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Summary

As health concepts develop through exposure to, and experience with particular contexts, and as health

concepts influence health behaviour, it is important for actors in health promotion programmes to un-

derstand an individual’s health concepts. This study focussed on health concepts among socially disad-

vantaged children in France, Germany, Italy and Switzerland—a hitherto less researched population

group. We conducted focus groups with a total of 167 children aged 7–11years (mean¼8.76years,

SD¼0.68). The aim of this study was to explore if the life situation across four different countries leads

to similar health concepts, and how the particular, national health discourses are reflected in the child-

ren’s health concepts. The data were analysed through a structured qualitative content analysis and

revealed four categories: ‘Symbols/symptoms of health/illness’, ‘Emotionality’, ‘Healthy/unhealthy prac-

tices’, and ‘Consequences of health problems’. The children’s health concepts are linked to concrete

events and objects, and they are able to think in logical sequences. However, the children’s causal argu-

mentation is uni-dimensional; they do not cover the complexity of the development of health problems.

In particular, overweight stands for illness and is exclusively the result of unhealthy practices. In their

concepts, the children reflect the national health promotion programme discourses about overweight.

They seem to understand the messages of health education as ‘behaving well means being healthy’;

however, such a health education message initiates accusations of ‘unhealthy persons’. In consequence,

challenges for sensitive health education programmes (at school) are discussed.
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INTRODUCTION

Socially underprivileged populations are more likely to

experience health problems than socially privileged popu-

lations (Currie, 2012; World Health Organisation, 2013).

Furthermore, the existing theoretical models about health

promotion focus mainly on adults’ views on health, and

neglect children’s perspectives and the context of their in-

dividual personal experiences (Jutras and Bisson, 1994;

Normandeau et al., 1998; Piko and Bak, 2006, Davó-

Blanes and La Parra, 2012). Health concepts develop

through exposure to, and experience with particular con-

texts, objects, actions, events and situations (Carey, 1985;
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Hergenrather and Rabinowitz, 1991), and they may influ-

ence the individual’s health management. Finally, health

programmes are only successful if consumers and profes-

sionals view health in a similar way (Piko and Bak, 2006;

Davó-Blanes and La Parra, 2012). In order to tailor

health education programmes to the needs and interests

of socially disadvantaged children, it is important to un-

derstand the ways they understand health in the context

of their daily experience (Normandeau et al., 1998;

Brandl-Bredenbeck, 2010).

The focus on socially disadvantaged neighbourhoods

and the children living in them is justified by socialization

theory, and in particular, by the theory of social learning

(Bandura, 1977). These theories suggest that living environ-

ments affect their occupants and that the neighbourhood

context provides role models as potential socialization

agents (Farwick, 2001). Following Hurrelmann’s interac-

tive socialization theory (Hurrelmann, 1988), the individ-

ual permanently co-develops within cultural and societal

milieus, and develops in a process of social interaction

within contexts like family, school or peers. Therefore, the

individual is continuously shaped by society. The fact that

social class impacts children’s life experiences and their

ways of viewing themselves in relation to the rest of the

world has been remarkably proven by Lareau’s ethno-

graphical study (Lareau, 2003) on children growing up in

middle-class or poor families. Lareau states that the cul-

tural logic of rearing a child varies by social class and might

result in a ‘transmission of differential advantages’ (p. 5).

In this context, poverty can be perceived as ‘a place where

improper patterns of behaviour’ are learned [(Farwick,

2001), pp. 164–168]. Network analyses indicate that the

activity spaces of disadvantaged individuals are smaller;

they are mostly confined to their own suburbs; that is, their

socialization agencies, with the exception of media (e.g.

television or internet) and schools, are mostly limited to

their direct (family, neighbourhood, peer) network

(Brandl-Bredenbeck, 2010). Finally, health socialization

can be understood as the process during which children de-

velop the knowledge, competencies, and behaviours to

manage their health in relation to given societal, cultural

and environmental resources and conditions (Jutras and

Bisson, 1994).

Health concepts, as structured representations of all

notions, attitudes, knowledge, and experiences as well

as behavioural components of health, can be finally con-

sidered a result of health socialization processes. These

concepts can motivate or prevent behaviour in a certain

way (Kurtz, 2014). Studies have shown that children’s

concepts of health and illness change qualitatively with

their cognitive development along a progression from

pre-operational, to concrete, to formal thought

(Natapoff, 1982; Normandeau et al., 1998). Thus, stud-

ies show variations in health concepts due to age [e.g.

(Normandeau et al., 1998; Davó-Blanes and La Parra,

2012)]: older children are less egocentric than younger

children are. They are more aware of the problems of

others. Younger children refer more to their personal

experiences, especially to their illness, and to the experi-

ences of people who are close to them, like family.

However, independent of age, children’s health concepts

are multidimensional. That is, they are reflected in their

global definitions of health, including the criteria and

consequences of good health, as well as in their under-

standing of more specific concepts, and the meaning of

behaviours to maintain health (Kalnins and Love, 1982;

Normandeau et al., 1998; Piko and Bak, 2006;

Mengwasser and Walton, 2013).

Studies of differences in children’s health concepts due

to socio-economic living environments, as well as cross-

cultural studies, are rare (Boruchovitch and Mednick,

1997; Normandeau et al. 1998; Boruchovitch and

Mednick, 2000). One of these studies, analysing variations

in health concepts along socio-economic backgrounds,

stated that children from urban upper-middle class areas

emphasized more the importance of maintaining healthy

lifestyle behaviours (having a healthy diet or practising

physical activities) in contrast to children from urban or

rural lower class areas (Normandeau et al., 1998).

Boruchovitch and Mednick (Boruchovitch and Mednick,

1997) identified a significant relationship between child-

ren’s socio-economic status and their health concepts.

Children with a middle class background more often de-

fined health in association with feelings, as did their low-

middle class counterparts. Furthermore, children with low

socio-economic backgrounds associated health with more

uncontrollable factors like luck and powerful others like

doctors. This means, they attributed illness significantly

more to ‘lack of luck’ or ‘born that way’; whereas middle

class participants ascribed illness significantly more to ‘vi-

rus and germs’, and ‘lack of self-care’ (Boruchovitch and

Mednick, 2000). Children with a higher socio-economic

background report more nuanced health concepts than

children living in socially disadvantaged contexts (Paterson

et al., 1999). Concerning parents’ educational level, there

are contradictory results: either there are no differences

(Paterson et al., 1999), or children with higher-educated

parents, especially with higher-educated mothers, have

more differentiated health concepts than their counterparts

(Carraccio et al., 1987; Ball, 2004). However, there are

not only variations in health concepts due to children’s

socio-economic status, but also significant differences in

concrete health behaviour. In disadvantaged living areas,

children are less often sports club members, are less likely
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to follow a healthy diet, and have a higher media con-

sumption (watching television, using the computer and

playing on play station) than children living in socially

privileged areas (Brandl-Bredenbeck, 2010). Only Davó-

Blanes and La Parra (Davó-Blanes and La Parra, 2012)

identified gender differences in children’s health concepts,

saying that girls relate illness to a lack of self-care and tend

to feel a greater sense of guilt in relation to bad behaviour

in contrast to boys.

Based on the outlined suggestions, we conducted focus

groups with a total of 167 children aged 7–11years, in 4

different countries (Switzerland, France, Germany and

Italy), living in socially disadvantaged neighbourhoods.

‘Socially disadvantaged’ was defined according to the na-

tional/local poverty line. The aim of our study was to ex-

plore children’s health concepts in relationship to their

personal experiences in their particular context, and at the

same time to compare their concepts with the official dis-

course represented in national health promotion pro-

grammes. By conducting the study in four different

European countries, we introduced the regional dimension

by comparing the health concepts of children living in dif-

ferent countries, but in the same social situation of social

disadvantage. We explored whether children from socially

disadvantaged situations in four different countries have

overlapping health concepts and how the particular, na-

tional health discourses are reflected in the children’s health

concepts, and may explain variations. Thus, we analysed

national health promotion programmes, ‘Manger-bouger’

(Eat-Move) in France, ‘In Form’ (the title is ambiguous as

it could mean ‘being in shape/being fit’ or ‘fit to the shape’)

in Germany, ‘Poids corporel sain’ (Healthy body weight) in

Switzerland, and ‘Guadagnare Salute’ (Earn Health) in

Italy. The analysis of wordings and images revealed that all

programmes stress the importance of self-management in

health questions. The messages are quite moralistic, saying

that individuals are responsible for their health and shall

develop a healthy lifestyle. However, the programmes dif-

fer in the way in which they transmit their messages.

Whereas the German and French programmes work with a

subtle allusion to the danger of obesity (and a sedentary

lifestyle), the Swiss and Italian programmes represent an of-

ficial fight against obesity, and use aggressive wordings as

well as ‘shocking’ images of the obese body (Aceti and

Vieille Marchiset, 2014).

METHODS

Study participants

As neighbourhoods can be seen as a basis for children’s

socialization contexts, we selected in every country a

mid-sized city and, in this city, the most socially disad-

vantaged neighbourhood. This selection process was

based on locally available statistics concerning the pro-

portion of unemployment, the proportion of people liv-

ing on welfare benefits, the area of living space per

person, and the proportion of high buildings in the

neighbourhood. Due to school policies that prescribe

that children attend the neighbourhood’s primary

school, the social composition of the primary schools

mirrors the social structures of the neighbourhood.

Therefore, we decided to conduct our study in the pri-

mary school of the selected neighbourhood. However,

to validate children’s socio-economic status, the children

filled in a short questionnaire about socio-demographic

data, using items from the Family Affluence Scale

(Boyce et al., 2006) as well as from the Programme of

International Student Assessment (PISA; OECD, 2006).

The study was reviewed and approved by the relevant

supervisory school authorities. During a parent-teacher

conference, parental written informed consent as well as

students’ informed consent were obtained prior to com-

mencement of the research. It was stressed that partici-

pation was voluntary and that the assessed data would

be saved and processed anonymously. In total, 167 chil-

dren aged 7–11 years (mean¼8.76 years, SD ¼0.68) par-

ticipated in a total of 36 focus groups; 53 children in

France (11 focus groups; 25 boys; 28 girls), 36 children

in Italy (7 focus groups; 18 boys; 18 girls), 53 children

in Switzerland (11 focus groups; 25 boys; 28 girls), and

25 children (7 focus groups; 10 boys; 15 girls) in

Germany. Three to five children were involved in a focus

group. Table 1 provides an overview of the study popu-

lation’s social markers.

Enrolment of the focus groups

We decided to use focus groups to explore children’s

health concepts by reconstructing the peer discourse and

its interwoven societal and cultural representations

(Davó-Blanes and La Parra, 2012). An expert, respecting

the particular requirements for focus groups with chil-

dren (Christensen and James, 2017), trained all the

interviewers.

The focus groups were thematically pre-structured

by an interview guide to guarantee standardization and

thereby comparability of the focus groups. Every focus

group began with a short introduction, stating that the

focus of the discussion would be the children’s daily life

outside school, including their activities in their leisure

time. Informed consent about the audio registration was

obtained and, finally, the discussion rules, such as every-

body has the right to talk, and that we listen to each

other, were introduced.
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The aim of the first part of the focus group was to re-

construct the children’s daily lives, beginning with the

way to and from school, their engagement in family activ-

ities and in extra-school activities, and their family habits

(e.g. activities during the weekend or holidays). Only in

the second part of the focus groups were the children con-

fronted with health issues and were asked to relate their

own activities to health. Our intention was that children

could link their perception of health within the context of

their personal experiences (Normandeau et al., 1998).

Furthermore, in this part we provided several pictures to

the children. The pictures represented children at the

same age who were either engaging in physical activity,

or were undergoing a medical examination, or were play-

ing a video game. We decided that this pictorial approach

would help children to associate more easily, instead of

asking abstract definitions (Jutras and Bisson, 1994). The

children were shown a pictorial scale with images of both

childish male and female body shapes. This scale contains

seven child-body pictures of increasing size ranging from

very thin (image A) to very heavy (image G) [in accor-

dance with Collins (Collins, 1991)]. This scale has been

widely used to assess children’s perceived and ideal self

and has a satisfactory test–retest reliability (Collins, 1991;

Vander Wal and Thelen, 2000). By this pictorial

procedure, we tried to initiate children’s perceptions

about criteria for health, threats to health, behaviours to

maintain health, and consequences of being unhealthy

(Jutras and Bisson, 1994). After the focus group, each

child filled in a simple questionnaire collecting important

social background data to validate the presumed socio-

economic status. The focus groups lasted from 45 to

60min.

Qualitative analysis strategy

All focus groups were transcribed verbatim for the analysis

with MaxqdaV
R

software. The analysing strategy followed

Mayring’s structured qualitative content analysis

(Mayring, 2004). In this process, a coding system was cre-

ated with categories and scoring rules for placement of an

answer in a given category. The analysing process was de-

ductively pre-structured by categories that had been devel-

oped in previous studies [e.g. (Jutras and Bisson, 1994;

Boruchovitch and Mednick, 1997; Normandeau et al.,

1998; Davó-Blanes and La Parra, 2012; Mengwasser and

Walton, 2013)]. Finally, four categories could be identi-

fied: (i) symbols/symptoms of health/illness; (ii) emotional-

ity—positive/negative feelings and moods; (iii) healthy/

unhealthy practices—engagement/non-engagement in

Table 1: Overview of the study population’s social markers

France Germany Italy Switzerland

Social marker N (%) N (%) N (%) N (%)

Migration backgrounda

No migration background 4 (7.7%) 12 (52.2%) 35 (100%)* 10 (18.9%)

One parent with migration history 16 (30.8%) 6 (26.1%) 0 (0%) 14 (26.4%)

Both parents with migration history 32 (61.5%) 5 (21.7%) 0 (0%) 29 (54.7%)

Child with migration history 6 (11.3%) 2 (8%) 0 (0%) 10 (18.9%)**

Housing situation

Living in an apartment 52 (98.1%) 13 (52%)*** 26 (72.2%) 45 (86.5%)

Higher than second floor 33 (63.5%) 7 (53.8%) 9 (36%) 27 (54%)

Sharing room with at least one person 30 (56.6%) 10 (40%) 19 (85.3%)**** 19 (35.8%)

Socio-economic situation

Fathers without employment 10 (21.3%)***** 0 (0%) 3 (8.8%) 3 (6.4%)

Fathers in low-income jobsb 34 (72.3%) 18 (81.8%) 16 (47.1%)***** 35 (74.5%)

Mothers without employment 31 (60.8%)****** 6 (24%) 21 (58.3%) 19 (37.3%)

Mothers in low-income jobs 20 (39.2%) 17 (68%) 8 (22.2%)****** 29 (56.9%)

aMigration background was classified as ‘born abroad’.
bLow-income jobs were defined along the national income criteria.
*Highly significant distribution effect: v2(df: 6)¼89.75, p<0.01, Cc¼0.66.
**Significant distribution effect: v2(df: 3)¼8.17, p<0.05, Cc¼0.27.
***Highly significant distribution effect: v2(df: 3)¼27.54, p<0.01, Cc¼0.47.
****Highly significant distribution effect: v2(df: 3)¼22.48, p<0.01, Cc¼0.43.
*****Highly significant distribution effect: v2(df: 6)¼25.22, p<0.01, Cc¼0.42.
******Highly significant distribution effect: v2(df: 6)¼26.89, p<0.01, Cc¼0.42.
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health preventive/maintenance practices; (iv) consequences

of health problems—inability/ability of doing the required

or desired activities. Three different researchers, competent

to understand the different languages in which the focus

groups were recorded, coded the whole material. Regular

discussions within the researcher group about the catego-

ries, the coding rules and the coded sequences ensured a

sensitive comparative analysing process (Aceti et al.,

2017).

RESULTS

During the coding process, it became clear that the

Italian neighbourhood was quite different from the

other neighbourhoods. Most of the children were driven

to school, even if they lived nearby the school. Only few

children said they played outside in their leisure time. If

they engaged in physical activity or sport, they practised

this in a gym of a sports club. Finally, the discourse in

the Italian focus groups reflected the environmental con-

text of the selected neighbourhood. Located in the re-

gion of Campania, the neighbourhood has been affected

by the consequences of extensive illegal dumping opera-

tions of toxic and radioactive waste since the 1980s.

Studies have shown increases in cancer risks in adults

and in children, as well as birth defects in this region

(Marfe and Di Stefano, 2016). We could identify that

this eco-environmental situation affects more the child-

ren’s daily life than their socio-economic status. Thus,

we decided to treat the Italian data as a single case that

is not comparable to the other neighbourhoods. Thus,

the following results are based only on the French,

German and Swiss data.

In total, 139 sequences were coded in the category

‘Symbols/symptoms of health/illness’, 32 in the category

‘Emotionality’, 330 in the category ‘Healthy/unhealthy

practices’ and, finally, 23 in the category ‘Consequences

of health problems’. Every category will be represented

by core quotations that have been translated from

German or French to English for this publication. As we

could not state many differences between the three

countries, we will first report the common results, inde-

pendent of country, and then focus on differences in the

identified categories. The potential relationships of the

health concepts to the national health discourses will be

reflected on in the discussion part. No variations by gen-

der or migration background could be identified.

Symbols/symptoms of health/illness

We found different definitions of health or illness, rang-

ing from the simple absence of illness that means health,

to varied explications of how to recognise if someone is

in good or bad health. Therefore, the children refer to

visible markers: if someone is pale-faced, looks tired or

exhausted because of having dark under-eye circles, or

has a red coloured face (due to physical effort), he or she

is in bad health. Furthermore, they introduce mostly

self-experienced diseases such as gastroenteritis, cough,

sniffles or sore throat as clear symptoms of being ill:

‘You are in good health, if you are not injured, if you

have no cough and sniffles. You know, if you are fit’

(Isabel, 8 years old, Germany). In contrast, if someone is

active, has energy and power, and looks fit, he or she is

in good health. Only few children give differentiated

definitions, such as the following:

My grand-mother is old, she is 80 years old. However

inside, she is perhaps old, and outside, too, but she is

very active. She gets up at 6 o’clock in the morning and

you see her all the time moving around. (Stefanie, 9

years old, Switzerland)

Regarding the presented picture of a girl being examined

by a doctor, the children associate different meanings:

either being at the doctor means to be ill or, in a sense of

prevention, the doctor is looking to see if you are in

good health:

You know, perhaps this girl is ill because she’s at the

doctor’s or, perhaps she is in good health, and it’s just a

control examination to see if she’s still in good health.

(Alberta, 10 years old, Switzerland)

Only children in Switzerland refer to physical handicap

to define illness:

If you can walk, and have not to sit in a wheelchair, you

are in good health. (Nadine, 9 years old, Switzerland)

However, in all focus groups, being fat or overweight

was the most named symbol of being in bad health.

Overweight ‘oversteps [the standards]’ (Walid, 10 years

old, France) and ‘is not normal anymore’ (Alberta,

10 years old, Switzerland). Overweight is considered as

health risk factor because ‘it can get dangerous for your

body and for your heart, finally, for a lot of things’

(Dalia, 9 years old, Switzerland). Furthermore, the chil-

dren can explain overweight with individual behaviour

like ‘eating too much fat’ (Elisa, 9 years old, France), or

‘eating too much sugar’ (Mahdia, 9 years old, France),

or ‘not doing sports’ (Miranda, 8 years old, Germany).

In contrast, being thin is associated with good health

because ‘thin people are fitter’ (Yara, 9 years old, France).

The preference for thin bodies is also reflected in the

children’s discourses about the presented body shapes.

Only three French boys would prefer the shape G
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(the heaviest one) because they are the strongest. The

others would never select G because ‘they are too fat’

(Helena, 8 years old, Germany), and ‘they have a wobbly

belly’ (Justin, 9 years old, Germany). Thus, most of the

children selected the shape B because ‘it is not too fat, but

not too thin either’ (Stefanie, 9 years old, Switzerland).

However, also many children chose the shape A—the

most underweight shape—because ‘it is so beautifully

thin’ (Laura, 8 years old, Germany), and ‘the other[s] are

fatter’ (Romain, 10years old, Switzerland). Especially

boys associated positive markers with shape A, such as

‘fit’ (Arjun, 9 years old, France), ‘sporty’ (Tiago, 8 years

old, Germany), or ‘cool’ (Ben, 8 years old, Germany).

Even if overweight was perceived in all focus groups

as the most visible symbol of illness, the discourse about

overweight people seems to be more aggressive in

Switzerland and Germany. German or Swiss children as-

sociate negative personal characteristics with over-

weight: ‘Fat children are mean, they can be aggressive’

(Julia, 8 years old, Switzerland), and they develop nega-

tive or funny histories about overweight children in their

focus groups. The following sequence is taken from a

Swiss focus group (all boys 10 years old):

Romain: Have you already seen the fattest man in the

world? He is weighing 300 kilos. However, he is still eating.

Darius: That’s ugly. His belly is like this table.

Romain: He even can’t get out anymore because he is too fat.

Marvin: He is rolling [the whole group starts laughing]

Darius: No, he isn’t even able to roll, he is just too

heavy. Guys, imagine his shower cabinet? It has to be

big, and his bathtub, too.

Romain: Imagine, he is sitting on you, guys? [the whole

group starts laughing again]

In German and Swiss focus groups, fat people are depre-

cated, as the following excerpt from a German focus

group shows:

Helena: They [overweight people] always look a little

bit strange

Dominik: They always stand like this [he is standing

with his legs apart, his arms wide spread; the whole

group starts laughing].

Helena: And sometimes, their legs are so thin, and this

looks odd. And sometimes, their clothes are so tight and

this looks even more odd.

Emotionality in relation to health/illness

The children describe health and illness with contrasting

emotional states or expressions. ‘People who are ill are

always in a bad mood’ (Samuel, 9 years old,

Switzerland), whereas those who are in good health,

‘they smile and are in a good mood’ (Nawin, 9 years old,

Switzerland). Furthermore, ‘those who are ill suffer

from their disease’ (Christoph, 9 years old, Switzerland),

and ‘they feel like crying’ (Rabia, 9 years old, France).

People who are in good health, ‘are happy, satisfied, and

full of joy’ (Helena, 8 years old, Germany) and ‘laugh all

the time’ (Tatjana, 8 years old, Switzerland). In total, the

health concepts referring to emotionality are less nu-

anced in comparison to the visible markers/symbols of

health and illness.

Healthy/unhealthy practices

The children differentiate very clearly between practices

that are good or bad for health. All children, indepen-

dent of country, consider a balanced nutrition, such as

‘eating apples, carrots, bananas, fruits and vegetables

because they are full of vitamin C’ (Tamara, 8 years old,

Germany), and ‘drinking a lot of water’ (Alima, 8 years

old, Switzerland) as central to maintain health. In

France, the children repeat exactly the slogans of the

Health Ministry that are displayed as sub-titles in com-

mercial spots. This means ‘eating five fruits and vegeta-

bles per day’ (Tarub, 9 years old, France), as well as ‘not

eating too fat, too sweet or too salty’ (Iyas, 9 years old,

France), or ‘not eating in between the meals’ (Cem,

10 years old, France). Furthermore, all children indepen-

dent of country agree that ‘moving’ (Julien, 10 years old,

France), ‘jumping and running’ (Flora, 9 years old,

France), or ‘sport’ (Rabia, 9 years old, France) is impor-

tant to be healthy. Very seldom, the children mention as

practices to be healthy ‘to go to bed early’ (Lalita,

9 years old, France), ‘washing hands’ (Amar, 10 years

old, France), ‘but not too much because you should not

be too clean’ (Malte, 9 years old, Germany). Only one

girl says that it is better for the health if ‘you do not take

drugs or smoke’ (Neyla, 8 years old, Switzerland).

Probably in relation to the stigmatization of over-

weight people, the children are already involved in

weight management/control and consider it as a strategy

of health maintenance. In particular, the Swiss children

describe weighing regularly: ‘I weigh myself every morn-

ing to control my weight’ (Dilara, 8 years old,

Switzerland).

Concerning unhealthy practices, the children agree

independent of the countries that ‘eating too many

sweets’ in a sense of ‘stuffing oneself the whole day with

sweets’ (Ante, 9 years old, Germany) is not good for

health. Sweets are considered as bad because ‘you get

cavities’ (Fayha, 10 years old, France); and ‘if you eat

sweets, you get fat’ (Aurelie, 9 years old, France).

‘Watching TV’ is also identified as bad for health be-

cause ‘it can damage your eyes’ (Elif, 9 years old,
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Switzerland), and ‘you eat a lot, when you watch TV’

(Yaro, 9 years old, France), and this means getting fat as

well. The children discuss the consequences of a seden-

tary lifestyle. However, they differ in their evaluation of

‘playing video games’. For some children, playing video

games is good for health because ‘I move around’

(Maxim, 8 years old, Germany), and ‘it makes me feel

good’ (Kerim, 10 years old, Switzerland). In contrast,

other children relate video games to sedentary behav-

iour, ‘because you are all the time seated and you even

don’t move’ (Anissa, 9 years old, France), and it even

concerns cognitive functions because ‘when you do

video games all the time, your brain doesn’t work well

anymore’ (Aurelie, 9 years old, France).

The children repeat the typical practices and lifestyle

advice that are spread by official (national) health cam-

paigns, or are taught in school. Nevertheless, the chil-

dren ask for a balanced view of behaving in a healthy

way: ‘When you do sport every day, when you eat vege-

tables every day then, sometimes, you have the right to

eat some French fries’ (Nouria, 9 years old, France).

Behaving in a healthy way means deserving a kind of

recompense, and unhealthy practices even seem to be a

child’s right: ‘I do agree, but they [the adults] have to let

us enjoy our childhood. This means eating one lollypop

or one candy per day’ (Madiha, 9 years old, France).

Consequences of health problems

Only German and Swiss children mention similar conse-

quences of health problems; there is no code in the

French data sample. Having health problems means that

‘you have to stay at home and you can’t do anything’

(Lara, 9 years old, Germany). Thus, ‘you cannot meet

friends’ (Fabio, 8 years old, Germany) and ‘you cannot

go to work’ (Silvan, 8 years old, Switzerland). Finally, it

is important to care about health, because if you do not

‘you will die’ (Jeta, 9 years old, Germany).

As already mentioned, overweight is considered by

all children as the most significant symbol of illness,

thus they consider overweight as one of the biggest

health problems resulting from an unhealthy lifestyle

(see above), and having the most consequences for a per-

son’s life. ‘If you eat too many sweets, you get fat. And

if you are fat, then you will get ill’ (Tamara, 8 years old,

Germany). Finally, ‘you can’t do anything anymore, be-

cause if you are so fat, you get slow’ (Ante, 9 years old,

Germany). Independent of the country, they blame

the individual for being overweight and attribute over-

weight to the person’s own responsibility: ‘If they [the

overweight people] would like to be healthy, they have

to stop eating candies and chocolate all the time’

(George, 9 years old, France). However, overweight is

not only considered as a problem in the sense of physio-

logical health, but also in a social perspective, as dis-

played in this German focus group:

Helena: If you get fatter and fatter, it isn’t fun anymore.

Ann-Sophie: And then you are excluded.

Dominik: And people laugh at you

Finally, the last citation summarises very well the

German and Swiss children’s view on overweight as

health problem, related to life quality:

Because if you are not interested in your health, you get

fat, and finally you cannot move anymore, you become

handicapped, and this means, it spoils everything, it

spoils your life, they take medicines and their whole life

is ruined. (Darius, 10 years old, Switzerland)

DISCUSSION

The children’s health concepts independent of country

can be categorized into the concrete operational stage

[in accordance with Piaget (Piaget, 1972)]. This means

their health concepts are linked to concrete events and

objects, and they are able to think in logical sequences.

They finally link unhealthy behaviour to health prob-

lems, as well as healthy behaviour to good health. In this

respect, the results are consistent with those of other

studies (Piko and Bak, 2006; Davó-Blanes and La Parra,

2012). As noted by Boruchovitch and Mednick

(Boruchovitch and Mednick, 1997) as well as Piko and

Bak (Piko and Bak, 2006), it seems to be that the cross-

cultural similarities in children’s health concepts are

more important than the differences.

The children’s causal arguments are uni-dimensional;

they do not cover the complexity of the development of

health problems, integrating social and personal factors

(e.g. in overweight). Their causal argument is reduced to

an individual’s self-responsibility, implying a lack of

self-care that is also implemented in the national health

programmes. Mostly, health and illness are linked to

(visible) corporal aspects. Probably due to their cogni-

tive development stage, emotions are less relevant to

their health concepts. Although the children of our study

stress the individual’s responsibility for his or her own

health, they experience behaving all the time in a healthy

way as a restriction on their children’s rights. The com-

bination of proscription and prescription that is inherent

to health education limits their pleasure in being a child.

Thus, they argue for a ‘balanced lifestyle’ [(Mengwasser

and Walton, 2013), p. 8] behaving in the required sense;

that is, eating fruits and vegetables, or being physically
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active, but at the same time enjoying ‘forbidden’ pas-

times, such as eating sweets or playing a video game.

However, the concepts of the children in our study

do not correspond to those of other studies of children

in difficult socio-economic situations that date from

20 years ago (Normandeau et al., 1998; Boruchovitch

and Mednick, 2000). They do not attribute illness to

fate; they stress (similarly to middle class children in

other studies) that illness is a result of unhealthy behav-

iours that are self-chosen and reflect a lack of interest

for one’s own health. In contrast to Mengwasser and

Walton (Mengwasser and Walton, 2013), who studied

middle-class children in New Zealand, but also in con-

trast to Wright and Burrows (Wright and Burrows,

2004), who studied Maori and non-Maori children in

New Zealand, our participants immediately associate

overweight people with being unhealthy, and strongly

blame the individual for being overweight. The Swiss

and German children of our study express especially

strong anti-fat views. They evaluate overweight persons

negatively regarding their personality, such as mean or

weak, and for their behavioural characteristics, such as

poor eating habits [e.g. (Latner et al., 2007)]. These

anti-fat views are mirrored in the nationally (school)

implemented official health promotion discourses in

these two countries, although the national German

Health Promotion Programme ‘In Form’ transmits in a

less aggressive way the anti-fat message than the na-

tional Swiss programme ‘Poids corporel sain’, in which

healthy weight is the name of the programme.

Furthermore, the German programme is implemented,

especially in schools, in sub-programmes like ‘Better eat-

ing, more moving—getting light children’, which might

explain why the German children of our study, too, are

focussed on good eating habits or an active lifestyle to

prevent becoming overweight. There could be several

reasons why our participants differ from other studies:

First, it might be that we initiated the discourse about

weight by showing the pictorial scale of childish male

and female body shapes to the children. However, in the

sequence analysis, we can see that the children had in-

troduced the topic ‘overweight’ before they were shown

the pictures. Second, looking at the ministerial pro-

gramme of health promotion in New Zealand, over-

weight and obesity are not announced as first critical

issues on the homepage, even if in New Zealand, there is

a high prevalence of overweight and obese people, and

there is a national childhood obesity plan. ‘Preventative

health/wellness’ is the ministerial guideline in New

Zealand; nutrition and physical activity are issues

among many others like tobacco, oral health or screen-

ing [https://www.health.govt.nz/our-work/preventative-

health-wellness (last accessed 27 November 2018)].

Thus, it might be that children in New Zealand do not

immediately focus on the prevention of or fight against

overweight in comparison to our European children.

Independent of the researched country, the French,

German and Swiss children undergo health education

that seems to be limited to an understanding of health as

healthy weight, and that uses moralistic or shocking

messages about being overweight, neglecting at the same

time socio-structural conditions of health. That those

(stigmatizing) messages can have an impact on children’s

health concepts and on their anti-fat views has been

shown in experimental studies (Rudolph and Hilpert,

2017). Furthermore, there is evidence that provoking

stigmatization by health messages is ineffective in chang-

ing the health behaviour of the target group, in this case,

overweight persons. Stigmatization experiences increase

the desire to avoid exercise, consequently decrease the

physical activity level (Vartanian and Shaprow, 2008),

and are associated with more frequent binge eating and

with refusal to diet (Puhl et al., 2007).

Reflecting the children’s health concepts, the focus of

such form of health education on an individual’s behav-

iour (and neglecting structural and environmental

aspects) appears in an ambivalent light. An overemphasis

on self-causation may have unwanted side effects evoking

increased guilt in the victims of illness, and a tendency to-

wards blaming the victim in general. The children seem to

understand the simple messages of health education, such

as behaving well means being healthy, and the other way

around; however, by simplifying this mechanism, such

health education initiates accusations of ‘unhealthy per-

sons’, and might even not be successful.

Thus, health education must transmit that individual be-

haviour is powerfully shaped by the environment. Health

education must give up the idea that body weight is imme-

diately linked to health. The implementation of a holistic

approach in health education, focussing on physical, social

and mental health, is needed. In consequence, health educa-

tion should avoid simplistic messages that focus exclusively

on individuals’ responsibility for weight and health, focus

on health outcomes rather than weight control, and address

the complexity of illness and target both individual-level

and system-level factors of health (Salas, 2015).

STRENGHTS AND LIMITATIONS

One of the strengths of the present study is its focus on

the less researched health concepts of socially disadvan-

taged children (who are statistically more often affected

by health problems), using a regional comparative study.

Furthermore, the study contributes to a better
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understanding of how children reflect on health educa-

tional messages and how they try to integrate them into

their daily lives; thus, the consequences for health educa-

tion (at school) might be identified. However, our

results are limited as we could only integrate a small

number of children in each country. Even if our findings

mirror well the national health discourses, our findings

have to be validated in further studies that also integrate

children living in socially advantaged neighbourhoods in

order to identify differences or commonalities due to

socio-economic status. Regional comparisons based on

data that are collected in different languages, and are

interpreted with different cultural lenses, are always a

challenge for validation. Even if we tried to control

translational and cultural bias with a cooperative, inter-

cultural and language-sensitive analysing strategy (Aceti

et al., 2017), there might be an impact on the findings.
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