evidence also indicates that childhood obesity leads to adult obesity (Reilly & Kelly, 2011). Furthermore, obesity complications in adults—cardiovascular disease, stroke, type 2 diabetes, hyperlipidemia—are worsened by a history of childhood obesity (Min, Wen, Xue, & Wang, 2018). If current childhood obesity trends continue, over half of U.S. children (57.3%) will be obese by age 35 (Ward et al., 2017). Identifying and targeting risk factors for obesity in children is critical for reducing adult obesity and its accompanying morbidities. 
Risk factors for childhood obesity, known as obesogenic factors, are behavioral, environmental, and economic contributors. Behavioral contributors are a sedentary lifestyle and a high intake of energy-dense foods and sugar-containing beverages (Muckelbauer, Kalhoff, Muller-Nordhorn, & Kersting, 2011). Environmental contributors are a lack of physical activity areas and/or limited food choices. Economic factors are energy-dense foods served in large portion sizes that are cheaper and more available than fresh food (Muckelbauer et al., 2011). The unrelenting marketing of sugary, fatty, nutrient-poor foods combined with limited access to fresh food produces an obesogenic environment (Weihrauch-Bluher & Wiegand, 2018). Even if fresh food is available, its cost in relation to processed food is an extra $2,000 a year in groceries for a family of four (Rao, Afshin, Singh, & Mozaffarian, 2013). 
Although the intake of energy-dense foods relative to reduced activity leads to obesity, the pathway to childhood obesity is much more complex. Child-feeding practices such as parental indulgence or pressure are associated with a high BMI (Gross, Mendelsohn, Fierman, Hauser, & Messito, 2014; Ochoa & Berge, 2017). Shortened breastfeeding, formula supplementation, and feeding cereal in the bottle are linked to rapid, excessive weight gain in infancy (Gross et al., 2014).  Acculturation has been linked with rapid weight gain in infancy due to more acculturated mothers formula-feeding rather than breastfeeding (Luecken, Jewell, & MacKinnon, 2017). The amount of sedentary activity is strongly correlated with childhood obesity, with a television in the bedroom the most significant risk factor (Mihrshahi, Drayton, Bauman, & Hardy, 2017). Almost 92% of Hispanic/Latino youth report spending more than two hours/day on screen time, and have measured physical activity levels well below the national guidelines (Evenson et al., 2019). 
Obesity in Hispanic adult immigrants has been related to age of immigration – usually before age fourteen -- rather than acculturation (Isasi, 2015). Some researchers postulate that obesity incidence in ethnic minorities may be due to initial rapid weight gain when exposed to an obesogenic environment, such as school (Frisco, Baumgartner, & Van Hook, 2019).  Children of Hispanic immigrants had a more rapid weight gain in the first years of elementary school than children of non-immigrant Hispanics (Frisco et al., 2019).  Examining weight gain during early elementary grades in children of Asian-born parents, one study found mother’s acculturation increased the probability of a child being overweight or obese only in those mothers who had less than a high school education (Diep, Baranowski, & Kimbro, 2017). The finding of a parent’s low educational attainment related to the risk of childhood obesity is consistent with current literature (Emmett & Jones, 2015; Ogden et al., 2018; Wong et al., 2018).
	Acculturation has long been thought to influence obesity in immigrant populations since a classic study by Popkin and Udry (1998) provided evidence that immigrants’ obesity rates increased by the number of generations they lived in the U.S. Currently, conflicting results on acculturation and obesity were found in adult studies (Ro & Bostean, 2015; Salinas, Abdelbary, Rentfro, Fisher-Hoch, & McCormick, 2014), and child studies (McLeod, Buscemi, & Bohnert, 2016; Zhang, Liu, Diggs, Wang, & Ling, 2019).  Recent evidence indicates that the advantage foreign-born Mexican American children had over their US-born counterparts in the 1990’s has now diminished so that both foreign-born and US-born Mexican American children have similar rates of overweight/obesity (Maldonado & Albrecht, 2018). The rise in childhood obesity globally, especially in Mexico, which has become second only to the U.S. in childhood obesity rates, may be attenuating the influence of acculturation (Ochoa & Berge, 2017).
	Although some systematic reviews have examined childhood obesity and acculturation (Lu, Diep, & McKyer, 2015), or home environment (Ochoa & Berge, 2017), or specific ethnic minorities (Leung et al., 2017); the authors found none that examined childhood obesity and cultural influences.  This systematic review aims to fill this gap by examining the qualitative evidence of cultural influences on childhood obesity in ethnic minority groups.  
Methods
	A qualitative systematic review is considered a type of qualitative study. The method integrates and compares themes from individual qualitative studies (Grant & Booth, 2009). This process has the potential to broaden the understanding of a phenomenon or contribute to the development of a new theory (Zimmer, 2006). There is a debate about whether a qualitative systematic review should copy the classic systematic review method or adopt qualitative research methods such as purposeful sampling and theoretical saturation (Grant & Booth, 2009). Based on the number of published articles on childhood obesity and the purpose of this review, the selective sampling strategy was chosen. Selective sampling involves attempting to identify all relevant studies within specified limits (Booth, 2006). 
	The literature was searched on the PubMed, CINAHL, Web of Science, and Scopus databases for research published from 2008 to 2018. This period was selected to examine published research on culture and childhood obesity in the decade following the consensus statement on race, ethnicity, and culture issued by Shaping America’s Health and the Obesity Society (Caprio et al., 2008). Inclusion criteria were qualitative studies of childhood obesity in ethnic groups with at least one native-born generation examining cultural influences that contribute to childhood obesity related to feeding practices, physical activity, or sedentary activity levels. Studies that were not primary research, not written in English, or were not focused on childhood obesity were excluded from the review. The search included any type of qualitative study. Although Zimmer (2006) noted that synthesis from one type rather than several methodologies provides stronger mid-range theoretical interpretation, the purpose of this systematic review was not to develop a theory, but rather to understand the phenomenon of childhood obesity. Mixed-methods studies were included if the report was on the qualitative portion of the study. Key search terms used were childhood obesity, child-feeding, physical activity, sedentary activity, culture, minority, ethnicity. 
The Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) Flowchart (Moher, Liberati, Tetzlaff, & Altman, 2009; Moher et al., 2015) was used to track identification of eligible articles from the beginning of the search to the final selection (Figure 1). Initially, 251 articles were identified. A hand-search of reference lists yielded one additional article. Twenty duplicates were removed. After screening by abstract, 184 studies were found not to meet the inclusion criteria. During a full text scan, another 27 studies addressing ethnicity without cultural factors were removed. Twenty-one articles were downloaded into QSR NVivo (version 12, QSR International, Victoria, Australia) to be coded. Specific cultural influences on childhood obesity were not described in nine articles, leaving 12 articles included in the review.
Conceptual Framework 
Leininger’s Theory of Culture Care Diversity and Universality, also known as the Cultural Care Theory (CCT), guided this systematic review. The CCT is focused on the relationship of culture and care (McFarland & Wehbe-Alamah, 2015). The Sunrise Enabler, as described by Leininger, is a cognitive map of the theory used to guide discovery of the multiple factors influencing the care and well-being of people of diverse cultures (McFarland, 2018). This Enabler uses social structure phenomena such as kinship, religion, cultural beliefs, and values as factors influencing care expressions (McFarland, 2018). Table 2.1 provides a description of the eight factors modified to reflect cultural influences on childhood obesity that formed the a priori framework for coding this study. The advantage of using the Sunrise Enabler as a guide is that it facilitates the identification of potential cultural influences previously unknown in the complex phenomenon of childhood obesity. 
Results
Of the 12 articles reviewed, all were from the U.S. except one from Australia. The Hispanic/Latino ethnic group was represented most often; found in ten of the twelve studies.  One study included Chinese participants, while another study included Somali and Hmong groups.  The one article from Australia represented Vietnamese, Burmese, Afghani, South Asian, and African ethnic/cultural groups. Additionally, interviews and focus groups were with adults, usually parents, with only one study including adolescents. Table 2.2 provides a descriptive summary of the studies. 
Each of the Sunrise Enabler’s eight factors was examined for code density. Almost all of the coded themes emerged within three factors: kinship and social; cultural values, beliefs, and lifeways; and economic factors. The other five factors contained double-coded themes (e.g., an item coded in technological factors also was coded in cultural values). To streamline the process, double-coded themes were placed under the most populated factor where they fell. Emerging themes across studies are presented in Table 2.3. 
Emerging Theme Synthesis
	Kinship and social factors. Kinship and social factors provide information about support and care from family and the wider social community. This factor includes the aspects of family structure and values, family history in relation to care and feeding, social network, migration, and gender and family roles. Themes that emerged under this factor were family, gender roles, and child feeding.
Family. Family is a major Latino cultural value (familismo) that also was deemed important by the other ethnic groups participating in these studies (Arcan, Culhane-Pera, Pergament, Rosas-Lee, & Xiong, 2018; Cyril, Nicholson, Agho, Polonsky, & Renzaho, 2017; Lindsay, Wallington, Muñoz, & Greaney, 2018). Grandparents and extended family members were seen as facilitators of healthy change (Cyril et al., 2017). For Latino participants, a diet change needed by one family member often involved the whole family’s diet (Martinez, Rhee, Blanco, & Boutelle, 2017). Latino and Somalian parents mentioned that eating together as a family was an important part of family life, even though such meals were difficult to manage because of different work schedules (Arcan et al., 2018). In addition, involving children in activities or exercise with adults was a common theme among Latino and Hmong families (Arcan et al., 2018; Hannay, Dudley, Milan, & Leibovitz, 2013). 
Unfortunately, another theme involved family disagreement over whether a change was needed for the child (McDonald, 2015). Lack of agreement within the family led to inconsistent child feeding practices. One frustrated participant said, “Her daddy takes her somewhere—he’s always giving her Cheetos or cookies. He says he wants to keep the baby happy, so he gives her whatever she wants,” (McDonald, 2015, p. 440). 
Gender roles. The role of women as caretakers for the whole family was expressed most strongly in food preparation, especially in Latin cultures (Arcan et al., 2014; Evans et al., 2011; Gallagher, 2010; McDonald, 2015). Martinez et al. (2017) noted that the traditional maternal role in Mexico is to feed the family and make sure everyone is healthy. Mothers from Brazil and Mexico expressed conflict and stress over not fulfilling their roles because they worked and had less time to provide care at home (Lindsay et al., 2017b; Martinez et al., 2017). The struggle to work and maintain their traditional role was further challenged when their child’s weight was labeled a problem. In McDonald’s (2015) study of the lived experiences of mothers of obese children, one participant poignantly expressed, “I don’t want her to blame me for being the way she is because it seems like everybody else is blaming me… and it’s like I can control it. I should be able to because I’m her mom, but it’s just not that easy” (McDonald, 2015, p. 440). 
Child feeding. In this systematic review, child feeding practices were influenced by the host country’s environment and what parents had learned in their own families (Arcan et al., 2018; Cyril et al., 2017; Gallagher, 2010; Lindsay et al., 2017a). The parents described child feeding “rules,” such as Hmong children being urged to eat until they were “stuffed” (Arcan et al., 2018). Somali and Latino parents pressured their children to finish all their food to the last bite, or “clean” their plates (Arcan et al., 2018; Martinez et al., 2017). Chinese mothers extended the pressure to eat to the practice of spoon-feeding their preschool children (Zhou, Cheah, Van Hook, Thompson, & Jones, 2015). “I fill the bowl to the amount that he can usually eat. He will say he is full after two bites, if he doesn’t like the food. In that scenario, I will chase him and try to spoon-feed him” (Zhou et al., 2015, p. 10). In the one study examining breastfeeding practices, the mother’s mother stressed “rules” such as supplementing with formula and thickening formula with cereal (Lindsay et al., 2017a).
	In addition to pressured feeding practices, indulgent feeding—such as catering to the child’s tastes and wishes—were common across studies (Arcan et al., 2018; Cyril et al., 2017; Evans et al., 2011; Lindsay et al., 2017b). The Hmong purchased and cooked “American” foods for their children while the adults ate traditional Hmong food (Arcan et al., 2018). Parents reported having difficulty denying their children’s requests for sweet, fatty, processed food even though the parents viewed such foods as unhealthy (Cyril et al., 2017; Lindsay et al., 2018). In contrast, Zhou’s (2015) study found that Chinese mothers closely monitored their child’s food intake, restricted unhealthy food and snacks, and required scheduled meal times. 
	Cultural values, beliefs, and lifeways. Cultural values and beliefs are the directive forces that give order and meaning to a group’s actions (Morris, 2015). These actions are the lifeways that reflect cultural values and beliefs learned by a group over time (McFarland, 2018). Central to this factor are the health beliefs defined by the culture that also reflect individuals’ ability to perform their daily role activities (Leininger, 1988). In this review, cultural values, beliefs, and lifeways were the most heavily coded factor. Themes under this factor were food, healthy child appearance, physical activity, and sedentary activity.
	Food. Food is culture and represents the place a person comes from. Food contains religious meaning, childhood memories, and connection to origins. Participants from each ethnic group discussed the importance of traditional food because it was considered healthier than Western food and represented their ethnic identity (Arcan et al., 2018; Cyril et al., 2017; Evans et al., 2011; Gallagher, 2010; Lindsay et al., 2017b; Martinez et al., 2017). For the Hmong, traditional foods included a variety of foods and colors; for Latinos, rice and beans; and for Somalis, fresh vegetables, goat meat, and wheat (Arcan et al., 2018). Parents expressed disappointment and frustration that their children preferred processed, fast food (Arcan et al., 2018; Lindsay et al., 2017b). However, Brazilian mothers continued cooking traditional foods despite their children’s preferences because it was a way to keep their culture alive (Lindsay et al., 2017b). The importance of traditional food was illustrated in the Australian study by participants who viewed healthcare professionals’ suggestions to change their traditional diets as an affront to their cultural values (Cyril et al. 2017). 
Healthy child appearance. Most ethnic groups in this review expressed the cultural belief that a chubby baby was proof of good parenting (Arcan et al., 2018; Cyril et al., 2017; Martinez et al., 2017; McDonald, 2015). “…Being chubby was the preferred body habitus—they accepted their child’s overweight status and used diminutive terms like ‘ﬂuffy’ (esponjadito), ‘plump’ (llenita), or ‘little tummy’ (pancita)” (Martinez et al., 2017, p. 1101). A healthy child appearance was described as being active not weight-based (Arcan et al., 2018; Cyril et al., 2017). 
Physical activity. The most prominent belief about physical activity across ethnic groups was that it should simply be a part of daily life (Arcan et al., 2018; Cyril et al., 2017; Hannay et al., 2013; McDonald, 2015). Families often referred to walking everywhere in their country of origin. “In our countries, we walk around everywhere, we Latinos like to move around. However, here everyone stays inside and we keep our kids inside because it’s not safe or it’s too cold” (Hannay et al., 2013, p. S218). Migrant farmworkers of predominantly Latino culture believed that too much physical activity could be unhealthy (Grzywacz, Arcury, Trejo, & Quandt, 2016). Every ethnic group mentioned weather as a barrier: it was either too cold (Arcan et al., 2018; Cyril et al., 2017; Hannay et al., 2013) or too hot (Gallagher, 2010; Grzywacz et al., 2016) to do physical activity outside. 
 Cultural beliefs about gender and physical activity affected women and girls from Somali and Latin cultures (Arcan et al., 2018; Hannay et al., 2013). Somali women objected to revealing gym clothes and co-ed classes (Arcan et al., 2018). Puerto Rican girls expressed reluctance to do physical activity with boys because they did not want to be seen sweaty or with messy hair (Hannay et al., 2013). In this review’s studies, the common belief in Latin cultures that girls should be home helping with household chores rather than playing sports (Aceves-Martins, Llauradó, Tarro, Solía, & Giralt, 2016) was found to inhibit activity in Latinas (Hannay et al., 2013; Lindsay et al., 2018; Martinez et al., 2017). 
Sedentary activity. Most families valued sedentary activities, especially watching television, for children’s intellectual development and English proficiency (Gallagher, 2010; Grzywacz et al., 2016; Lindsay et al., 2018; Cyril et al., 2017). Parents in Grzywacz et al.’s (2016) migrant study believed that sedentary activities were important for not only learning, but to prevent the children from getting hurt or breaking things. The only negative opinion of television was the belief that too much television could harm the child’s vision (Grzywacz et al., 2016). Fathers in Lindsay et al.’s (2018) study enjoyed playing video games and watching soccer matches with their sons. These fathers explained that video games were an acceptable part of children’s lives (Lindsay et al., 2018).
	Economic factors. Economic factors are financial influencers on culture care expressions (McFarland & Wehbe-Alamah, 2015) and include employment, ability to work, housing, transportation, food insecurity, and obesogenic environment. Two themes emerged from this review under economic factors: food cost and obesogenic environment.
	Food cost. One participant’s statement—“Prices above all!” (Evans et al., 2011, p. 1036)—was reflected in other studies. Participants commented on the high cost of healthy food, especially compared to low-cost, processed, sugar-laden, fatty junk food (Arcan et al., 2018; Cyril et al., 2017; Evans et al., 2011; Gallagher, 2010). In addition to buying cheap processed foods, families who relied on food banks often were left with only canned or boxed foods at the end of the month (Gallagher, 2010). 
	Obesogenic environment. An obesogenic environment is defined as an environment that is formed through building and marketing (Weihrauch-Blüher & Wiegand, 2018). However, the ability to move out or avoid an obesogenic environment is related to financial resources. For this reason, an obesogenic environment is viewed as an economic factor. In addition to the high cost of healthy foods, parents identified the ready availability of cheap, sugary junk food as a child health problem (Arcan et al., 2018; Cyril et al., 2017; Lindsay et al., 2017b). Participants reported living in low-income areas with easy access to fast food restaurants and convenience stores that lacked fresh food offerings (Hannay et al., 2013; Lindsay et al., 2017b). Migrant farm workers were isolated in rural areas with little transportation and fear of being stopped by police (Grzywacz et al., 2016). Mothers in low-paying jobs lacking maternity leave had shortened periods of breastfeeding (Lindsay et al., 2017a). Parents expressed the belief that the lack of unstructured playtime, abundance of fast foods and sweets, and advertisements for unhealthy foods were negatively affecting their own and their children’s weight (Arcan et al., 2018; Cyril et al., 2017; Lindsay et al., 2017b). 
Discussion
	This qualitative systematic review examined cultural influences on childhood obesity in ethnic minority groups including potential risk or protective factors. The CCT guided the search for culture-specific beliefs and patterns of caring for children. A common thread tying emerging themes together was the care construct of family well-being. Care constructs are described in the CCT as meanings of care articulated by individuals or groups (McFarland, 2018; Mixer, 2015). Understanding the importance of family well-being to ethnic minorities gives nurses guidance to address culture-specific needs in order to help reduce childhood obesity.
	Family well-being was expressed foremost by healthy child appearance, which the ethnics groups in these studies viewed as overweight. These findings are consistent with literature indicating that ethnic minorities equate excess weight in children with successful parenting (Gauthier & Gance-Cleveland, 2015; van Eijsden, Meijers, Jansen, de Kroon, & Vrijkotte, 2015). The desire for rapid growth in infants tends to promote the practices of supplementing breastfeeding with formula, adding cereal to the bottle, and early introduction of solids (Valencia, Thomson, Duncan, & Arthur, 2016). Unfortunately, there is a strong relationship between early rapid growth and later-life obesity, especially in racial and ethnic minorities (Andrea, Hooker, Messer, Tandy, & Boone-Heinonen, 2017; Isong et al., 2018). 
Feeding practices used to insure children’s well-being were identified as either indulgent or pressured, both of which have been linked with high BMI in children (Gross et al., 2014; Ochoa & Berge, 2017). Pressure-to-eat practices result in over-consumption of food (Power, O’Connor, Orlet Fisher, & Hughes, 2015; Scaglioni et al., 2018). Permissive or indulgent feeding styles—sometimes called child-controlled feeding (Haszard, Skidmore, Williams, & Taylor, 2015)—are associated with decreased fruit and vegetable intake, higher intake of low-nutrient foods (Hennessy, Hughes, Goldberg, Hyatt, & Economos, 2012; Langer, Seburg, JaKa, Sherwood, & Levy, 2017), and increased BMI (Jang et al., 2017; Tovar et al., 2015). Parent indulgence, however, is not a culture-specific risk factor. The desire to indulge a child’s request for sweets and other unhealthy food has been found predominantly in low-income families, regardless of ethnicity (Perry & McCrory Calarco, 2017).
	A protective influence found to be common to the cultures in this review was the theme of family, specifically family meals. Research has examined family meals in relation to childhood obesity and found that having such meals—as infrequently as one to two times a week—can protect against overweight and obesity (Berge et al., 2017; Berge et al., 2015; Tovar et al., 2015; Verhage, Gillebaart, van der Veek, & Vereijken, 2018). Information about the benefits of eating together as a family can guide nurses regardless of ethnicity.
	Family meals were desired by parents in this systematic review not only because these meals emphasized the importance of family, but also because they provided a chance to prepare and serve traditional, ethnic foods. “Traditional foods are those culturally accepted foods available from local natural resources…” (Willows, 2005, p.S32). Encouraging the consumption of traditional, home-country food has been shown to be protective of extreme obesity in ethnic groups (Isasi et al., 2015). Social cohesiveness and cultural preservation, such as ethnic groups gathering to share traditional food and activities, has been identified as protective for obesity in the Korean community (Jang et al., 2017). In fact, social cohesiveness in the neighborhood was associated with decreased BMI in both Asians and Hispanics (Wong et al., 2018). Clustering of ethnic groups in neighborhoods can protect against obesity not only through social cohesiveness, but through access to markets with traditional food sources. 
Missing from this review’s studies is the child’s voice. Only one study interviewed children in addition to parents, and those participants were adolescents (Hannay et al., 2013). Hannay et al.’s (2013) study provided an insightful examination of adolescent Latinas’ activity limitations within the confines of their parents’ traditional Latin gender roles. Few qualitative researchers of childhood obesity have interviewed children, and even fewer of those explored food and culture (Lachal et al., 2013; Schalkwijk et al., 2015). Future research on childhood obesity needs to include the children’s views. Perceptions of children from ethnic minorities are needed for nurses to provide culturally congruent care to families affected by childhood obesity.
Implications for Culturally Congruent Nursing Practice 
Knowledge gained from this review has the potential to inform care provided to children from ethnic minority groups experiencing disparities in childhood obesity. Nurses providing culturally congruent care based on understanding the importance of family well-being in ethnic minorities will encourage the continued practice of preparing traditional food and having family meals. Both of these practices have been found to be protective of overweight and obesity in children, and will contribute to reducing incidence of childhood obesity in ethnic minorities. 
Limitations 
Despite childhood obesity’s global reach, one limitation of this review is the inclusion of only one study from outside the U.S. International qualitative studies tended to focus on the social construct of ethnicity rather than exploring cultural influences. In addition, there was an over-representation of Latino culture in this review. However, this would be expected with most studies conducted in the U.S., where the largest ethnic minority group is Hispanics/Latinos (U.S. Census Bureau, 2018). Seven of the 12 studies focused on preschool-aged children—a limitation for understanding the continued trajectory of obesity seen in minority youth (Ogden et al., 2016). Despite these limitations, this review contributes to understanding childhood obesity in ethnic minorities with new knowledge of cultural influences. Nurses encouraging protective culture care practices found in this review will contribute to reducing the incidence of overweight/obesity of children from ethnic minority families. 
Conclusion
This systematic review identified culturally influenced risk and protective factors for childhood obesity in ethnic minorities. Cultural influences such as preparing and eating traditional foods can be a protective influence on childhood obesity, as can eating together as a family. The risk of childhood obesity due to an obesogenic environment is not culture-specific, rather income related, affecting children from low-income families to a greater degree. Knowledge gained from this systematic review could be used to promote protective measures against overweight and obesity in children, regardless of ethnicity. 
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APPENDIX


Table 2.1
	Sunrise Enabler Factors 

	
Cultural Values, Beliefs, Lifeways

	Food and food customs; dietary habits; eating rituals; sleep and rest patterns; physical activity; sedentary activity; life-span rituals; folk health practices; beliefs about health, illness, and death 


	Kinship and Social Factors

	Family (immediate and extended), marital status, social ties, sexuality, gender identification, gender role, parental role, friendships, social support, individualism versus family/group orientation, filial piety, child-feeding practices


	Political and Legal Factors

	Power, government, political system, policy, voting rules, citizenship, immigration status, refugee status, human rights


	Religious and Philosophical Factors

	Spiritual beliefs, practices, and rules; prayer; meditation; religious holidays/festivals; religious dietary restrictions; religious freedom/persecution


	Economic Factors

	Employment type and stability; housing; cost-of-living; transportation; obesogenic environment; financial resources; disposable income; ability to purchase consumer goods; socioeconomic status; food insecurity; health care access; health care quality 


	
Technological Factors

	Access to electricity, access to sewage systems, access to computers/internet, social media, communication, comfort level/confidence with technology


	Education Factors

	Educational level, access to education, education disparity, child labor

	Biological Factors

	Genetics, genomics, epigenetics, microbiome

	Adapted from
McFarland, M. R., & Wehbe-Alamah, H. B. (2015). Leininger’s Culture Care Diversity and Universality: A Worldwide Nursing Theory, Third Edition. Burlington, MA: Jones & Bartlett Learning.
McFarland, M. R., & Wehbe-Alamah, H. B. (2018). Leininger’s Transcultural Nursing: Concepts, Theories, Research & Practice, Fourth Edition. New York, NY: McGraw-Hill Education.
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	Table 2.2 Descriptive Characteristics of Studies

	Author/ Year
	Ethnic Group
	Participants
	Method

	N
	Location
	Aim/Objective

	Gallagher 2010
	Mexican
	Mothers of at least 2 children with one between 2 & 5 years

	Ethnographic
In-home interviews
	9
	TX
U.S.
	To describe views of Mexican-descent mothers about lifestyle habits of food intake/nutrition, physical activity, and television viewing, which place preschool children at risk for obesity


	Evans
2011
	Latinos
	Parents of preschool-aged children
	Qualitative
focus groups
	34
	TX
U.S.
	To obtain in-depth information from low-income, less-acculturated Latino parents of preschool-aged children


	Hannay
2013
	Puerto Rican
	Adolescent females 14–19 years and their parents
	Community-based Participatory
Photovoice and focus groups
 
	19 teens
6 adults
	CT
U.S.
	To identify barriers to physical activity in predominantly Latino community

	Zhou
2015
	Chinese
	Mothers with at least one child between 3–5 years
	Framework analysis
Focus groups
	22
	MD
U.S.
	To explore parent child interaction around food and eating among children of Chinese immigrants in the U.S.


	McDonald 2015
	Mexican-American
	Mothers with at least 1 child between 2–5 years

	Phenomenology
In-home interviews
	12
	TX
U.S.
	To explore the lived experiences of Mexican mothers caring for overweight or obese children

	Grzywacz 2016
	Latinos
	Migrant farm worker mothers of children between 2–5 years
	Qualitative
In-home interviews
	33
	NC
U.S.
	To document mothers’ beliefs about Latino preschoolers’ physical activity to enable development of culturally appropriate interventions


	Cyril
2017
	Vietnamese
Burmese
African
Afghani
South Asian
	Culturally and linguistically diverse (CALD) with at least one child under 12 years
	Nominal Group
Technique

	39
	Australia
	To explore barriers and facilitators to CALD community members’ participation in obesity services

	
Table 2.2 Continued
	
	
	
	
	

	Author/ Year
	Ethnic Group
	Participants
	Method

	N
	Location
	Aim/Objective

	Lindsay et al. 2017(a)
	Brazilian
	Mothers with one or more children between 2–5 years and living in U.S. at least 12 months
	Community-based 
Mixed Methods
Focus group
	29
	MA
U.S.
	To explore beliefs about infant feeding and practices such as breastfeeding and the process of complementary feeding of Brazilian-born immigrant mothers living in the U.S.

	Lindsay et al. 2017(b)
	Brazilian
	Mothers with one or more children between 2–5 years and living in U.S. at least 12 months

	Community-based 
Mixed Methods
Focus group
	29
	MA
U.S.
	To explore Brazilian mothers’ beliefs and practices related to feeding and weight status of preschool-aged children

	Lindsay et al. 2018
	Latino
	Fathers with at least one child between 2-8, shared parental responsibilities/ cohabitated with child in U.S. at least 12 months

	Community-based 
Mixed Methods
Focus groups
	28
	RI
U.S.
	To expand on existing research and examine Latino fathers’ beliefs, attitudes and practices related to their young children’s eating, physical activity, and sedentary activity

	Martinez
2017
	Mexican
	Mothers of elementary school-aged children
	Qualitative
Focus groups
	41
	CA
U.S.
	To explore cultural beliefs about children’s weight, to understand parental views on and perceived barriers to feeding their children, and to explore barriers that interfere with a healthy lifestyle


	Arcan
2018
	Somali
Hmong
Latino
	Primary caregiver of at least one child 3–12 years
	Community-based Participatory 
Focus group
	67
	MN
U.S.
	To identify perception of childhood weight and health. To inform development of culturally appropriate programs that would prevent obesity in Somali, Hmong, and Latino children



	Table 2.3 Emerging Themes Across Studies

	
	
	
	

	Study
	Kinship & Social Factors 
Emergent Themes: Family, Gender Roles, and Child feeding

	Cultural Values, Beliefs, Lifeways Factors 
Emergent Themes: Food, Healthy Child Appearance, Physical Activity, and Sedentary Activity
	Economic Factors 
Emergent Themes: Food Cost,  and Obesogenic Environment

	Gallagher 2010
	Child Feeding: Scheduled meals and authoritarian feeding style
Mothers used the word alimentación (feeding) when talking about child food intake instead dieta (diet) because it implied restriction of food intake

	Food: Fresh food and balanced food intake important 
Physical Activity: Physical activity was way of tiring and calming children
Sedentary Activity: Television viewed as important for intellectual development of children and way to learn English

	Food cost: Needed food banks at the end of the month, which meant eating from cans and boxes



	Evans
2011
	Gender Roles: Mothers in charge of planning, cooking, and servicing meals
Child Feeding: Rules limiting sugary snacks and drinks

	Food: Homes contained more “Mexican” as opposed to “American” foods because of familiarity with preparing Mexican foods

	Food Cost: Purchase of food strongly influenced by cost 

	Hannay
2013
	Gender Roles: Adolescent daughter but not son’s activities restricted by parents 
	Physical Activity: Families walked for transportation and recreation 
Girls were reluctant to attend school physical activity classes because they did not want to be seen by boys while sweaty and with messed-up hair

	Obesogenic Environment: Inadequate transportation to gyms, parks, grocery; street gangs limited walking


	Zhou
2015
	Gender Roles: Both genders involved in meal preparation 
Child Feeding: Mothers restricted certain foods, closely monitored child’s intake, pressured to eat, and regulated feeding times because irregular eating believed to be harmful to stomach 

	Food: Food was used by many mothers as a reward and punishment system to regulate child behaviors
	

	McDonald 2015
	Gender Roles: Mothers were emotionally burdened by the role of keeping their children healthy and struggled with obesity in their children




	Food: Traditional Mexican foods were the mainstay of the family diet because of comfort in preparation and availability of ingredients in local ethnic markets
Physical Activity: Viewed the practice of walking everywhere in Mexico as healthy but not practical in the U.S. 

	Food Cost: Mothers spoke about diet of beans and tortillas in Mexico where there was not enough money for meat 

	Table 2.3 Continued
	
	

	Study
	Kinship & Social Factors 
Emergent Themes: Family, Gender Roles, and Child Feeding
	Cultural Values, Beliefs, Lifeways Factors 
Emergent Themes: Food, Healthy Child Appearance, Physical Activity, and Sedentary Activity

	Economic Factors 
Emergent Themes: Food Cost, and Obesogenic Environment

	Grzywacz 2016
	
	Physical Activity: Parents believed too much physical activity was dangerous, lead to injury, made children cranky, and sun/ high heat caused children to be sick
Parents also feared that children playing outside without an adult could be picked up by Social Services
Sedentary Activity: Believed that sedentary activity was good for children’s brains but too much television hurts eyes
Mothers who did farm labor had little time and energy to play with children 

	Food Cost: Migrant workers had limited or no transportation and also feared police checkpoints, which limited access to food except in small stores where it was more expensive


	Cyril
2017
	Child Feeding: Most parents indulged children’s wants for sweets and junk foods

	Food: Cultural cooking groups and religious festivals with food were important 
Sedentary Activity: Television was important for information on general food purchases and Australian way of eating
Healthy child appearance: Fatness considered an asset and obesity linked to prosperity
	Food Cost: Junk food was cheaper than healthier food
Obesogenic Environment: Lack of time to cook meals, take-away outlets in neighborhoods, and television marketing all produced demands from children for sweets and junk food


	Lindsay 
2017(a)

	Family: Breastfeeding mothers found less social support in the U.S. than in Brazil
Child Feeding: Breastfeeding was combined with formula feeding 
Adding cereal to the baby’s bottle was common Brazilian practice
 
	Food: Mothers followed feeding advice of own mothers (adding rice and maize porridge to infant diet at four months) over that of health professionals
	Obesogenic Environment: Mothers reported long hours and lack of maternity leave in their jobs as discouraging continued breastfeeding


	Lindsay
2017(b)
	Gender Roles: Mothers make food decisions, fathers make activity decisions. Mothers felt responsible for their children’s health and had difficulty fulfilling that role since immigration 
Child Feeding: Indulgent feeding practices, highly responsive to children’s requests for unhealthy foods
	Food: Food as reward for good behavior or to behave in a certain way. More processed food consumed since immigrating due to lack of time 
Health Child Appearance: Chubby baby was viewed as healthy, but weight alone not indicative of child’s health 
	Food Cost: Low-cost junk food and sugar-sweetened beverages were more accessible
Obesogenic Environment:
Participants believed that the change from Brazil to the U.S. environment with more fast food and less unstructured play time caused weight gain in their children 

	Table 2.3 Continued
	
	

	Study
	Kinship & Social Factors 
Emergent Themes: Family, Gender Roles, Child Feeding, 
	Cultural Values, Beliefs, Lifeways Factors 
Emergent Themes: Food, Healthy Child Appearance, Physical Activity, Sedentary Activity
	Economic Factors 
Emergent Themes: Food Cost, Obesogenic Environment


	Lindsay 
2018
	Family: Fathers made activity decisions and spent weekends with family eating out, mostly in fast-food restaurants 
Gender Roles: Although traditional view of motherhood, fathers spent a great deal of time in caregiving role
Child feeding: Fathers had indulgent feeding practices 

	Physical Activity: Fathers viewed themselves as activity role models, but only responsible for their sons’ activity
Wives were responsible for their daughter’s activities, which usually involved household chores
Sedentary Activity: Fathers explained that playing video games, etc. was an acceptable part of children’s lives 
Screen time, such as watching soccer games or playing video games, was a way for the family to spend time together
	Food Cost: Children preferred the inexpensive, unhealthy foods
Obesogenic Environment: Distance and cost limited physical activities
Working long hours and conflicting family schedules limited preparation of home-cooked meals


	Martinez
2017
	Family: Preferred activities such as walking because it involved whole family
Gender Roles: Traditional Mexican role of mother was to feed the family and make sure everyone stayed healthy 
Child Feeding: Mothers reported that leaving food on plate as a child was unacceptable 

	Food: Most food came from cans and jars in the U.S. because mothers worked
There was a tendency for fatalism to prevent healthy eating
Healthy Child Appearance: Chubby considered healthy
Physical Activity: Mothers reported no time to be physically active with their children, and it was not a primary responsibility—food prep was 
Believed physical activity should be part of daily life, not some special activity
	Obesogenic Environment: 
Canned, frozen, and pre-packaged foods were more accessible compared to fresh foods 





	Arcan
2018
	Family: Importance of family meals for Latino and Somali while activities with family for Hmong and Latino 
Gender Roles: Hmong boys and girls learn to cook, but in Somali families cooking skills taught only to girls
Child feeding: Hmong catered to children’s desires and urged children to eat till stuffed; Somali told children last piece of food is the most rewarding
Parents more concerned with malnourishment rather than obesity
Latino and Hmong parents wanted their children to eat scheduled meals 

	Food: Hmong, Somali, and Latino noted that their everyday traditional foods were healthy, while their ceremonial traditional foods were unhealthy and were increasingly eaten daily after immigration to U.S. 
Teaching children to cook traditional foods was important to Hmong and Somali to maintain their cultural identity
Physical activity: Hmong and Somali parents recognized that purposeful exercise done to promote physical health was not supported by their traditional cultures where walking and farming were physical exercise 
Somali parents found most physical activity programs unacceptable because of women’s revealing clothing and not being separated by gender
Healthy Child Appearance: Healthy at any weight.
For Hmong, fat children were healthy
	Food Cost: Low cost and easy access were reasons for families purchasing processed, unhealthy foods
Obesogenic Environment: Parents stated signiﬁcant barriers to exercising, included neighborhood safety, winter weather, small homes, exercise programs with high cost and distance
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CHAPTER III:
STUDY METHODS.
METHODS, ETHICS, AND CROSS-LANGUAGE CONSIDERATIONS IN RESEARCH WITH ETHNIC MINORITY CHILDREN


	This dissertation study required research methods that were both child-inclusive and cross-language. There was a lack of guidance on these additional research considerations in U.S. nursing literature. Chapter 3 is a methods article written to share knowledge the dissertation author gained during this research project. The manuscript is the initial submission under review with Nursing Research. The dissertation author is the primary investigator and first author. Dr Sandra J. Mixer is the ethnonursing mentor and second author. 

















ABSTRACT
Background:  Qualitative research seeking the perspectives of minority children on child health issues such as childhood obesity and healthy weight care are limited, especially in nursing research. 
Objective: Our objective is to share methodological, ethical, and cross-language knowledge gained from conducting an ethnonursing research study.  This study focused on providing voice for ethnic minority children in childhood obesity literature.
Methods: The purpose of the study was to discover cultural influences on healthy weight care in children of Burmese refugees.  Culturally congruent, child-inclusive, cross-language methods were essential.
Results: Researchers may exclude children of ethnic minorities from studies because of the distinct challenges in conducting cross-language research and research with children. We critically examine these challenges. Considerations for child-inclusive research, such as developing trust, gaining access, and ensuring informed assent are discussed. Methods related to cross-language research – interpreter role and translation of documents– are examined along with methodological changes necessitated by a pandemic occurring during data collection.
[bookmark: _Hlk56575014]Discussion: The perspectives of children from ethnic minorities are needed to inform culturally congruent healthy weight care for their communities. The goal in providing transparency of  the difficulties, successes, and recommendations for methods in research with children of Burmese refugees is to encourage more nurse researchers to work with marginalized groups. Nurse researchers can inform evidence-based, culturally appropriate interventions to address health inequities of minority communities by including the voice of children from these communities. 
Key Words: qualitative research methodology, ethnonursing research, nursing research, language, interpreter



Although qualitative research has evolved over the past few decades to include children as participants, ethnic minority children remain underrepresented. Especially limited are qualitative studies seeking the perspectives of racial and ethnic minority children on specific child health issues such as childhood obesity (Hargreaves et al., 2018; Jennings et al., 2020). This article draws from our experience conducting an ethnonursing research study designed to address the lack of the minority child’s voice in childhood obesity literature. Advances for actively including children in research are well documented in nursing and biomedical studies from the United Kingdom and Europe (Bryan et al., 2019; Coyne et al., 2016; Lees et al., 2017), yet there is a noticeable lack of the same robust inclusion of the child’s voice from studies in the United States (U.S.). In a systematic review of qualitative health research with children, only three of 30 studies were from the U.S., and of those three, only one included children younger than adolescents (Huang et al., 2016). Here we address this gap for nurse researchers. We critically examine methodological, ethical, cross-language, and practical considerations specific to research with children from an ethnic minority. Changes necessitated by a pandemic occurring during data collection are described. The term child or children is used in this article for anyone under the age of 18 based on the definition from the United Nations Convention on the Rights of the Child (United Nations Convention on the Rights of the Child [UNCRC],1989).  
To understand the lack of child perspectives in qualitative health literature, we examine the history of research with children. It was not until the 1980’s that the voice of children rather than proxies began to appear in research (Griffin et al., 2014; Prout & James, 1997). Prior to the 1980’s most child research was observational with Piaget and other developmental psychologists informing our understanding of childhood as a gradual, step-wise process toward adult competency (Prout & James, 1997). An increased interest in children’s perspectives by researchers in anthropology and sociology led to the advent of childhood studies in the 1990’s (Griffin et al., 2014; Prout & James, 1997). The view of child development as rigid stages was challenged during this time by Bronfenbrenner’s premise that cognitive competence in a child is based on interaction with their cultural/social context (Bronfenbrenner & Ceci, 1994). The child was now viewed as a social actor who participated in the construction of their own life (Coyne et al., 2016; Prout & James, 1997). Concern internationally for the rights of all children were formalized with the United Nations Convention on the Rights of the Child in 1989 (UNCRC, 1989). One of the main principles of the UNCRC is respecting the right of children to express their views in matters which affect them. 
RESEARCH STUDY BACKGROUND 
	Our study examined healthy weight care in children of Burmese refugees, specifically with the Karen ethnic group. We describe (1) the significance of disparities in childhood obesity prevalence, (2) the research participants and their Karen ethnohistory (the historical cultural context of the children and families), and (3) theory and research methods which are particularly appropriate in a cultural context using cross-language and child-inclusive methods. 
Childhood Obesity
	Children of racial and ethnic minorities are disproportionately affected by childhood obesity. In the U.S., Hispanic children have an obesity prevalence of 23.6% and non-Hispanic black children 20.4% compared to 14.7% among non-Hispanic white children (Ogden et al., 2018). Although aggregated data on Asian-American children indicate the lowest prevalence at 9.8%, Asian-American adolescents are at higher risk of insulin resistance and elevated triglyceride at lower weights than youth in other racial/ethnic groups (Elsamadony et al., 2017). 
Ethnic minorities in the U.S. have a variety of cultural identities, yet research examining factors contributing to childhood obesity rarely address cultural influences. In a review of qualitative literature on childhood obesity in ethnic minorities, only 12 of 232 articles addressed cultural influences and of those 12, all except one, exclusively interviewed parents (Chatham & Mixer, 2020). Cultural studies in which children have been interviewed reveal that children have distinctly different perceptions of their immediate environment from adults (Gallois et al., 2017). The child’s perspective is needed to develop effective strategies for reducing childhood obesity. Our study’s purpose was to discover cultural influences that may contribute to or prevent childhood obesity in Burmese children of Karen ethnicity with the goal of promoting culturally congruent healthy weight care for Karen children and their families.
Research Participants
	Research participants/informants in ethnonursing research methodology are distinguished as either key, the most knowledgable about the phenomena under study; or general informants who share a broader view (Wehbe-Alama & McFarland, 2015). Key informants for this study were Karen children between 8 and 16 years-of-age. There were two reasons for the ages of inclusion. First, school age children (6 – 11 years) are less represented in childhood obesity literature despite the significant linear increase of obesity in this age group (Ogden et al., 2018). Second, Karen adolescents (12 to 16 years) could contribute a unique perspective on cultural influences because of relocating from refugee camps to the U.S. as school-aged children. The children’s parents and members of the community who interacted with Karen children served as general informants. 


Karen Ethnohistory 
	The Karen are an ethnic group from Burma. Burma includes an estimated 130 indigenous ethnic groups governed by the largest ethnic group, the Burman (Barron et al., 2007). Karen people live in a mountainous area of southeast Burma along the border with Thailand. They are community-oriented, with strong respect for elders, living traditionally by farming and hunting (Barron et al., 2007). There are three subgroups of Karen, with each subgroup speaking a different dialect which is unintelligible to the other. The Karen do not consider themselves Burmese, having a separate culture, government, and army. They have been in a continuous civil war for 70-plus years with various Burman governments and the especially brutal military regime (Trieu & Vang, 2015). Although the name of Burma was changed to Myanmar in 1989 by the military government, out of respect for the refugees who participated in this study we refer to the country as Burma, as do the Karen people we interviewed. 
	Human rights abuses of ethnic minorities in Burma have produced multiple waves of refugees escaping into Thailand and Malasia (Barron et al.,2007). Families have lived in refugee camps for decades. Resettlement in the U.S. has been difficult because of low literacy and language barriers with 33% of Burmese refugees living in poverty (Fike & Androff, 2016; Trieu & Vang, 2015). Despite these challenges, the Karen have developed strong communities through informal support of family, friends, and faith-based organizations (Fike & Androff, 2016).  
Theory and Methods
[bookmark: _Hlk56500782]	The theoretical framework for this study was Leininger’s Culture Care Theory (CCT) which seeks to discover and explain the interdependence of care and culture (Webhe-Alamah & McFarland, 2015). The ethnonursing research method was developed for use with the CCT to focus on the cultural context of the nursing phenomena being studied. Using this culturally-based knowledge, nurses can provide culturally congruent care; care that is meaningful, useful, and contributes to a person’s health and well-being (Webhe-Alamah & McFarland, 2015). The emphasis on cultural context is congruent with childhood studies which emphasize the child’s developing competency through interaction within their cultural/social context (Bronfenbrenner & Ceci, 1994; Prout & James, 1997). The CCT’s view of informants as knowers and experts of their own care needs fits philosophically with our own view of children. Prout & James (1997) have stated that ethnography is a useful methodology for the study of childhood because it allows children a more direct voice in the production of  data. We would follow their statement by including ethnonursing as an ideal methodology for childhood health studies because it provides the child a direct voice in developing age-appropriate and culturally-congruent nursing care. The ethnonursing method focuses on teasing out similarities and differences in cultures, providing guides and tools called enablers to facilitate the research process. In the following discussion we will describe some of the tools used which were essential for child-friendly research. Novice ethnonursing researchers are encouraged to conduct studies with an expert mentor. The principal investigator (PI) of this study was novice and mentored by a transcultural nursing scholar. In this article, “I” refers to the PI and “we” refers to the PI and mentor as a research team.
CHILD SPECIFIC RESEARCH METHODS
	Children are not miniature adults. While we acknowledge the child’s immaturity is a biological fact, we respect children as active constructors of their own social lives (Prout & James, 1997). Designing child inclusive research involves extra protection for their immaturity, and creative approaches to encourage sharing of their social lives. We discuss the essentials of child-inclusive research design – developing trust, gaining access, and ensuring extra protection.
Developing Trust
Trust is an essential component of all qualitative research, but especially research with children. Trust is needed for gaining access, recruitment, and successful interviewing (Lees et al., 2017; Powell et al., 2020). Developing trust requires time. It requires the researcher to enter the child’s environment months before data collection begins, providing time for the child to see the researcher as a safe adult (Carnevale et al., 2008; Webhe-Alamah & McFarland, 2015).
As PI, I entered the Karen children’s community nine months before beginning data collection. I volunteered with a faith-based organization serving Karen children. Using two tools from the ethnonursing method – the Observation-Participation-Reflection (OPR) enabler and the Stranger-to-Trusted Friend (STF) enabler – provided me with a gentle, gradual entry into the children’s weekly activities (Webhe-Alamah & McFarland, 2015). The OPR provided guidance important for an adult entering a child’s environment; remain in the background, quietly observing. This initial period provided opportunity for the children to know me and become comfortable with me. The STF helped me to judge when I had moved from “stranger” status, when the children rarely spoke to me; to more of a friend role where the girls, especially, felt comfortable probing my personal life – was I married, did I have a boyfriend. They were most astonished by the fact that I was a student. “What grade are you in? Haven’t you been in school long enough!” In addition to working with children, I began teaching English to a group of Karen women. I knew I had moved from “stranger to trusted friend” with these women the night a plastic basket containing betel nuts and leaves was brought out and I was offered some to try.
 Gaining Access
Trust is essential for gaining access. Children are protected by adult gatekeepers who feel responsible for the children in their care. This protection can extend to denying the child’s right to have their opinion heard in research if gatekeepers do not know the researcher or lack an understanding of the research aims (Huang et al., 2016). Parents being asked permission for their children’s participation in clinical trials are more likely to give permission when recruited through a trusted physician or familiar health care institution (Lees et al., 2017). Researchers who are not part of a familiar environment must spend time at the study site as part of the child’s routine and space in order to establish credibility and legitimacy with gatekeepers (Carnevale et al., 2008; Powell et al., 2020; Webhe-Alamah & McFarland, 2015).
The Karen children were protected by four layers of access; the English-speaking faith-based community, the Karen-speaking community, the Institutional Review Board (IRB), and parents. I approached the faith-based community through the pastor and administrative council. I had been an active participant in the Karen youth activities for months, therefore being known and trusted opened that gate. Trust needed for access to the Karen community came through an introduction by the pastor to an interpreter who was the gatekeeper for the Karen community. Assurance that I was welcomed by both communities was needed for gaining access through the IRB. It wasn’t until all of these layers trusted and approved me that I was able to approach the parents and ask for permission to interview their children.
Child Protection in Research 
Children are protected as vulnerable subjects under the Protection of Human Subjects (2017). Protections specific to the children in this study were (1) approaching the parents first, (2) ensuring informed child assent, and (3) maintaining confidentiality. 
Parent Permission
	Parents of the children I wanted to recruit were invisible to me. They were never able to attend their children’s activities. Yet, the parents had to be approached first for permission. This required a three-step process. First, using the IRB-approved phone script, the interpreter, who knew the parents, would ask for permission to give their phone number to me. If permission were given, I would phone the parent and read the IRB-approved recruitment script with the interpreter translating on speaker phone. If the parent agreed for their children to participate in the study, an interview date, time, and place was set. The interview meeting began with explaining the study and obtaining parental signature on a parent permission form. Once the parent permission process was completed, the child assent process began. 
Child Assent
[bookmark: _Hlk55129615]	Assent is obtained from children in lieu of consent. Consent requires that the signatory be age of majority in the jurisdiction of the study, which varies by state (Protection of Human Subjects, 2017). Parents give permission for children to participate by signing a parent permission form which contains all the elements of informed consent (Shaddy & Denne, 2010).  The child’s assent to participate is then sought. Although federal regulations do not specify a specific age of assent, most IRBs recommend assent down to the intellectual age of seven years (Shaddy & Denne, 2010). The majority of child researchers report viewing assent not by a rigid cut-off age, nor as a one-time occurrence, but rather as a continuum (Ericsson & Boyd, 2017; Shaddy & Denne, 2010). Research with young children especially requires researcher flexibility. Children can enthusiastically indicate their interest in participating, and after a few minutes wander off to do something else. This could either be viewed as a short attention span or as withdrawal of assent as some researchers note (Ericsson & Boyd, 2017). Child-specific techniques such as providing stickers and/or drawing tools (Bryan et al., 2019) or following the child around the room (Griffin et al., 2014) can be beneficial with active informants. I was fortunate to have IRB approval for interviews in a family setting with multiple children and could switch to interviewing an older sibling while a younger sibling found something more interesting than me temporarily.  
Assent should involve a true willingness on the part of the child to participate regardless of their parent’s decision. However, in reality, it is almost impossible to separate the child’s decision-making process from that of the parents’ persuasion (Madden et al., 2016). Especially in hierarchical cultures such as Karen, children defer to their parents’ decisions regardless of their own wishes and understanding of the research (Mangochi et al., 2019). 
[bookmark: _Hlk52368242][bookmark: _Hlk52368435]Facilitating as much as possible the child’s independent decision includes an understandable assent form. Two assent forms – school-age 8 – 11 years and adolescents 12 – 16 years – were developed using Piaget’s (1947/1960) developmentally-based cognitive theory. The difference in language for these two age groups is that school-age children have concrete thinking and language, whereas adolescents are becoming more abstractly expressive. An example of the differences between the two forms is seen in explanation of benefits. The assent form for adolescents stated, “There are no benefits to you for being in this research study.” The child assent form explained, “There are no prizes for being in this research.  You will just be helping me to learn about Karen children and Karen culture.” In addition to developmentally appropriate language, reading level was assessed by using the Flesch-Kincaid Reading Level. The Program for Readability in Science and Medicine (PRISM) recommends an 8th grade reading level or below for reading material given to adults but has no recommendation for children (Ridgepath et al., 2007). I assessed for reading levels that didn’t exceed the grade level of that developmental group. The school-age assent form was readable at the 4.5 grade level and the adolescent form at 5.3 grade level.
 
Confidentiality
Confidentiality in cross-cultural child research involves balancing the participant’s right to confidentiality with cultural norms of privacy. The child’s privacy was protected publicly by de-identification of all data, but child interviews were in a family setting rather than alone. The IRB initially questioned the lack of privacy. However, interviewing with family is both culturally congruent and child appropriate for the Karen people. Burmese, regardless of ethnicity, are community-oriented, living within extended families (Barron et al., 2007). In addition, families of all cultures are systems of interdependent individuals and children as part of this system cannot be understood in isolation (Coyne et al., 2016). Interviewing within the family, with all the comings and goings of various siblings and cousins, situated the child within their authentic sociocultural context, reflecting their reality. The trust established with Karen parents also included hearing what the child and I said. The interpreter translated in real time as I interviewed the child in English. 
Informants who allowed audio recordings were assured that recordings were deleted as soon as transcribed to further protect confidentiality. Many parents were uncomfortable with audio recording their children, consequently over half of child informants were not audio recorded. When audio recording was declined, I asked for permission to take notes. Regardless, at close of interviews, I left the home and immediately documented the interview and field notes. 
CROSS-LANGUAGE METHODS 
Qualitative research involves words – words that describe another person’s story, experiences, and opinions. These words are used by the researcher to thoughtfully create a representation of the person’s meaning. However, when the researcher’s and informant’s languages differ, the meaning of what the informant said is dependent on interpretation. Interpretation of language involves more than conveying what the speaker said – it involves conveying what the speaker meant to say (Santos et al., 2015). Meaning is bound not only to the current interview, but to history and culture: the informant’s ethnohistory (Webhe-Alamah & McFarland, 2015). Cross-language qualitative research adds yet another layer to creating a representation of another person’s meaning and story. 
Cross-language research has evolved from past recommendations that the researcher speak the language of the participants to a more realistic and inclusive approach in today’s migratory world (Wehbe-Alamah & McFarland, 2015). Increasingly, translators and interpreters are needed in healthcare and research. A translator converts text from one language to another while an interpreter conveys words orally from one language to another (Squires, 2009; Wong et al., 2019). Children who were informants in this study spoke English and preferred English for the interview and forms. Their parents spoke only Karen. I spoke only English. From the first phone call to parents, an interpreter was needed and used. When approaching cross-language research Squires (2009) recommends the researcher consider: (1) translator and interpreter credentials, (2) conceptual equivalence, and (3) role of interpreter. These criteria were used to provide transparency for this study and for others to consider when conducting cross-language research.
The Interpreter
 “Who translates matters, ” (Temple, 2008, p. 362). Meanings are facilitated by an interpreter with proficient understanding of the language and intimate knowledge of the culture (Clark et al., 2017). I will refer to my interpreter anonymously as CA. She is Karen and was recommended by both the faith-based organization and local school system. CA’s qualifications were her daily interpretation and cultural brokering between the Karen and English communities. In addition to her paid position in the public schools, CA provided unpaid services for Karen families needing communication with the English-speaking community. Her phone rang constantly. There was a valid concern that CA could be overly influential on participants in this study. However, I would not have been able to interview these children without CA. It was only through CA that I was able to access parents. I needed to be introduced to the parents by someone they trusted. CA filled that role, and most importantly she knew their phone numbers. Throughout the project, I discussed with CA the importance of autonomous choice for ensuring that the authentic voices of children and parents were heard.
Translator of Forms
Documents must be translated for individuals with language barriers to ensure they have access to the same information as English-speaking participants (Protection of Human Subjects, 2017). Forward and back translation of forms was necessary. Forward translation was translation of forms from English to Karen. Back translation is the translation of written text from the target language (Karen) back to the source language (English) to ensure equivalence (Santos et al., 2015; Temple, 2008). Achieving the intent of the IRB guidelines was complicated in a less used language such as Karen. Finding a translation service with someone who had competence in Karen was difficult and expensive. Quotes from two national translation services were obtained. We went initially with the less expensive service. After contracting with the company, sending in forms, and paying for the service; we were notified that they could not find a Karen translator. Documents translated into Karen by the second, more expensive service, required a great number of corrections on back translation. CA did the back translations and checked for understanding. The final Karen documents were rarely looked at. Our Karen parents politely took the forms, glanced at them, and placed them in their lap. Few parents could read Karen. In addition, CA preferred using the English rather than Karen consent forms. An alternative to forward and back translation of documents was suggested by a Canadian research group who conducted interviews in multiple languages. The team developed an informed consent script approved by the IRB which was used by interpreters in lieu of a translated form (Premji et al., 2020). This is a practical alternative to having multiple forms which participants are unable to read. 
Conceptual Equivalence 
Conceptual equivalence refers to a technically accurate translation or interpretation (Squires, 2009). However, language has not evolved through replication of words. Language is a reflection of the differences in the identity and culture of the person speaking, including their nativity and dialect (Helmich et al., 2017; Squires et al., 2020). There is not an equivalent word in all languages, especially in health care. For example, there is not a word for “cancer” in the Hmong language and cancer is considered a new disease by Hmong Americans (Arriaza et al., 2015). Interpreters faced with a non-equivalent lexicon must be creative as CA proved to be. In Karen, there is no word for “values”, so when translating “cultural values”, CA used the phrase “the precious of your culture”. The advantage of having an interpreter who has language proficiency and knows the informants’ culture, is that they can provide authentic sociocultural language equivalence (Chidarikire et al., 2018). 
Role of Interpreter
[bookmark: _Hlk52388489]	 Squires (2020) describes either a functionalist role or interactionist role for interpreters in research. The functionalist role limits the interpreter to interpretation and translation. The interactionalist role allows the interpreter to be a cultural broker in addition to interpreter of words (Squires et al., 2020). Cultural brokers are individuals who serve as a link or bridge between individuals or groups who are culturally different (Jezewski, 1990). Bringing this role into research interviews means that interpreters, including CA, feel responsible for explaining or clarifying culture which may evolve into adding questions or explanations during interviews (Suurmond et al., 2016). Respecting CA’s concern and care for ‘her people’ and her culture’s presentation, I would wait while CA’s off-the-question-guide questioning finished, and then return the focus back to the child. Post-interview conversations with the interpreter can clarify the aims of the study with both researcher and interpreter (Suurmond et al., 2016; Wong et al., 2019). These conversations can also provide a time for the interpreter to recommend ways the researcher can improve interviewing in an unfamiliar culture. 
OTHER METHODOLOGICAL CONSIDERATIONS
Pandemic
[bookmark: _Hlk52388724][bookmark: _Hlk56590156]	Change necessitated by the COVID-19 pandemic provided an unexpected opportunity to compare interview modalities. Face-to-face interviews were halted. An amendment request to the IRB resulted in online interviewing approved with use of a Zoom™ format. Zoom™ interviews with English speaking participants went well, and most likely facilitated more general informants’ participation in the study than face-to-face interviews would have. We found the flexibility in scheduling to be a big advantage in recruitment as reported in the literature (Archibald et al., 2019). Interviews with individuals who may have hesitated to arrange an in-person meeting were quickly arranged on Zoom™. For example, teachers who worked with Karen children simply inserted our interview into their Zoom™ schedules. 
[bookmark: _Hlk56590260][bookmark: _Hlk52389020]	In contrast, Zoom™ interviews with Karen families revealed disadvantages. Lack of familiarity with the technology and cross-language instructions created a lengthy process. In addition, the loss of cultural context in Karen Zoom™ interviews was troubling. Context is important to discovery in ethnonursing research. Field notes from face-to-face interviews were detailed. Field notes from Zoom™ interviews were sparse, limited to the screen view. Gratefully, over half of Karen interviews were face-to-face, and I was able to experience the ‘welcome ceremony’ of Karen hospitality which involved pulling up a table and placing fruit and bottles of water out for the guests. Another disadvantage on Zoom™ was the noise. Although face-to-face settings were noisy, I was able to filter out background voices. In Zoom™, all voices were at the same decibel level. I often had to ask the child to repeat themselves. However, we were grateful for access to Zoom™ which enabled the completion of the study. In future research we plan to offer the option of face-to-face or Zoom™ interviews when events allow.
Rigor 
	Criteria for evaluating rigor in ethnonursing research are credibility, confirmability, meaning-in-context, recurrent patterning, saturation, and transferability (Wehbe-Alamah & McFarland, 2015). These criteria are not separate steps or check boxes, but rather part of the ethnonursing researcher’s effort to truly hear what the informant has to say. Hearing the informant was especially important in this study, which was seeking the voice of children. Credibility of findings are substantiated through the observations by the researcher and by the researcher’s direct experiences with the informants over time (Wehbe-Alamah & McFarland, 2015). Credibility involves prolonged engagement in the field which is the first step in establishing trust in child research. The nine months I spent with the Karen children prior to interviewing provided prolonged engagement and observation. Notes from the observation period were added to field notes and transcripts once interviewing began. These notes added credibility to what I was hearing from the children during interviews. Observation and field notes also contributed contextual data to provide meaning-in-context. Recurrent patterning occurred as I began to hear similar responses from Karen children, such as an almost universal dislike of school cafeteria food. When repetition of interview data occurred and no new findings were discovered, data saturation was met (Wehbe-Alamah & McFarland, 2015).
Confirmability was done by member checking. Member checking is seeking feedback from key informants on developing themes (Wehbe-Alamah & McFarland, 2015). Permission to member check was obtained during the initial interview as part of the consenting process. There was one theme in particular involving gender differences which I needed to confirm with the children. I wanted the opinion of both girls and boys as to whether the theme was true. Setting up Zoom™ interviews, again through parents, allowed me to confirm the theme in question with four key informants – two female and two males. This theme and other thematic findings can be traced back to raw data – participant quotes and observation and field notes – which creates an audit trail further demonstrating credibility and confirmability (Wehbe-Alamah & McFarland, 2015). Following these ethnonursing qualitative criteria reaffirmed for us that what we were hearing throughout the research process was the perspectives of these Karen children and that findings accurately documented their voices. 
CONCLUSION
	Including children in cultural, cross-language research is challenging. However, children’s voices are essential for understanding health issues which affect them directly, such as childhood obesity. The perspectives of children from ethnic minorities are needed to inform culturally-congruent healthy weight care for their communities. By providing transparency of the difficulties, successes, and recommendations from our study with Karen children, we aim to encourage more nurse researchers to work with marginalized groups . Nurse researchers can inform evidence-based, culturally appropriate interventions to address health inequities in minority communities by including the voice of children from these communities.
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Abstract
Purpose: Although the rates of childhood obesity are disproportionately higher in children of   racial and ethnic minorities, research rarely addresses possible cultural factors. Most qualitative research on childhood obesity fails to investigate cultural influences or the perspectives of children. The purpose of this study was to discover cultural influences that contribute to or prevent childhood obesity from the perspectives of Burmese-American children and adolescents of Karen ethnicity in the southeast U.S.
Design and Methods: The ethnonursing research method was used to seek perspectives of healthy weight care from Karen children between 8 and 15 years-of-age. Karen parents and non-Karen community members were also interviewed. Data sources – interviews, fieldnotes, and observation notes – were analyzed using the four phases of the ethnonursing method.
Results: Four themes important to healthy weight care in Karen children were discovered: views of a healthy child, food and food preparation, physical activity, and mutual support among family and community. These themes revealed both Karen and non-Karen influences.
Conclusions: Most Karen cultural influences protect Karen children and adolescents from childhood obesity. Lack of after-school transportation, limited space to play/exercise, and the tendency for girls to be more sedentary could contribute to childhood obesity.
Practice Implications: Pediatric nurses may use knowledge gained from this study for promotion of healthy weight care in Karen families and to advocate for community changes which could benefit all children. 
Key Words: pediatric obesity, traditional food, Burmese-Karen refugees, exercise, health promotion

Background and Significance	
Childhood obesity rates appear to have plateaued for the first time in decades but remain disproportionately high in racial and ethnic minorities (Hales et al., 2017). In the United States (U.S.), Hispanic youth have an obesity prevalence of 23.6% and non-Hispanic black children 20.4% compared to 14.7% among non-Hispanic white children (Ogden et al., 2018). The co-morbidities of obesity in children (type 2 diabetes [T2DM], dyslipidemia, non-alcoholic fatty liver disease) are a critical concern for pediatric nurses (O'Connor et al., 2017; Sharma et al., 2019). The increased incidence of T2DM in youth has mirrored the rise and disparities of childhood obesity (Mayer-Davis et al., 2017). Despite hundreds of millions of dollars in funding to support research in obesity, childhood obesity remains an unrelenting problem, especially in racial and ethnic minorities (Ludwig & Ebbeling, 2018; Zylke & Bauchner, 2016).
Research into childhood obesity indicates a complex problem with multiple contributing factors such as genetic (Tyrrell et al., 2016), infant and/or childfeeding (Ochoa & Berge, 2017; Scaglioni et al., 2018), reduced sleep (Ash & Taveras, 2017; Miller et al., 2018), built environment (Sharifi et al., 2016), and socioeconomic status (Andrea et al., 2017). Although ethnic minorities remain disproportionately affected by childhood obesity and represent a variety of cultural identities, research rarely examines cultural factors (Taveras et al., 2013). 
Culture is the learned, shared, transmitted values and beliefs which guide decisions and actions of individuals, families, and communities (McFarland & Wehbe-Alamah, 2015). The need to examine culture is especially important for children of ethnic minorities who straddle their family’s culture and the main-stream culture, receiving multiple messages that influence their behavior and development (Schroeder & Bamaca-Colbert, 2019). However, most qualitative research on childhood obesity fails to investigate cultural influences or the perspectives of children (Chatham & Mixer, 2020; Roberts et al., 2020; Schalkwijk et al., 2015). A qualitative systematic review of research on cultural influences in childhood obesity was previously published elsewhere (Chatham & Mixer, 2020).   
Although aggregated data indicate Asian-American youth have the lowest prevalence of childhood obesity at 9.8% (Ogden et al., 2018), they are at higher risk of insulin resistance and elevated triglycerides at lower weights than other racial/ethnic youth (Elsamadony et al., 2017). Asian subgroups are lost in aggregated statistics and remain understudied in childhood obesity literature (Quader et al., 2019). When subgroups are studied, Southeast Asian adolescents, which include Burmese, are more overweight/obese than any other Asian-American subgroup except Filipino (Cook & Tseng, 2019). Research with the ethnic minority child’s perspective is needed for innovative, effective approaches to reducing childhood obesity.
Purpose
The purpose of this study was to discover cultural influences that contribute to or prevent childhood obesity from the perspectives of Burmese-American children and adolescents in the southeast U.S. The goal was to use the knowledge gained to promote culturally congruent healthy weight care in Burmese American communities. Healthy weight care is the promotion of a life-style rather than a diet to achieve a healthy weight, which in a child is between the 5th and 85th percentile on the Body Mass Index (BMI) chart of the Centers for Disease Control and Prevention (Centers for Disease Control and Prevention [CDC], 2018). Culturally congruent healthy weight care is defined as the promotion of a life-style which fits the cultural values and lifeways of children and families (McFarland & Wehbe-Alamah, 2015). Four research questions guided this study (Table 4.1). 

Theoretical Framework   
The theoretical framework for this study was Leininger’s Culture Care Theory (CCT) which seeks to discover and explain the interdependence of care and culture (McFarland & Wehbe-Alamah, 2015). The goal of the CCT is to guide health care professionals in providing culturally congruent care; care that is meaningful, useful, and contributes to a person’s well-being (McFarland & Wehbe-Alamah, 2015). The importance of cultural context in the CCT is congruent with childhood studies that focus on the child’s developing competency through interaction within their cultural/social context (Bronfenbrenner & Ceci, 1994; Prout & James, 1997). In addition, the CCT views participants as the experts of their own care needs and teachers of the researcher, which fits philosophically with our own view of the children and adults who participated in our study.
Method
Design
This study was designed using the ethnonursing research method which was developed for use with the CCT to focus on the cultural context of the nursing phenomena being studied (McFarland & Wehbe-Alamah, 2015). Ethnonursing provides informants a direct voice in the development of culturally-congruent nursing care. Ethnonursing tools, called enablers, assist the researcher in teasing out similarities (universalities) and differences (diversity) in and among cultures. The Sunrise Enabler (Figure 2), which is a cognitive map of the multiple social and cultural factors predicted to influence culture care, was used in the development of interview guides, coding, and analysis. Two other tools – the Stranger-to-Trusted-Friend and Observation-Participation-Reflection–were used during the initial immersion period (Wehbe-Alamah & McFarland, 2015). Both ethnonursing and child-inclusive research recommend a period of immersion for the development of trust. A nine-month period volunteering in weekly activities of a faith-based organization which served Karen children provided a foundation of trust along with the opportunity for observation. The Institutional Review Board (IRB) of the University of Tennessee Knoxville reviewed and approved the study. 
Participants 
	Ethnonursing research refers to participants as informants. Key informants are persons who are the most knowledgeable about the phenomenon under study and the main source of data (Wehbe-Alamah & McFarland).The children were the key informants. General informants are not as knowledgeable about the study phenomenon but have cultural insights and knowledge to share (Wehbe-Alamah & McFarland, 2015). Parents and community members who knew the children (such as teachers and faith-based organization members) were general informants. Inclusion criteria were Burmese children of Karen ethnicity from 8 – 16 years-of-age, a parent/guardian, or non-Burmese community members 18 years and older. Exclusion criteria was a child who lacked the cognitive ability to understand and assent to participation or whose parent/guardian was unable to be present.
To protect confidentiality of informants in this small community, minimal demographic data is reported. The key informants (n=10) were between the ages of 8 and 15 years, with an equal number of school-aged children and adolescents, and an equal number of males and females. General informants (n= 18) were five Karen adults, all either grandmother or mother of a key informant; and non-Karen community participants, three males and ten females. 
Karen Ethnohistory 
The Karen people are an ethnic group from Burma. Burma includes an estimated 130 indigenous ethnic groups governed by the largest ethnic group, the Burman (Barron et al., 2007). Karen people live in a mountainous area of southeast Burma along the border with Thailand.   They are community-oriented, with strong respect for elders, living traditionally by farming and hunting (Barron et al., 2007). The Karen do not consider themselves Burmese, having a separate language, culture, government, and army. They have been in a continuous civil war for 70-plus years with various Burman governments and the especially brutal military regime (Pedersen, 2008). Although Burma’s name was changed to Myanmar in 1989 by the military, out of respect for the refugees who participated in this study we refer to the country as Burma, as they do.
	Human rights abuses of ethnic minorities in Burma have produced multiple waves of refugees escaping Burma (Barron et al.,2007). Families have lived in refugee camps for decades. Refugees from Burma began arriving in the U.S. in 2005 and are now the second largest refugee group in the U.S. (Department of Homeland Security, 2018). Resettlement in the U.S. has been difficult because of low literacy and language barriers, with 33% of Burmese refugees living in poverty (Fike & Androff, 2016; Trieu & Vang, 2015). Despite these difficulties, Burmese refugees have shown successful resettlement through a strong work ethic and informal support from family, friends, and faith-based organizations (Fike & Androff, 2016; Lee et al., 2015).   
Environmental Context
	Environmental context, a major construct of the CCT, refers to the lived-in geographic and ecological setting of a culture (McFarland & Wehbe-Alamah, 2015). Environmental context is also important in childhood obesity research as it affects access to food and safe areas for physical activity. The environmental context of this study was an urban neighborhood in the southeast U.S. The neighborhood is called by the name of a very busy four lane road lined with strip malls, tire shops, and gas stations. There are no sidewalks, few pedestrian crossings, and no public parks in the area. This neighborhood is known for the multiple nationalities who have settled in the area and the variety of ethnic restaurants and grocery stores. Residents live in the sprawling apartment complexes on steep hills and streets connected to the busy main road. Most key informants began their lives in the U.S. in these apartments. Some families have now moved into single-family housing which ironically has less outside play area than apartment complexes with playgrounds and football areas. Each Burmese home, whether apartment or house, is distinguished by sandals and shoes left by the front door, and a picture of Jesus on the door and/or living room wall.
Data Collection 
	Data collection in this study required cross-language methods. Although Karen children and adolescents spoke English and preferred documents in English, their parents spoke only Karen. An interpreter who was also gatekeeper and cultural broker for the Karen community provided interpretation for parents. Details of the cross-language recruitment, consenting, and interviewing, along with an in-depth description of developing understandable assent forms and inquiry guides have been described elsewhere (Chatham & Mixer, in review). 
	Data sources were interviews, field notes, and observation notes. Interviews were initially face-to-face but moved to Zoom™ interviews with the COVID-19 pandemic. Interviews were conducted with open-ended questions developed using the Sunrise Enabler factors and focused on cultural influences of healthy weight care/childhood obesity. School-age and adolescent inquiry guide questions used developmentally appropriate language. Interviews with Karen informants were conducted for 1-2 hours in the family home environment. Zoom™ interviews were just as long. A thank you gift card of $20 was given to the family for their time.

 
Data Analysis
Data analysis in ethnonursing research begins with the first interview and continues through four phases (Wehbe-Alamah & McFarland, 2015). Raw data (field notes and interviews) were transcribed immediately after the interview and uploaded into NVivo. Initial coding was done using a priori codes based on the Sunrise Enabler factors. Open coding was done with the second and subsequent reads of the transcript. In Phase Two, as data collection continued, codes were categorized. Memos connected with transcripts in NVivo created a digital audit trail. Analysis for patterns and saturation occurred in Phase Three followed by synthesis into dominant care themes in Phase Four (Wehbe-Alamah & McFarland, 2015). All six ethnonursing qualitative criteria, discussed extensively elsewhere, were met, ensuring the rigor of the study (Chatham & Mixer, in review ; Wehbe-Alamah & McFarland, 2015).	
Findings
This study sought to discover influences on healthy weight care in Karen children from the perspective of Karen children and adolescents. Analysis and synthesis of data revealed four themes with care patterns of similarities and differences (Table 4.2). 
Theme 1: Healthy Weight Care 
	Healthy weight care in Karen children was revealed as informants described a healthy child. Although descriptions varied, there were more similarities than differences which developed into four patterns – activity, appearance, behavior, and self-image. 
A Healthy Child is Active 
Informants viewed a healthy child as physically active and energetic. All described a healthy child similar to this adolescent’s description: “active, plays sports, exercises.” The Karen mothers added descriptions like “happy” “joyful” to how actively they played. Children reported that being active or “playing sports” was a way to become healthy and stay healthy.   
A Healthy Child is “not too skinny, not too fat” 
While all informants equated being active with being healthy, child informants were more likely than adults to describe physical attributes in relation to health. Physical descriptions from children included “good shape, good body” or “not too skinny, not too fat.” And even though one child was complimentary of an Asian boy band because they exercised a lot and were skinny, she was quick to note that “too skinny will hurt you.” 
A Healthy Child is Respectful
In contrast to physical appearance descriptions by their children, Karen mothers tended to describe health in terms of behavior, especially respectful behavior. One mother described the respectful behavior when doing homework as,“ the school works, I don’t need to remind them; they do by themselves with active and happiness….” Another mother describing her own childhood behavior stated simply, “we know we follow the rules.” This expectation was described by the children themselves as having “respect for others” or being “good”. Non-Karen informants noted the respectfulness of Karen children, equating it with resilience. “[Karen children] are real chill.…really strong coping mechanisms ….” The non-Karen informants viewed most Karen children as healthy, both mentally and physically.
Karen Child’s Health Self-image is Diverse 
In contrast to adult positive views of Karen child health, several Karen children viewed themselves as unhealthy. An adolescent replied that she didn’t consider herself healthy because, “For us, there’s no eating time. We eat whenever we want.” Another adolescent girl stated, “No, [I am not healthy], I eat too much food.” A school-aged boy who was small for his age described himself as unhealthy because he was “too thin”.   
Not all children had this negative self-image. An adolescent male responded positively that he was healthy because, “I am active. I eat healthy.” A school-aged girl responded “Yes [I am healthy]; my stomach is not big, it’s medium.” A memorable response was from one eight-year-old boy who, when asked to describe what a “healthy kid your age looks like,” stood up straight and with a big smile, shouted, “Looks like me!” 
Theme 2: Food and Food Preparation
	Children described with pleasure their favorite foods prepared at home. Mothers and grandmothers provided careful detail of the food and preparation of meals. Four patterns from the data supported the theme of food and food preparation as care.
Food and/or Food Preparation is How Karen People Show Care and How Children Feel Cared For   
Children were universal in viewing food within the family as part of a caring family. “[My] family cooks for me and watches over me and takes care of me.” When one 10-year-old was asked how he cared for his family, he proudly reported that he cooked for himself –scrambled eggs. Mothers and grandmothers considered food preparation as a way to ensure their children’s health. As one mother explained, “For me, I try my best how my children have to be healthy. And I give them all my love and then whatever they want to eat, good or bad, I choose for them and let them have the food.” Indulgence was viewed as care. 
	This same caring indulgence in the preparation of everyday food was also used when children were sick. “I don’t have a special soup or dish I make them [when they are sick].   I give them what they want to eat.” Most mothers/grandmothers described foods for health and healing as the same dish. Food was considered an essential part of expressing care and ensuring health. 
Traditional Food is Predominant Food Prepared in Karen Families
Karen traditional food was consistently prepared for meals at home. Rice was the center of most meals, and as one school-aged girl emphasized, “I cannot live without rice.” A typical Karen meal was described as cooked in oil and spices such as chili and fish paste. The major ingredient second to rice was vegetables, “lot of vegetables, so many kinds of vegetables.” Sometimes there was a little added meat. Liquids served with meals were soups or bottled water. Going out for non-traditional food was rarely mentioned and cooking it at home even rarer. One Karen mother said, “Sometimes take them to the hamburger, sometimes they want to eat… once in a blue moon.” Only one mother reported needing to cook a separate “American meal” for her son. “When I cook, I make Karen food for everyone, and then I get American food for the boy.   He has to have bread.”   
The children’s listings of favorite foods were a blend of Karen and non-Karen cultures.   The blend included “pizza,” “pasta and chicken wings,” “Miss [named person] bean soup,” and distinctly Karen foods such as “fish paste” and “Asian vegetables.” Even the boy who reported to only eat “American food” listed his favorite dish as “my Mom’s Burmese salad soup.” As a group, most of the Karen children preferred their food spicy, and when served American food would often cover it in Sriracha sauce.
Karen Family Meals are Unstructured
Lack of structured mealtimes was a consistent report from children leading to pattern three. “…we eat opposite times. We eat whenever we want,” reported one 11-year-old. “For us, there’s no eating time. We eat whenever we want,” repeated another child. This pattern was noted by the children to be unhealthy because the food was always there, and they ate “even when I’m not hungry.” In most families, adults worked long hours or multiple jobs so that coordination of meals was almost impossible. Descriptions from children, from non-Karen informants, and observation notes reported the “pot on the stove” with the main meal for the day. 
School Food is Viewed as Non-caring   
Almost universally, children reported a dislike of school food. “I don’t eat school food…it’s not good.” “… it was like jail food….” “You flip it over and it looks raw.” Some children complained that the school food made them sick. When children did report eating food at school it was either pasta, pizza, or chicken wings, but rarely vegetables because as one child explained, “Nobody eats them. They look old.”   
Theme 3: Physical Activity 
	Although the view of a healthy child as physically active was a universal theme, patterns related to physical activity were diverse. After-school activities revealed differing activity levels associated with gender and environmental context. Two patterns supported this theme.
Girls Tend to be More Sedentary Than Boys
As children discussed activities after school, evidence of a gender divide emerged. Girls in both age groups reported similarly; “After school, I just study or watch a movie…”; “I stay in my room all the time, …draw. …watch movies….”. In contrast, most boys reported outside activities.“[My friends and I] are very active; we hang out at school or outside.” “[After school] I play soccer with friends; up on the football area on the hill.” Worries by parents about the safety of female children was evident during a family interview when a mother emphasized that her daughter was not allowed to leave the porch when playing. However, in the safety of faith-based organization activities, informants reported that Karen children “…like to exercise and play….”regardless of gender. Observation notes verify Karen boys and girls playing ball and chasing each other in the parking lot. 
Barriers to Physical Activity
Although reports by community members noted “…90% of [Karen children] do seem to like exercise and being active….”, barriers were reported. The first barrier to physical activity was the lack of transportation for school sports. “…families don’t have the ability to go pick [their children] up after this little practice or that.” A middle-school girl who wanted to play a sport at school could not because “I have no one to pick me up. Practice lasts till 6pm.” In contrast, an adolescent whose family could provide transport reported being able to play soccer. 
A second barrier was limited outside play for families who moved to single-family homes. Apartment complexes had playgrounds and were targets of physical activity projects sponsored by the area schools. A teacher described, “We have a really good PE [physical education] department…. They even go out to the apartments, … have given kids bikes, and … balls for the apartment complex.” Children in single-family homes were reported to have “no place to play”. 
Theme 4: Mutual Caring and Support 
	Mutual caring and support within Karen families and among the Karen community and non-Karen community were repeated patterns emerging from interviews. Both Karen and non-Karen general informants discussed support of the whole family as important for ensuring the health of Karen children. 
Mutual Care and Support within Families is an Important Karen Cultural Value
The first pattern of mutual care and support was from the children reporting developmentally appropriate contributions to their families. “I do chores …cleaning, make the bed;” “I do the dishes;” “take care of my brother when my Mom’s not here.” Karen children also described care provided by their family to “keep me healthy.” Even limitations to what the girls were allowed to do were explained as the family caring and wanting “to protect us from the world. They don't want us doing dirt or nothing. And they love us.” Mutual care and support, working together as a family, were important Karen cultural values. One mother stated how important it was for her children to learn these values that she had learned as a child, “We…support [our parents] with whatever they ask us to do to help them, we do it. So, I want my children to learn about this one.”
	Karen children expressed a mature acknowledgment of the financial support provided within their families. One school-aged child stated, “My Mom, she goes to work, and she pays for the house bills a lot.” This same child stated that when she grew up, she wanted to go to work to help her mother buy a new house. Support within extended families was explained by an adolescent, “…if like one family member has got issues with money, they would help them with money. My [named family member], he helps a lot.” Another adolescent noted that her family continues to send money to family members still in the refugee camps.
Mutual Caring and Support among Karen and non-Karen Communities 
	 The second caring pattern extended beyond family and into the community. Mutual caring and support occurred through hospitality, food, and advocacy. Karen hospitality involved bringing a table forward and placing bottled water and/or food out. One teacher stated, “We would go do home visits …and they're like bringing stuff to serve us and, it's like, ‘no, I'm here to help you’, but they just turn the tables around on you.” This generosity extended to sharing food with other Karen families or sending food to non-Karen gatherings. Food was a way that Karen families showed they cared and that they appreciated the care shown their children.
	The faith-based community provided care and support by being a consistent place for Karen children to participate in physical activities, eat healthy meals, socialize with friends, and engage in their faith practices. “We try to make sure that they get a balanced meal….” reported one member. In return, Karen children by their boisterous and enthusiastic presence kept this aging congregation healthy. One member noted, “They feel like our family. And they sense that, and we sense that….” These feelings of kinship extended beyond walls, as members provided support for Karen families raising children in the unfamiliar environment of the U.S.
    	The unfamiliar environment most often identified as needing the support of an advocate for Karen families was the overwhelmingly complex health care system. “…they may have TennCare [Medicaid coverage], but it’s a card in their wallet that they don’t know what to do with,” one teacher stated. Faith-based community members and schoolteachers described helping with cultural brokering when Karen children needed medical care. The most dramatic story involved three teachers who did a home visit because they were concerned about a Karen child’s absence from school. They found the child on the couch, barely able to blink or lift his head. Health care professionals had been dismissive of parental concerns on multiple emergency room visits. Through the insistence of these teachers, an MRI, which had been scheduled two months out, was rescheduled earlier. The child was diagnosed with a brain tumor and immediately admitted for surgery. The teacher summed up the incident by stating, “just the logistics of a refugee family trying to navigate the healthcare system and to navigate a devastating illness like that is just unbelievable…. They need an advocate.” This story and similar others demonstrated how community members advocated for Karen families, guiding them through a maze of services, appointment systems, and methods of payment.

Discussion
This study sought to discover cultural influences related to healthy weight care in Karen children and adolescents. Findings revealed care themes that were protective and some that could place the Karen child at risk of obesity. The unique perspective from Karen children provides healthy weight care practice implications for nurses and other health professionals. 
Practice Implications 
	Practice implications in CCT studies are described in three decision and action modes (McFarland & Wehbe-Alamah, 2015). These recommendations are expressions of care for and with the client rather than interventions applied to the client (Eipperle, 2015). Just as ethnonursing researchers partner with the informant as expert and teacher, implications for practice include the client – here the child and family – as partners in the health care team. Recommendations that support culturally congruent care include the following modes: (1) preserve family cultural practices that support healthy weight care for Karen children and adolescents; (2) negotiate with children and families for changes that could be beneficial; and (3) repattern/modify both professional and family actions that hinder healthy weight care (Table 4.3). Practice implications and the current science related to these implications are discussed below. 
Physical Activity
The finding that health equates with physical activity was also found in other studies of Burmese-American adolescents (Dixit et al., 2018). This view is consistent with recommendations that children 6 – 17 years do moderate- to vigorous-intensity physical activity for 60 or more minutes a day (U.S. Department of Health and Human Services, 2018). Because children are in school most of the day, schools need to make concerted efforts to help children achieve physical activity recommendations through recess, physical education classes, and school sports (CDC, 2013; National Association of School Nurses, 2019). Participation in organized sports was found to be the most important indicator of a physically active lifestyle in a European study of all age groups (Condello et al., 2016). In our study, participation in school sports was limited to those families who could provide transportation.
Transportation is a problem in many communities throughout the U.S. (Koh & Rosenberg, 2019). Repatterning community resources to provide transportation for after-school sports could increase physical activity in marginalized groups. Transportation interventions for people with chronic health problems have been shown to improve health outcomes (Starbird et al., 2019). Nurses can advocate for transportation for after-school physical activity programs to prevent the chronic health problems caused by childhood obesity. 
Sedentary Activity 
The sedentary behavior reported by girls more often than boys is not unique to Karen culture. Girls are more sedentary and become increasingly sedentary as they become older in all racial and ethnic groups in the U.S. (Kann et al., 2018). Negotiating for replacement of sedentary activity with physical activity will need to occur in an environment trusted by Karen parents, such as the one provided by the faith-based community in this study. It is worth the effort. In a classic childhood obesity study, the substitution of physical activity for sedentary activity was more effective in decreasing child BMI than reducing high energy food intake (Epstein et al., 2004). 
Diet 
Nurses should encourage Karen families to preserve their practice of cooking and eating traditional food at home. Karen families tended to prepare meals high in vegetable content and had an absence of sugar-sweetened beverages in their homes. Just as our Karen mothers described preparing food to ensure health, other Karen refugees have described nutritious food as medicine for health (Wodniak, 2018). Studies report ethnic groups preferring their traditional food, viewing it healthier than “American food” and a way to preserve their culture (Arcan et al., 2018; Kerpan et al., 2015; Martinez et al., 2017). Traditional food has also been found to predict lower child BMI in some ethnic groups (Maurice et al., 2019; Scribner et al., 2018).
The problem of unpalatable school meals is not exclusive to our Karen children. One study examining school food waste found that students ate half the calories and fiber recommended, discarding 73% of their vegetables (Cohen et al., 2013). Although there are federal guidelines for nutritional content in school lunches, there is local control over how these guidelines are fulfilled. Input from the consumers, the children, is needed. In a successful intervention, when children were involved in the design and implementation of a school lunch project, there was an 18.2% increase in vegetable intake (D'Adamo et al., 2021). Nurses can advocate for children to be part of planning school lunches.
Community
Support and care shown within the Karen community and between Karen and non-Karen communities should be preserved.   The cultural value of helping each other has been found in other studies of Burmese refugees (Fike & Androff, 2016; Lee et al., 2015; Lenderts et al., 2020).   As noted in the literature and our interviews, informal community relationships are important during the refugee transition period to a new country (Fike & Androff, 2016). However, long-term case workers are needed for continued support (Trieu & Vang, 2015). 
Similar to findings in our study, refugee/ethnic groups report struggles in a confusing U.S. healthcare system (Wodniak, 2018). Nurses report limitations to care of ethnic minorities because of language barriers and lack of cultural information (Joo & Liu, 2020). These limitations can be addressed by including interpreters, cultural brokers, and community advocates as part of the interprofessional health care team. 
Future Research
	Replication of our study with Karen communities in other areas of the U.S. or with other ethnic minority children and families may provide insight into culturally congruent health care beyond this Karen community. Future research is needed to further understand the influences on sedentary activity in girls across all racial/ethnic groups and to inform interventions for improvement to physical activity levels in females.
Limitations 
	Findings from this study are limited to this Karen community in a southeast U.S. city.   Although limited in transferability, findings could be used for research into healthy weight care influences in other ethnic minority children. The use of an interpreter during parent interviews was an intrinsic but necessary limitation. Use of an interpreter was also a strength because it provided voice for a non-English speaking group rarely heard in childhood obesity studies.   
Conclusion
	Our study contributed knowledge about cultural influences on healthy weight care in Karen children and adolescents. Most Karen cultural influences protect Karen children and adolescents from childhood obesity. Pediatric nurses and other members of the health care team may use knowledge gained from this study to promote healthy weight care in Karen families and to advocate for community changes that benefit all children. 
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APPENDIX



Table 4.1
	Research Questions

	1. What are the cultural care expressions, patterns, and practices that contribute to or prevent childhood obesity in Burmese children and adolescents in the southeast U.S.?

	2. How does the Burmese refugee worldview, cultural and social structure dimensions, environmental context, and ethnohistory influence healthy weight care in Burmese children and adolescents in the southeast U.S.?

	3. What are the emic (folk) and etic (outsider) care expressions, patterns, and practices that influence healthy weight care in Burmese children and adolescents in the southeast U.S.?

	4. What nursing and interdisciplinary team decision and action modes will promote culturally congruent healthy weight care in Burmese children and adolescents in the southeast U.S.?






Table 4.2
Major research findings: Themes and patterns
	Theme
	Recurrent patterns

	Theme 1: Karen healthy weight care is reflected in description of a healthy child
	· Pattern 1: A healthy child is active
· Pattern 2: A healthy child is “not too skinny, not too fat”
· Pattern 3: A healthy child is respectful
· Pattern 4: Karen child’s health self-image is diverse


	Theme 2: Food and food preparation are an expression of caring in Karen families
	· Pattern 1: Food and/or food preparation are how Karen people show care and is how children feel cared for
· Pattern 2: Traditional food is the predominant food prepared in Karen families
· Pattern 3: Karen family meals are unstructured
· Pattern 4: School food is viewed as non-caring


	Theme 3: Physical activity in Karen children is limited by diverse barriers

	· Pattern 1: Girls tend to be more sedentary than boys
· Pattern 2: Barriers to physical activity are transportation and environment

	Theme 4: Mutual caring and support within family and community promote health of Karen children
	· Pattern 1: Mutual care and support within Karen families is an important cultural value
· Pattern 2: Mutual caring and support among Karen and non-Karen community members occurs through hospitality, food, and advocacy



Table 4.3
	Nursing/Interdisciplinary Team Decisions and Actions That Promote Culturally Congruent Healthy Weight Care for Karen Children

	Culture Care Preservation/Maintenance

	· Preserve the Karen child’s view of a healthy child; reflective of healthy weight care

	· Preserve family cooking and eating of traditional Karen food 

	· Preserve drinking water or milk with meals

	· Preserve physical activity of boys

	· Maintain community care and advocacy for Karen families

	Culture Care Accommodation/Negotiation

	· Negotiate culturally acceptable ways for girls to increase physical activity

	Culture Care Repatterning/Restructuring

	· Repattern community resources to provide transportation from school to home for children wishing to participate in school sports

	· Restructure school meals using input from students

	· Repattern nursing and interprofessional care to provide time during health care visits for families with limited English proficiency to ensure understanding and follow-up
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Figure 2
Leininger’s Sunrise Enabler to discover Culture Care. Used with permission. Source: McFarland, M., and Wehbe-Alamah, H. (2018). Transcultural Nursing Concepts, Theories, Research, & Practice. (4th edition, p. 47). New York, NY: McGraw-Hill Education. ISBN: 978-0-07-184113-9

CHAPTER V: CONCLUSION























This dissertation research has implications for nurses providing culturally congruent healthy weight care for Karen children and families. Nursing practice implications were discussed in detail in the results manuscript of Chapter 4. Chapter 5 will discuss contributions to theory and implications for policy, research, and nursing education.
Contributions to Theory
	To our knowledge, this is the first nursing study to explore healthy weight care in children using the CCT and ethnonursing research method.  In addition, this study is one of few ethnonursing research studies using children as key informants.  This study further supports and adds to the development of the CCT through substantiation of four assumptive premises, and the discovery of a new care construct.
Assumptive Premises
	Four assumptive premises were adapted for this study from the 11 assumptions of the CCT (Table 5.1).  All four assumptions were supported by this study. Assumption one was supported by the care construct of food and food preparation and by the mutual support and care of family and community. The second and third assumptive premises were supported by the discovery of cultural influences in all four themes.  The last assumptive premise was supported by the decisions and actions of the practice implications. 
Care Constructs
Care constructs are the cultural and symbolic meanings of care embedded in culture-specific actions and practices 	(McFarland, 2018; Mixer, 2015; Strang & Mixer, 2018). Four care constructs that were found in other ethnonursing research studies – family support, respect, hospitality, and use of limit setting -- were important ways of expressing care in Karen families. One new care construct -- food/food preparation -- was discovered in this study. Although eating right food is a previously identified culture care construct, food itself in Karen families did not necessarily refer to “eating the right food”. Indulgence in the child’s tastes was viewed as a way to make sure the child was well-fed and cared for. The faith-based organization, too, showed care for the health of Karen children with food prepared and served during children’s activities. Food and food preparation was a universal demonstration of care in this study.
Implications for Policy
	For a health problem as multi-faceted as childhood obesity, there are numerous foci of policy. For this study, the policy focus is schools. One of the barriers to physical activity identified by Karen adolescents was lack of transport home after school sports. Policies addressing transportation to facilitate participation in school athletics are needed. School nurses can advocate for local school districts to extend school bus hours for those students who stay for sports practice or other after-school activities. This policy change would benefit children of all ethnicities and races.
	Policies are needed at the state level to increase the amount of physical activity children are given during the school day. Currently, in Tennessee, elementary schools are only required to give students 15 minutes a day of  physical activity, and middle and high school only 90 minutes a week (Tennessee State Board of Education [TSBE], 2020). This activity level falls far short of the 60 minutes a day recommended by the U.S. Department of Health and Human Services (2018). Adding physical activity time to the school day would increase physical activity for all children without diminishing learning. There is evidence that increasing time spent in the school day in physical activity along with improving nutrition at school can positively impact school achievement and cognitive abilities (Martin et al., 2018).
	Improving nutrition at school is another important local policy focus. School meals are a significant source of food for 30.4 million children in this country (Food and Nutrition Service [FNS], 2019). Despite the improvement in quality of school meals with The Healthy, Hunger-Free Kids Act of 2010 (Kinderknecht et al., 2020), children in this study reported unpalatable school meals.  As recommended in Chapter 4, community and school nurses should advocate for the inclusion of children from diverse backgrounds in planning school meals. 
Implications for Research
	To reduce disparities seen in the health of ethnic and racial minority groups, translational research with interventions designed to be culturally congruent are needed (McFarland & Wehbe-Alamah, 2019; Purnell et al., 2016).  Translational research related to child health issues must be inclusive of children. Children have different perceptions of their environment from adults which can add to our knowledge of influences affecting their behavior (Gallois et al., 2017). Listening to Karen children and adolescents in this urban southeast U.S. community provided information on specific areas which were barriers to physical activity. Research with other ethnic/racial minority children in this urban area could reveal different findings, and so are important future research. 
  	This research study used an experienced ethnonursing research mentor, an important principle for ethnonursing studies (Wehbe-Alamah & McFarland, 2015). The mentor provided guidance during design and implementation, participated in the iterative analysis process, and assisted the novice researcher in addressing biases and interpretations which could affect study rigor (Wehbe-Alamah & McFarland, 2015). It is now the responsibility of the researcher to become a mentor to other novice ethnonursing researchers.

Implications for Nursing Education
Fawcett (2003) has emphasized that the advancement of nursing knowledge depends on nurse researchers using nursing conceptual models to guide their studies. The theory guiding this research, the CCT, was designed by a nurse, for nurses, to provide culturally-congruent nursing care (McFarland & Wehbe-Alamah, 2019). Students at all levels of nursing education will find here an example of nursing theory informing implications for practice through research useful.
This study provides an exemplar of cultural practices which protect children from childhood obesity and promote healthy weight care. Competency Two of the American Association of Colleges of Nursing (AACN) Cultural Competency in Baccalaureate Nursing Education (2008) states that nurses should use the best evidence in providing culturally competent care. This research provides evidence for culturally competent care for Karen families. It also provides an exemplar of interprofessional care within the community.
Reflections on the study
	This study is the result of an irritation – an irritation with repeated reports by proxies in qualitative childhood obesity literature that their children didn’t like what was identified as healthy food. My question was: “has anyone asked the child?” It was not that I suspected proxy reports to be false, but that there had to be more to the story. And so, the beginning of designing a study to learn from children what influences related to childhood obesity they identified.
	I have been overwhelmed by how much I have learned – not all of it related to childhood obesity. The three communities I was welcomed into – Karen, faith-based, and school-based – took the time to talk with me and share stories which revealed the essence of culture care.  Karen children openly discussed their lives in both their family context and their English-speaking community context. Without exception, every Karen child and adolescent’s activities and concerns were centered around their family and the care shared there. 
Karen mothers and grandmothers modeled a serenity which I can open hope to approach someday. Faith-based community members had already commented about how calm Karen mothers were, but it wasn’t until I interviewed them in their homes that I saw this calmness for myself. One vivid scene was a mother of eight children sitting serenely on the couch discussing her school days in the refugee camp, while two small boys fought for a place on the end of the couch, and a toddler ran back and forth throwing a mandarin orange to me. Additionally, even though I knew some of these families were food insecure, questions about economic factors elicited no responses of problems or worries. Mothers and grandmothers shrugged away a pointed question about the expense of fresh food with their description of shopping on Saturdays at the international markets in the neighborhood.
The interpreter for this study, who was also the only Karen interpreter for this small community, provided a hard lesson in cultural humility. It was a struggle for me to accept the overwhelmingly important role she had in the Karen community because I was so focused on “getting my data”. I could never fully relax before an interview because she was always late or may have had a community emergency which took precedence over my precious appointment. I did more waiting than my Western, time-oriented, anxious personality was comfortable with. I waited during interviews for her to finish interpreting for another family member who had just walked into the house with needed paperwork.  I waited during a Zoom interview while she carried on a three-way conversation by speaker-phone with an intensive care nurse and a Karen family member. I waited so many times for her to appear on Zooms which we had set up, that I learned to have something else ready to do during those appointments. All this waiting and uncertainty made me feel vulnerable and dependent – a good reflection of what our Karen families felt as new arrivals in the U.S. I feel privileged that my interpreter felt comfortable enough with me to open the gate to her beloved community which she felt responsible for and cared for.
It was the repeated examples of caring that I saw in my interpreter and heard from informants that touched me and taught me the most. I was so impressed by the “villages” that came together “to raise” these Karen children – to provide care for their health and wellbeing.  The Karen community, the faith-based community, and the school-based community welcomed each other, even though strangers, and taught me the important lesson that in our diversity we find our universality. 
Summary
This dissertation study explored the influences related to childhood obesity from the perspectives of Karen children and adolescents.  The study used child-inclusive, cross-language, and cross-cultural methods with an ethnic group less studied in childhood obesity literature.  Findings revealed that the Karen culture has values and practices which protect their children from childhood obesity.  Implications for nurses and the interprofessional health care team were described which will promote healthy weight care in the Karen community.
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APPENDIX



Table 5.1
	Assumptive Premises of Culture Care Theory Adapted for This Research Study

	1.  Care is essential to a child’s growth, development, health, and well-being (adapted from assumption 2, p. 8).

	2.  Culture care is the synthesis of two major constructs that guide the researcher to discover and explain cultural influences related to childhood obesity in Burmese children and adolescents (adapted from assumption 4, p. 8).

	3.  Cultural values, beliefs, and practices related to care of children and adolescents are influenced by the embedded in the world view, social structure factors, ethnohistorical, and environmental context of the Karen refugee family (adapted from assumption 6, p. 8).

	4.  Leininger’s three theoretical modes of care offer new, creative, and different ways to promote child healthy weight care in Karen families and other ethnic communities (adapted from assumption 8, p. 8).

	McFarland & Wehbe-Alamah (2015) The theory of culture care diversity and universality. In M. R. McFarland & H. B. Wehbe-Alamah (Eds.), Leininger’s culture care diversity and universality: A worldwide nursing theory (3rd ed., pp. 1–34). Jones & Bartlett Learning, LLC.






INSTITUTIONAL REVIEW BOARD DOCUMENTS

Oral script to ask permission of Karen parents to be given phone number

Hello.  This is: Interpreter’s name here. I am calling you to tell you about a nurse who would like to talk with you and your children.  The nurse is interested in learning the best ways to keep children well and healthy.  She believes that Karen parents and grandparents and their children have good information about caring for children. The nurse’s name is Beth Chatham. She is a student at the University of Tennessee at Knoxville. Would you be willing to give her your phone number? Is it OK for her to call you?


Oral Script for Karen parents to be used for phone recruitment

Hello.  My name is Beth Chatham. I am a nurse – a children’s nurse. I am studying how to keep children well and healthy.  I am interested in how other cultures outside the U.S. care for their children.  I believe that Karen parents and their children have good information about caring for children and having healthy children.  I am talking with Karen children who are 8 years old to 16 years old.  I am also talking with their parents.  I believe I can learn from Karen families how to   help other children here in the U.S. who are not Karen.  Would you be willing to talk with me?  Do you have children who are between 8 and 16 years?  Would you be willing to let your children who are between 8 and 16 years of age talk with me? You may think about it and call me later.  I will give you my phone number.



Oral script for non-Karen, English-speaking adults

Hello.  My name is Beth Chatham.  I am a nurse and doctoral student at the University of Tennessee Knoxville.  My research study is on culture and health and healthy weight in ethnic minority children.  I will be talking with Karen children and their parents.  I am also interested in talking with members of the community who know Karen children and have watched them grow up since arriving in Nashville. I am inviting you to participate in this research study.  Would you be willing to talk with me for about 30 - 60 minutes at a private place and time that is convenient with you?  You may think about it and give me your decision later, and I will give you my phone number.



Interpreter Pledge of Confidentiality
As the interpreter for interviews with Karen speaking participants in this research project, I understand that I will be interpreting confidential interviews.  The information in these interviews has been revealed by research participants on good faith that their interviews remain strictly confidential.  I understand that I have a responsibility to honor this confidentiality agreement.  I hereby agree not to share any information in these interviews with anyone except the primary researcher of this project and her doctoral chair.  Any violation of this agreement would constitute a serious breach of ethical standards, and I pledge not to do so.

_______________________________________          ____________________
Interpreter                                      				Date




Permission for Research Participation of a Minor (Key Informant)
Research Study Title: Cultural Influences Related to Childhood Obesity in Burmese Children and Adolescents in the Southeast U.S.
Researcher(s): 	Rebecca E. Chatham,MSN, RN, University of Tennessee, Knoxville
	Sandy Mixer, PhD,RN,CTN-A, University of Tennessee, Knoxville

Why is my child being asked to be in this research study?
We are asking your child to be in this research study because we are interested in what your child has to say about being healthy.  We are talking with children between the ages of 8 and 16 who are Karen.  We are interested in information from other cultures such as the Karen about how children stay well and grow up healthy.
What is this research study about?
The purpose of the research study is to ask children what they think about healthy living. We want to learn what children think about the best way to stay healthy and grow up strong. We believe that a child can tell us what makes them feel healthy and strong, and what makes them feel sick. We want to learn what Karen children have learned from their parents and grandparents about being healthy and doing things to keep healthy every day.  We will ask your child questions about food and activities and other things which help a Karen child grow healthy.
How long will my child be in the research study?
If you give permission for your child to be in the study, and your child agrees, their participation will last for about 30 minutes.  Because we will speak with you and with other members of the family who would like to participate, the whole visit with your family may take from one hour to two hours.  
If you give permission for your child to be in the study, and your child agrees, we may ask to return later to share our findings.  This will only be one return visit.  This visit will take 30 minutes. 
What will happen if I say “Yes, I want my child to be in this research study”? 
If you give permission for your child to be in this study, we will ask your child to talk with us.  We will talk at a place and time which is convenient for you.  A parent or grandparent must be present.  We will ask your child questions.  This talk will be recorded on a small recording device if that is OK with you and your child. If you and your child do not want to be recorded, that is OK. We will talk with your child without the recorder. There will be no names recorded.  We will ask your child their age and what grade they are in school. We will talk for about 30 minutes with each child.  If more than one child would like to participate we will start talking with the youngest child first.  We will tell your child that they can stop whenever they want to stop.  We will ask permission to return in a month or so to ask your child to check what we have written down.  We want to make sure that your child can check that we have understood them correctly.  
What happens if I say “No, I do not want my child to be in this research study”?
Your child's being in this study is up to you.  You can say “no” now. Or you can say “yes” and change your mind later to not have your child participate. That is OK.  Your child's being in this study is up to you. Either way-- yes or no—there will be no change in your child’s relationship with us or the _________ Church.
What happens if I say “Yes” but change my mind later?
Even if you decide to allow your child to be in the study now, you can change your mind and stop at any time. 
If you decide to stop before the interview is completed in your presence, then we will erase what has been recorded on the recording device.  
If you change your mind after the recording has been done, and we have left, and the recording has been put into a computer as words, we cannot erase the words because there is no way to know who said the words.  There is no identification with the recording.  The recording is erased after the words are typed out.  The words typed out have no connection with a specific child.
Are there any possible risks to my child?
We don’t know of any risks to your child from being in the study except that they may become tired of the interview.  If they do, we will stop.
Are there any benefits to being in this research study?
We do not expect your child to benefit from being in this study.  Your child's participation may help us to learn more about how Karen families and children stay healthy.  We hope the knowledge gained from this study will benefit others in the future.
Who can see or use the information collected for this research study?
We will be the only ones to see the information. We will not record your child’s name any place.  The audio recording will not have your child’s name.  Notes will not have your child’s name.  The audio recording will have a number not a name.
What will happen to my child's information after this study is over?
We will keep your information to use for future research studies but the information you have given us will not have your name on it. It is identified by a number.
Will my child be paid for being in this research study?
Your family will be given a $20 gift card to Walmart as a thank you for helping us with this research.  We will give you the gift card on this first visit.
Will it cost me anything for my child to be in this research study?
It will not cost you anything for your child to be in this study.
Who can answer my questions about this research study?
If you have questions or concerns about this study contact the researchers, Beth Chatham, rchatham@vols.utk.edu, 615-547-1360 or Sandy Mixer, smixer@utk.edu, 865-974-9430.
For questions or concerns about your rights or to speak with someone other than the research team about the study, please contact: 
Institutional Review Board
The University of Tennessee, Knoxville
1534 White Avenue
Blount Hall, Room 408
Knoxville, TN 37996-1529
Phone: 865-974-7697
Email: utkirb@utk.edu
STATEMENT OF PERMISSION
I have read this form and the research study has been explained to me.  I have been given the chance to ask questions and my questions have been answered.  If I have more questions, I have been told who to contact.  By signing this document, I am giving permission for my child to be in this study.  I will receive a copy of this document after I sign it.

Child's Name (printed) 										

Parent's Name (printed) 										

Parent's Signature 							 Date 			

By placing a check in this box, I am agreeing to allow my child to be audio recorded during the interview.

Researcher Signature (to be completed at time of informed consent)
I have explained the study to the participant and answered all of his/her questions. I believe that he/she understands the information described in this consent form and freely consents to be in the study.
					
Name of Research Team Member		Signature of Research Team Member	     Date




ASSENT TO PARTICIPATE IN RESEARCH (8-11years of age)
Research Study Title: Cultural Influences Related to Childhood Obesity in Burmese Children and Adolescents in the Southeast U.S.
1.  My name is Beth Chatham. I am a nurse – a children’s nurse.  I want to know how to keep children well so they don’t get sick and need a nurse.
2.  I believe children can help me learn the best way to keep them well and healthy.  I also believe other cultures – like Karen culture—can teach me better ways to keep children of all cultures healthy.  So I am doing research.  Do you know what research is?  Research is when I have a question and I have to look for an answer that is not in a book.  I have to look for the answer in people.  I need help from other people to find the answer.  We are asking you to help me find the answer to how Karen children grow up healthy. We are asking you to take part in a research study to learn from Karen children about their culture and food and growing up healthy.
3.  If you agree to be in this research study I will ask you questions.  There is no right or wrong answers.  Everything you tell me is going to help me learn.  
4.  We will talk together for about thirty minutes.  If you get tired, tell me to stop.  You can stop any time.
5.  There are no prizes for being in this research.  You will just be helping me to learn about Karen children and Karen culture.
6.  Even though your parent has said it is OK for you to talk with me, you don’t have to do it if you don’t want to.
7.  No one will be upset if you are not in the study.  And even if you start and then change your mind, it is OK.
8.  You can ask questions now, or you can ask questions later.  I have given my phone number to your parents. Do you have some questions?
9.  Signing your name at the bottom means that you want to be in this research study, and you want to talk with me.  You and your parents will be given a copy of this form after you have signed it.
10. Is it OK to record our talk with this little audio recorder?  If you do not want to use the recorder, that is totally OK.  We can talk without it.  No names will be asked or recorded.

Name of Subject_______________________________________Date___________________

By placing a check in this box, I am agreeing to be audio recorded during the interview.




ASSENT TO PARTICIPATE IN RESEARCH (12 – 16 years of age)
Research Study Title: Cultural Influences Related to Childhood Obesity in Burmese Children and Adolescents in the Southeast U.S.
1.  My name is Beth Chatham.  I am a nurse – a pediatric nurse. I am also a student studying ways to keep children healthy so they won’t need a nurse.  
2.  We are asking you to take part in a research study because we want to learn more about keeping children and young people healthy.  I believe that young people like you can help me.  I believe young people like you know ways of staying well and healthy that we adults need to listen to.  I also believe that other cultures – like the Karen – have information about staying healthy which would help people from all cultures, especially here in the U.S.  So I am searching for answers to what makes a person healthy.  I am asking for help from you and other Karen teenagers and children and family to find answers.  I want to hear what you have to say about what is important for making sure a person grows up healthy.
3.  If you agree to be in this research study I will ask you questions and talk with you.  There is no right or wrong answer.  Everything you say will teach me something.  
4.  You may get tired of talking to me.  If you do, tell me to stop.  You can stop at any time, it’s no big deal.
5.  There are no benefits to you for being in this research study.
6.  Even though your parent has given permission for you to be in this research study, you don’t have to be in it if you don’t want to.  It is totally up to you.
7.  No one will be upset if you are not in the study.  You can say “yes” and change your mind or “no” and change your mind.  Doesn’t matter.  
8.  You can ask any questions now.  Or if you think of something later, you can call me.  Here is my phone number on this card.
9.  Signing your name at the bottom means that you agree to be in this study.  You and your parents will be given a copy of this form after you have signed it.
10. Is it OK to record our talk on this digital recorder?  It is OK if you would rather not be recorded. We will talk with you without the recorder.  There will be no names recorded. 

Name of subject _______________________________________ Date _______________ 

By placing a check in this box, I am agreeing to be audio recorded during the interview.




Consent for Research Participation
General Informant – Karen Adult
Research Study Title: Cultural Influences Related to Childhood Obesity in Burmese Children and Adolescents in the Southeast U.S.
Researcher(s): 	Rebecca E. Chatham, MSN, RN, University of Tennessee, Knoxville
	Sandy Mixer, PhD, RN, CTN-A, University of Tennessee, Knoxville

Why am I being asked to be in this research study?
We are asking you to be in this research study because we are interested in Karen culture and what Karen adults believe makes a child healthy. We are talking with parents/grandparents and other family members of children between the ages of 8 and 16 who are Karen.  The adults we are talking to are over 18 years of age.
What is this research study about?
The purpose of the research study is to ask children what they think about healthy living. We want to learn what children think about the best way to stay healthy and grow up strong. We believe that a child can tell us what makes them feel healthy and strong, and what makes them feel sick. 
We want to learn what Karen children have learned from their parents and grandparents about being healthy and doing things to keep healthy every day.  We will ask your child questions about food and activities and other things which help a Karen child grow healthy. 
And we want to hear from their parents and family. We believe that we can learn a lot from other cultures about how to stay healthy, and we would like to learn from Karen culture.
How long will I be in the research study?
If you agree to be in the research study your interview will last about 30- 60 minutes.
Because we will be interviewing you and all the children who agree to be in the study, this first visit may take from 1 to 2 hours depending on how many children agree to be interviewed. 
We may ask to return to share our findings.  This will only be one return visit.  This visit will take 30 minutes. 
What will happen if I say “Yes, I want to be in this research study”? 
If you agree to be in this study, we will ask you to talk with us. We will talk at a place and time which is convenient for you—here, now or later.  If you would prefer to talk alone in a private place, we can do that.  We will ask you questions.  There are no right or wrong answers.  Everything you tell us will be information we can learn from. Is it OK to record this talk on this small recording device? It is OK if you would rather not be recorded. We will talk with you without the recorder. There will be no names recorded. We will ask your kinship to the child. We will talk with you for about 30 minutes to one hour.  We will ask permission to return in a month or so to discuss our findings.  
What happens if I say “No, I do not want to be in this research study”?
Being in this study is up to you.  You can say “no” now or you may leave the study later.  Being in this study is up to you. You can say “yes” and change your mind later. That is OK.  Either way-- yes or no—there will be no change in your relationship with us or the ___________ Church.
What happens if I say “Yes” but change my mind later?
Even if you decide to be in the study now, you can change your mind and stop at any time. 
If you decide to stop before the interview is completed in your presence, then we will erase what has been recorded on the recording device.  
If you change your mind after the recording has been done, and we have left, and the recording has been put into a computer as words, we cannot erase the words because there is no way to know who said the words.  There is no identification with the recording.  The recording is erased after the words are typed out.  The words typed out have no connection with a specific person.
Are there any possible risks to me?
We don’t know of any risks to you from being in the study.  You may become sad talking about the past, and if it distresses you, we will stop the interview.
Are there any benefits to being in this research study?
We do not expect you to benefit from being in this study.  Your participation may help us to learn more about how Karen families and children stay healthy.  We hope the knowledge gained from this study will benefit others in the future.
Who can see or use the information collected for this research study?
We will be the only ones to see the information. We will not record your name any place.  The audio recording will not have your name.  Notes will not have your name.  The audio recording will have a number not a name.
What will happen to my information after this study is over?
We will keep your information to use for future research studies but the information you have given us will not have your name on it. It is identified by a number.
Will I be paid for being in this research study?
Your family will be given a $20 gift card to Walmart as a “thank you” for helping us with this research.  We will give you the gift card on this first visit.
Will it cost me anything to be in this research study?
It will not cost you anything to be in this study.
Who can answer my questions about this research study?
If you have questions or concerns about this study, or have experienced a research related problem or injury, contact the researchers, Beth Chatham, rchatham@vols.utk.edu, 615-547-1360 or Sandy Mixer, smixer@utk.edu, 865-974-9430.
For questions or concerns about your rights or to speak with someone other than the research team about the study, please contact: 
Institutional Review Board
The University of Tennessee, Knoxville
1534 White Avenue
Blount Hall, Room 408
Knoxville, TN 37996-1529
Phone: 865-974-7697
Email: utkirb@utk.edu
STATEMENT OF CONSENT
I have read this form and the research study has been explained to me.  I have been given the chance to ask questions and my questions have been answered.  If I have more questions, I have been told who to contact.  By signing this document, I am agreeing to be in this study.  I will receive a copy of this document after I sign it.

					
Name of Adult Participant		Signature of Adult Participant	     Date
By placing a check in this box, I am agreeing to be audio recorded during the interview.

Researcher Signature (to be completed at time of informed consent)
I have explained the study to the participant and answered all of his/her questions. I believe that he/she understands the information described in this consent form and freely consents to be in the study.

					
Name of Research Team Member		Signature of Research Team Member	     Date



Consent for Research Participation
General Informant – Non-Karen Adult (English speaking)
Research Study Title: Cultural Influences Related to Childhood Obesity in Burmese Children and Adolescents in the Southeast U.S.
Researcher(s): 	Rebecca E. Chatham, MSN, RN, University of Tennessee, Knoxville
	Sandy Mixer, PhD, RN, CTN-A, University of Tennessee, Knoxville


Why am I being asked to be in this research study?
We are asking you to be in this research study because you know a Karen child or children between the ages of 8 years and 16 years, and you are at least 18 years of age. 
What is this research study about?
The purpose of the research study is to ask Karen children what they think about healthy living. We want to learn what influences the healthy weight of a Karen child.  We believe that the Karen child can tell us a lot about what influences their health. We are talking to the child’s parents and other family members about their beliefs on child health. We want to hear from people outside the Karen community.  We are interested in how community members view the health of Karen children. 
How long will I be in the research study?
If you agree to participate in the research study, your participation will last for about 30 minutes to an hour, one time. 
What will happen if I say “Yes, I want to be in this research study”? 
If you agree to be in this study, we will ask you to talk with us.  We will talk at a place and time which is convenient for you.  We will ask you questions.  There are no right or wrong answers.  Everything you tell us will be information we can learn from. Is it OK if we record this talk on a small recording device? If you would rather not be recorded, that is OK.  We will talk with you without the recorder.  We will talk with you for about 30 minutes to one hour.  We will not ask your name or age, but will ask about your association with Karen children.

What happens if I say “No, I do not want to be in this research study”?
Being in this study is up to you.  You can say “no” now, or leave the study later. You can say “yes” and change your mind later. That is OK.  Either way-- yes or no—there will be no change in your relationship with us or the _____________ Church.
 
What happens if I say “Yes” but change my mind later?
Even if you decide to be in the study now, you can change your mind and stop at any time. 
If you decide to stop before the interview is completed in your presence, then we will erase what has been recorded on the recording device.  
If you change your mind after the recording has been done, and we have left, and the recording has been put into a computer as words, we cannot erase the words because there is no way to know who said the words.  There is no identification with the recording. The recording is given a random number. The recording is erased after the words are typed out.  The words typed out have no connection with a specific person.
Are there any possible risks to me?
We don’t know of any risks to you from being in the study.  
Are there any benefits to being in this research study?
We do not expect you to benefit from being in this study.  Your participation may help us to learn more about the health of Karen children.
Who can see or use the information collected for this research study?
We will protect the confidentiality of your information by de-identifying the audio tape. Collected information will only be identified with a number.
What will happen to my information after this study is over?
We will keep your information to use for future research studies but the information you have given us will not have your name on it. It is identified by a number.
Will I be paid for being in this research study?
You will not be paid to be in this study.
Will it cost me anything to be in this research study?
It will not cost you anything to be in this study.
Who can answer my questions about this research study?
If you have questions or concerns about this study, or have experienced a research related problem or injury, contact the researchers, Beth Chatham, rchatham@vols.utk.edu, 615-547-1360 or Sandy Mixer, smixer@utk.edu, 865-974-9430.
 For questions or concerns about your rights or to speak with someone other than the research team about the study, please contact: 
Institutional Review Board
The University of Tennessee, Knoxville
1534 White Avenue
Blount Hall, Room 408
Knoxville, TN 37996-1529
Phone: 865-974-7697
Email: utkirb@utk.edu
STATEMENT OF CONSENT
I have read this form and the research study has been explained to me.  I have been given the chance to ask questions and my questions have been answered.  If I have more questions, I have been told who to contact.  By signing this document, I am agreeing to be in this study.  I will receive a copy of this document after I sign it.

					
Name of Adult Participant		Signature of Adult Participant	     Date

By placing a check in this box, I am agreeing to be audio recorded during the interview.


Researcher Signature (to be completed at time of informed consent)
I have explained the study to the participant and answered all of his/her questions. I believe that he/she understands the information described in this consent form and freely consents to be in the study.

					
Name of Research Team Member		Signature of Research Team Member	     Date



Child Inquiry Guide – School-age - 8 – 11 years 
Cultural and Social Structure Dimensions
I.  Kinship and Social Factors
1.  Tell me about your family, how your family helps you, and how you help your family.
	2.  Tell me about your friends.
II. Cultural Values, Beliefs, and Lifeways
[bookmark: _Hlk22731561]1. Tell me about your favorite food and who cooks it. 
2. Tell me foods that are good for your body and make you feel good.
3.  Tell me about some bad foods and why they are bad.  
4.  Describe what a healthy kid your age looks like.
5.  Tell me about the food at school.
III. Religious/Spiritual Factors
	1.  Tell me about times you are sad or scared and what you do.
IV. Technological Factors
	1.  Tell me about watching television or using a computer in your home.
V. Economic Factors
	1.  Tell about what you want to be when you grow up.
VI. Educational Factors
	1.  Tell me about your favorite part of school.
	2.  If there is something you don’t like about school, describe it to me.
	3.  When you are not in school, tell me what you like to do.
VII. Communication Factors
	1. Kids learn to speak other languages faster than grown-ups.  Tell me about how you help grown-ups in your family with speaking English.
 VIII. Care Expressions, Patterns, and Practices
	1. Tell me how you stay healthy.
2. Tell me about the last time you were sick, and how you got well.
3. Tell me about your favorite places to play.
4.  What do you do when you go outside?
IX. Closing
	1. Is there anything else you would like to tell me? 
2. Is it OK to return later to make sure I understood what you meant to say?

Age _________ Gender ____Grade _________      


Adolescent Inquiry Guide – 12 - 16 years 
Cultural and Social Structure Dimensions
I. Kinship and Social Factors
1.  Tell me about your family and how you and your family help each other.
2. Tell me about your friends and where you and your friends like to hang out.
II. Cultural Values, Beliefs, and Lifeways
1.  Describe your favorite meal and who cooks it.
2.  Tell me about the food at school.
3.  Tell me about some healthy foods and unhealthy foods for kids.
4.  Tell me what a healthy person your age looks like.
III. Religious/Spiritual Factors
	1. When you are having a hard time, tell me about some ways your beliefs help you.
IV. Technological Factors
	1.  Describe all the different tech devices in your home like phones, TV, computers, etc.
V.  Economic Factors
	1.  Tell me about how your family gets to places like the grocery store or eating out.
	2.  Tell me about your plans after high school.
VI. Educational Factors
1. Tell me about school and your favorite courses and least favorite courses.
2. Tell me what you like to do when you are not in school.
VII. Communication Factors
1. Tell me about some ways that you help older people in your family with English, for example when shopping.
VIII. Care Expressions, Patterns, and Practices
1. Tell me about a healthy life style or healthy way of living.
2. Tell me about the last time you were sick, and how you got well.
3. What do you do when you are outside?
IX. Closing
	1. Is there anything else you would like to tell me? 
2. Is it OK to return later to make sure I understood what you meant to say?

Age _______ Gender ___ Grade _________             



Adult Karen Inquiry Guide
Cultural and Social Structure Dimensions
I.  Kinship and Social Factors
1.  Tell me about your family living here with you, and those not living here with you.
II. Cultural Values, Beliefs, and Lifeways
	1.  I enjoy hearing about a person’s childhood experiences.  Tell me a little about where you were born and what growing up was like for you.
	2.  Is there anything you learned as a child which you wish your child could learn?
	3.  Tell me your beliefs about staying healthy?
	4.  Tell what a healthy child looks like.
	5.  Describe ways that children stay healthy, and ways that children get sick.
	6.  Describe some healthy foods for children, and some unhealthy foods.
	7. Describe an everyday Karen meal to me. 
	8.  Describe how you shop for the foods you prepare.
	9.  What do your children do when they are not in school?
III. Religious/Spiritual Factors
	1.  Describe any religious or spiritual practices which are important to you and any changes since moving to Nashville.
IV. Technological Factors
	1.  Tell me about some electronic devices, such as phones or computers you use.
V. Economic Factors
	1.  Tell me about how money may influence the health of your children.
VII. Communication Factors
	1.  I find learning a new language the hardest thing I have done.  How has it been for you? Tell me about how you have done it.
VIII. Care Expressions, Patterns, and Practices
	1. Tell me about some healing practices that come from Karen traditions and when you use them.
	2.  Tell me about foods that are healing.  Describe how you get them here in Nashville.
	3.  Describe how you care for your children when they are sick, and has that changed since coming to the U.S.?  
IX. Closing
1. Is there anything else you would like to tell me? 
2. Is it OK to return later to make sure I understood what you meant to say?

Relationship to child ______________Gender____    


Adult Non-Burmese Community Member Inquiry Guide
Cultural and Social Structure Dimensions
As we begin, I want to emphasize that any information provided here should be general.  Please do not share information specific to a child or family by name because that would require consent from the family.
Kinship and Social Factors
	1.  Tell me about meeting the Karen children for the first time.
	2.  Describe how the Karen families are alike or different from your own family.
II. Cultural Values, Beliefs, and Lifeways
	1.  Describe some changes in the children you have seen over the years.
	2.  Describe differences in the health and well-being of Burmese refugee children compared to non-Burmese children in the community.
	3.  Tell me about anything to do with Burmese culture specifically which affects the health and well-being of these children.
	4.  Tell me what a healthy child looks like.
	5.  What do Burmese children do as activity when not in school?
III. Religious/Spiritual Factors
	1.  How would you describe the spiritual beliefs of Karen children and adolescents?
IV. Economic Factors
	1.  Describe any economic factors which you feel affect the health of the Karen children.
V.  Educational Factors
	1.  Describe how the children and adolescents are doing in school.
VI. Communication Factors
	1.  Tell me about any communication difficulties you have noticed, and do they affect the health of the children?
VII. Care Expressions, Patterns, and Practices
	1.  Tell me about things that make the Karen children you know healthy.
2.  Tell about some things that could make the Karen children unhealthy. 
VIII. Closing
	1. Is there anything else you would like to tell me? 


Association with child ________________  Gender ____




The following child inquiry guide in Karen is being provided as a sample of translation. Because viewing the correct version in Word requires a special Karen alphabet installed into the Word program, the view of the document on your computer may not provide a correct version.

zdo.w>oHuG>oH'd;w>eJ.usJ A=Ao;eH.vXxD.uFdA=A8A=A11AeH.
 
I.  w>'Dbl;'DwH>A'D;Aw>&hvdmrkmvdmw>*h>wz.
1. wJ,Rb.C;e[H.zdCDzd<Ae[H.zdCDzdrRpXReR'fvJ.<A'D;AerRpXRe[H.zdCDzd'fvJ.Awuh>I
	2. wJ,Rb.C;eoud;wz.Awuh>I

II. vk>v>w>qJ;w>vRw>ymvk>ymyORwz.<Aw>pl>w>emwz.<A'D;Aw>td.rltd.*JRtusdRtusJwz.
1. wJ,Rb.C;w>tD.vXetJ.tD.tDRuwX>'D;rw*RzDw>tD.M.vJ.Awuh>I
2. wJ,Rb.C;Aw>tD.wz.vXt*hRvXAeeD>cdt*D>A'D;A'k;uJxD.eo;w>wl>b.vXtrkmAwuh>I
3. wJ,Rb.C;Aw>tD.vXtw*hRwz.'D;b.rEkRtCdt0Joh.wz.w*hRb.vJ.Awuh>I
4. wJzsgxD.b.C;Azdo.vXttd.'D;w>td.ql.td.cVvXAto;eH.'fod;'D;eRtHRA ttd.zsg0J'fvJ.A
 wuh>IA
5. wJ,Rb.C;Aw>tD.vXuFdM.wuh>I

III. w>bl.w>bg/eD>o;*h>0Dw>*h>wz.
1. wJ,Rb.C; w>qXuwD>wz.vXAeo;tk;Arhwrh>AysHRw>A'D;AerRrEkRvJ.Awuh>I
IV. w>tyD;tvDvXb.w>whtDRcDzsdw>pl;ugpJth.yDngw>*h>wz.
	1. wJ,Rb.C;Aw>uG>w>*DRrlArhwrh>Aw>olcD.zFLxX.vXe[H.Awuh>I

V. rk>usdR0JRuGmw>*h>wz.
	1. wJ,Rb.C;Aw>rEkRvXetJ.'d;uJxD.zJvXe'd.xD.tcgAwuh>I

VI. w>ul.b.ul.ohw>*h>wz.
	1. wJ,Rb.C;Aw>wrHRrHRvXetJ.t'd.uwX>b.C;uFdAwuh>I
	2. Aewb.ol.b.o;b.C;uFdtHRArh>td.0JwrHRrHRM.<AwJzsgxD.ql,RAwuh>I
	3. erh>wtd.vXuFdtcgM.<AwJ,Rw>rEkRvXetJ.rRAwuh>I

VII. w>qJ;usXqJ;usdw>*h>wz.
1. zdo.wz.rRvduwdRw>uwdRt*kRt*Rwz.A cVM>AySReD>'d.wkmcd.ySJRwz.vDRIAwJ,Rb.C;A ew>rRpXRySR'd. wkRcd.ySJRvXe[H.zdCDzdtylRuwdRudRvR0gusdm'fvJ.Awuh>I

 VIII. w>tH;xGJuG>xGJAw>ymzsgxD.w>wz.<Aw>t'dtwJmwz.<A'D;Aw>[l;w>*JRwz.
	1. wJ,RAetd.qd;'fod;utd.ql.td.cV'fvJ.Awuh>I
2. wJ,Rb.C;Aw>qXuwD>wuwD>vXAetd.wql.<A'D;Aetd.rkmu'guhR'fvJ.Awuh>I
3. wJ,Rb.C;Aw>vD>wz.vXetJ.*JRvdmuGJAwuh>I
4. zJevJRvXw>csXtcgAerRrEkRvJ.IA

IX. w>uwdRusX>wH>
1. w>*h>vXetJ.'d;wJ,RAtd.wrHRrHR'H;{gI 
2. rh> w>tHRA OK  AvXeu[JuhRvXcH'fod;urRvDRwH>vXA,e>yX>w>vXewJwh>oh.wz.M.{gI
o;eH. _________ rk.cGg ____wDR _________      



VITA
Rebecca Elizabeth (Beth) Chatham is a native Mississippian. After graduating from high school, she attended Vanderbilt University obtaining her Bachelor of Science in Nursing (BSN). Ms. Chatham had the opportunity with her BSN to live and work broadly. She has been as an operating room nurse at Boston Children’s Hospital, a public health nurse in Mississippi, and a high-risk antepartum nurse in Memphis. She also had the opportunity to obtain her license for nursing midwifery while living in England. On returning to the U.S., Ms. Chatham was manager of the county health department in Clarksdale, Mississippi; then moved back to Nashville and back to Nashville General Hospital, where she had worked as a student. She was a Neonatal Intensive Care Unit nurse at “The General” for five years before going back to Vanderbilt and obtaining her Master of Science in Nursing (MSN). Her thesis research was a quantitative study measuring maternal-infant interaction in adolescent mothers. With her MSN she moved into the Clinical Specialist role for the obstetric, neonatal, and pediatric areas at General. She later moved into a Clinical Educator role at Vanderbilt Children’s Hospital. She had been full-time faculty at Cumberland University in Lebanon, Tennessee for six years prior to converting to half-time to pursue her doctorate. Her enjoyment of teaching and research lead to the decision to return to school for her PhD in Nursing at the University of Tennessee Knoxville.
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