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Abstract:

Objective: Weight loss has been found to improve the symptoms of asthma in children who are overweight.
However, many paediatric weight management programmes do not address the challenges associated with living
with asthma. The aim of this study was to explore the views and experiences of paediatric healthcare
professionals concerning weight management advice and support offered to families of children living with
asthma. Methods: In-depth individual interviews with 10 healthcare professionals who work with a paediatric
asthma population (n= 4 Respiratory Consultants, 3 Respiratory Nurses, 3 General Paediatricians). Data were
analysed using a Framework approach. Results: Healthcare professionals highlighted that families’ perceptions
of weight, their approach to physical activity and nutrition, the family’s social context and perceptions of asthma
and asthma treatment all influence weight management in children living with asthma. Initiating weight
management conversations and referring to weight management support were perceived as challenging. It was
thought that tailoring weight management to the needs of children living with asthma and locating support
within the community were important to the success of a family-centred intervention. Conclusion: The results
highlight the added complexity of responding to excessive weight in a paediatric population with asthma.
Training and referral guidance for healthcare professionals may help overcome weight management support
challenges. Addressing family beliefs about the factors influencing paediatric asthma and exploring families’
motivations for behaviour change may enhance engagement with weight management.
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Introduction

Asthma is one of the most common chronic illnesses in children. Evidence suggests that children living with
asthma have an increased risk of developing obesity (1, 2). Maintaining a healthy weight is of particular
importance in paediatric asthma. Obesity in children living with asthma can result in increased inflammation,
higher levels of hospitalisation and three times greater use of medication compared to children living with
asthma who have a healthy weight (3-4). To date, the mechanisms underlying the relationship between asthma
and obesity are not clear. Some theories propose that obesity precedes asthma as increased adiposity can lead to
airway obstruction and increased systematic inflammation (5). Other research suggests that the challenges posed
by living with asthma contribute to an increased risk of obesity as lifestyle factors, such as reduced physical
activity levels, are thought to mediate the relationship between asthma and obesity (6).

The US National Asthma Education and Prevention Program recommends weight management to improve
overall health and asthma control in both adults and children (7). Yet most paediatric weight management
programmes are not tailored to the unique needs of living with asthma, such as addressing parental anxieties that
arise from breathlessness when exercising and the child’s perceptions of exercise parameters (8, 9). So far, the
limited weight management programmes designed specifically for children living with asthma have shown
promising results in improving asthma control and reducing weight (10). However, little is known about the best
ways to provide weight management support for paediatric asthma population as there are no current clinical
guidelines on how to do so (11).

Doctors, nurses and other healthcare professionals (HCPs) play a key role in providing weight management
support. Currently, weight management is promoted by the UK National Health Service (NHS) initiative ‘Make
Every Contact Count’. This initiative encourages HCPs to provide opportunistic health behaviour change advice
during every patient contact. Alongside this, strategies have been developed to help healthcare professionals
manage weight, such as recommendations to learn local weight management pathways and to how correctly
determine children’s BMI percentile (12).
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Despite guidelines on how to support healthy weight maintenance in clinical practice, several barriers have been
identified to hinder support provision. HCPs, such as junior doctors, nurses and allied health professionals, have
reported that they do not perceive it as within their job role, have limited resources to do so and feel
uncomfortable discussing patient weight (13, 14). There is also an added sensitivity to discussing child weight
due to the stigma attached to overweight and obesity (15). Literature suggests that doctors and nurses worry that
parents will react defensively to child weight being raised in clinic which could compromise the patientphysician relationship (14, 16).

In order to optimise the weight management support provided for paediatric asthma populations, it is important
to understand how weight is managed currently and what changes could be made to improve support and advice.
The purpose of this study was to explore the views and experiences of healthcare professionals concerning the
weight management advice and support offered to families’ and children living with asthma.

Method

Recruitment

Healthcare Professionals (doctors and nurses) providing secondary and tertiary care to children and young
people with a clinical asthma diagnosis were identified at a specialist Children’s hospital and sent an invitation
letter and information sheet about the study via email. Interested HCPs then contacted the researchers directly
via email or telephone to receive more information about the study and to arrange a time/place for a one-to-one
interview. Purposive sampling was used to recruit HCPs with a variety of perspectives and experiences.
Recruitment commenced following a favourable ethical opinion from a local University ethics committee
(Project #995).

Data collection

A qualitative approach was used to ensure an in-depth narrative could be collected. The interviews followed a
semi-structured approach to allow for flexibility. Interview schedules were developed in accordance with
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research literature and the study objectives. Questions focused on experiences of working with children with
asthma-obesity comorbidity, managing weight in this population and the barriers and facilitators of providing
support. Before interviews took place, informed consent and demographic data were obtained from participants.
Interviews averaged 45 minutes and were conducted by a member of the research team. Each participant
received a £10 voucher to thank them for their time.

Data analysis

All interviews were audio-recorded, transcribed verbatim and anonymised. Data were analysed using the
Framework method (17). Two researchers followed a systematic approach of familiarisation with the data and
independent coding to highlight key concepts. Consensus on coding was reached through discussion with a third
researcher. Implicit connections between the codes led to the formation of categories and a thematic framework,
which was refined over subsequent readings of the transcripts and applied to the whole data set. Data were then
summarised and entered into a matrix devised from the thematic framework. This process facilitated the
comparison of participants’ views by case and code allowing for commonalities and differences to be identified.
Finally, interpretive themes were generated from the categorised data, describing patterns, relationships and
concepts related to weight management in children living with asthma. Data management and retrieval was
assisted by the use of NVivo software V11.

Results
In total, 10 Healthcare Professionals participated (Table 1). Three core themes were generated through data
analysis: (1) factors affecting health behaviours, (2) current weight management support in practice and (3)
developing weight management interventions. While all participants described a relationship between asthma
and obesity, a common thread running through the data was professional uncertainty regarding the direction of
this relationship. In attempting to understand the association between poor asthma control and increased weight,
several vicious cycles were identified. This thread was evident throughout the three main themes and is thus not
reported separately.

Factors affecting health behaviours.
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Professionals suggested that parental anxiety around exercise parameters was “usually the main reason why
children are inactive” (General Paediatrician 3) and that this anxiety could be transferred from parent to child,
which may be difficult to mitigate in later life. Misconstruing exercise intolerance for asthma symptoms was
thought by HCPs to reduce confidence in a child’s exercise parameters, lead to avoidance behaviours and a
“special get-out-of jail-free card” (General Paediatrician 3) and a decline in physical activity engagement. It is
here that the first viscous cycle of difficulty in exercising, weight gain and a decline in asthma control is alluded
to. HCPs thought that low activity levels at school stemmed from family and child concerns around how some
teachers responded to children’s breathlessness: “some PE teachers have said that they are actually making it up
to get out of exercise” (Respiratory Consultant 4).

Similarly, HCPs recognised that the use of some asthma medications (e.g. steroids) could result in increased
appetite and weight gain and reported families’ complaints about this. Treatment doses and weight were
checked regularly to avoid unnecessary steroid-induced weight gain as “managing the obesity does become a
primary aim of their treatment” (Respiratory Consultant 1). This contrasted with a nurse who stated that children
using steroids “haven’t got a choice, they’re just going to be heavier” (Respiratory Nurse 3). Another HCP felt
“forced” (Respiratory Consultant 2) to give children steroids because of poor medication adherence, stemming
from a perception that inhalers do not constitute ‘real medicine’. It may be that some HCPs accept weight gain
from steroids as a necessity to asthma control. Yet many professionals reported concerns of a vicious cycle in
steroid use. It was thought that poor asthma control required steroids for which resulting weight gain made
exercise more challenging. As a consequence, exacerbated asthma symptoms then required the need for more
steroids.

Changes in society such as a rise in obesity prevalence were also thought to be influential. It was suggested that
parental perceptions of obesity as normative and the view that it is possible to be overweight and healthy posed
a challenge to changing beliefs about the medical consequences of obesity. It was thought that parents were less
concerned about children being overweight. In contrast, HCPs compared obesity to negative health behaviours
such as smoking, implying that responsibility for weight management was interpreted differently between
families and HCPs:
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“it's been judged that that's not appropriate for children to make the choice to smoke because the health
consequences are very bad and, for some reason, [weight] is not viewed in the same way” (General
Paediatrician 3).

Furthermore, food was perceived by HCPs to be used as a tool by parents to modify child behaviour, rather than
simply providing a source of nourishment. One example was given, when a parent gave their child crisps in a
consultation “to keep the child relatively quiet” (Respiratory consultant 3). As well as parents utilising food,
HCPs felt that young people themselves turned to food as a way to cope with having asthma: “they get all sad
and then some people turn to food” (Respiratory Nurse 3). Mindless eating and eating through boredom were
suggested as ways of coping with the perceived restrictions in physical activity imposed by asthma.

Weight management support in practice.
Healthcare professionals felt that initiating conversations about a child’s weight were difficult: “it’s the elephant
in the room” (Respiratory Nurse 2). While having a strong rapport with families helped HCPs to feel more
comfortable discussing weight, the desire to maintain relationships added further pressure. Participants
expressed concern at pursuing weight management conversations if it would harm the physician-patient
relationship. Professionals recognised the importance of addressing the topic, but in a case where a patient
struggled with difficult-to-manage asthma, one respiratory nurse worried about causing immediate distress:
“Another stick to beat them with, but then, it’s hard because you know, we all know that we should [because]
the outcomes have improved” (Respiratory Nurse 2). It was felt by some professionals that they were “illprepared” for starting weight management conversations (Respiratory Consultant 4). Information sharing with
experienced clinicians who had developed these skills or training which included families’ input were suggested
to help.

Medicalising the initiation of weight management conversations with growth charts was said to help
conversations, with medical statistics conceived as easy to refer to when emphasising the importance of
maintaining a healthy weight. One General Paediatrician explained by doing so “the personalities are taken out
of the equation” (General Paediatrician 2). However, a lack of evidence that losing weight could improve
asthma was considered to make promoting weight loss more difficult. It was implied that the possibility of
asthma improvement for patients isn’t a sufficient incentive to outweigh the difficulty of trying to lose weight.
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Where possible, professionals referred families to dietetics, psychology and school nurses, as well as referring
back to the patients’ GP for weight management support. Yet, participants expressed that they were “not certain
that GPs are the right people to refer to” (Respiratory Consultant 1) indicating a lack of certainty about weight
management support protocols. Professionals desired more dialogue with other HCPs following referrals as they
received no feedback on families’ engagement and had no way to monitor the patients’ weight between asthma
consultations. A sense of feeling “powerless” arose (Respiratory Consultant 3) over limitations in the
availability of resources as many weight management programmes had been decommissioned: “it is like making
a diagnosis and saying, ‘Well I can't actually help you’” (Respiratory Consultant 4). Professionals sought
somewhere to refer families to for weight management support before the complications associated with obesity
began: “So [unless] they've hit the bottom, they don't receive any service. Down there, there is no parachute”
(General Paediatrician 1).

Opinion on whose responsibility it was to manage weight varied. Some professionals felt they had “a
responsibility not to ignore” (Respiratory Consultant 3) weight concerns and were able to provide brief,
opportunistic interventions. However, some questioned whether they were the right person to monitor weight
long-term due to capacity and expertise. It was suggested that community based HCPs were better placed to
monitor weight and provide health promotion. There was a sense that weight management should be more than
just a responsibility for medical professionals, but that it should be integrated into public health and that greater
emphasis should be placed on prevention. One Respiratory Consultant explained that although support was
provided for families they had to “be very clear that this is their [the families] responsibility still” (Respiratory
Consultant 1) and identified that any success was down to them as the “hard work is done with the family”
(General Paediatrician 3). HCPs perceived that some families did not take responsibility for a child’s weight,
instead attributing responsibility to factors ‘beyond’ their control, such as genetics or disease.

Developing weight management interventions.
Healthcare professionals recommended tailoring generic weight management to suit the needs of an asthma
population. Educational components that they would like included comprised: education on diet, such as calorie
intake, portion size, healthy food alternatives that accommodate for different cultural backgrounds and eating
with the family. Alongside this, it was suggested that specialised exercise education should be included, such as
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the “recognition that asthma does come with exercise related symptoms” (General Paediatrician 1). Education
on the health consequences of obesity was recognised as important to increase awareness. In addition, the
majority of HCPs felt that psychological interventions could support patients with the pressures of living with
asthma, adherence to asthma treatment and weight management and with changing parental attitudes and
behaviour. Including peer support was also suggested so that children and families feel less isolated and are able
to see that progress is attainable.

Healthcare professionals felt that it was important that education and support was provided for the whole family
as opposed to the child in isolation. A General Paediatrician explained that families with successful weight loss
reported that they were only successful because the family “wholeheartedly signed up” (General Paediatrician
1). Only one participant suggested that families may not need to be involved in a weight management
programme as it can be “addressed by actually educating and supporting the professionals looking after them”
(Respiratory Consultant 4).

One General Paediatrician felt that it may be important to have a varied weight range included as prevention
was also important and including only overweight children may normalise overweight and reduce motivation to
change. Whilst most HCPs felt an intervention should be aimed at any age, two General Paediatricians believed
that early interventions to target obesity were required to prevent excess weight before it is engrained and
behaviour is more difficult to change.

For HCPs, family engagement and encouraging attendance to additional healthcare appointments when families
already take time off school and work for their asthma care was thought to be challenging. To increase longterm engagement in weight maintenance, HCPs suggested finding a unique way to “hook” patients in; to “tease
out and draw out what it is that would be the motivator” (General Paediatrician 1) and incorporating a variety of
activities and technology to promote engagement.

Professionals stressed that a weight management programme could be led by anyone with a good knowledge of
asthma. However, a multi-disciplinary approach with involvement from school nurses, community nurses,
dieticians, physiotherapists, psychologists and school teachers was suggested as the basis of a successful weight
management team. Participants reported that programmes should happen over a period of time, facilitating
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patients to build trust and rapport with programme leaders. To ensure attendance, it was felt important for any
programme to be as convenient as possible for families. Running interventions outside of school time, having
information accessible out of hours and moving weight management support into the patients’ community were
suggested as ways to do this so that the change wouldn’t be “disrupting the normal life of that child and the
family” (Respiratory Consultant 1). Several HCPs suggested that school would be a good environment for
providing weight management support as “all children go to school” and “parents have to interact with school”
(General Paediatrician 3).

Discussion
The current study explored healthcare professionals’ views and experiences of weight management and the
barriers and facilitators to providing support for a paediatric asthma population. The results of this study
illuminate healthcare professionals’ uncertainty and differing views regarding the nature of the asthma-obesity
relationship. This could have implications for how professionals approach weight management in patients with
asthma and may consequently lead to different health outcomes for children. Several vicious cycles were
identified throughout this study that highlight how living with asthma can create challenges to weight
management and lead to increased asthma symptoms and weight gain. Physical activity, eating behaviour,
family influences and asthma medication were all recognised as influencing weight management in this
paediatric asthma population.

HCPs acknowledged that asthma severity could restrict physical activity levels. However, participants believed
that breathlessness during exercise was often misinterpreted as a symptom of asthma by parents and children
rather than an indication of fitness. Perceiving breathlessness as a symptom of asthma was thought to decrease
children’s confidence in their exercise parameters. The outcome of this misinterpretation may be that children
restrict their activity levels and subsequently have lower fitness ability and develop exercise avoidance
behaviours (18, 19). As has been previously documented in the literature, participants in this study suggested
that restricting exercise may also develop from fear of exercise-induced asthma attacks (8). Research has shown
that parental anxiety can lead to children developing avoidance behaviours in asthma-threat scenarios (20). This
finding was also supported by the health professionals interviewed here. It could be that both children and
parents require further education to correctly attribute breathlessness to either asthma or fitness ability, thus
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working to prevent cycles of exercise avoidance, increased weight, lower fitness ability and worse asthma
symptoms, as well as preventing the transfer of anxiety from parent to child.

Participants recognised that parents used food as a tool to influence child behaviour. The use of food as a reward
and controlling feeding practices are known to impact on child eating behaviour and can influence eating and
weight gain (21, 22). HCPs discussed how older children used food as a way of coping with living with asthma,
echoing research findings that adolescents living with asthma are more likely to have unhealthy eating
behaviours (23). However, it is possible that children living with asthma may overeat when bored or due to
perceived lower exercise parameters (9, 18). For example, research has found that salty-snack consumption and
television watching are associated with increased asthma symptoms (24). Diets high in salt and fat have been
linked to increased airway inflammation and wheezing (24, 25). Such symptoms are likely to decrease exercise
tolerance and make weight management engagement more difficult, reflecting HCPs suggestions of vicious
cycles furthering weight gain and reduced asthma control.

Healthcare Professionals reported parental concern around the use of steroids for asthma treatment leading to
increased appetite and weight gain. It is possible that this worry could result in poor medication adherence
linking to previous research which has found that parental medication concerns are associated with low
medication adherence in children living with asthma (26). Likewise, research indicates that concerns about
medication-induced weight gain can create a desire to avoid steroid use in adolescent asthma patients (27). In
their Necessity and Concerns Framework, Horne and Weinman (28), suggest that concerns around medication
can often outweigh the perceived need to take medication. HCPs described reviewing patient weight and
medication regularly to avoid unnecessary weight gain, yet, some HCPs felt that the use of steroids was
necessary for asthma control. As overweight and obese children have a reduced response to steroid treatment, a
continued emphasis should be placed on weight management to improve both asthma control and treatment
adherence in families and children living with asthma (29).

Additional paediatric asthma weight management obstacles were identified at the HCP level. Consistent with
previous research, stigma associated with discussing child weight was recognised, with communication around
weight perceived as uncomfortable for professionals, even when referring to medical statistics or having a good
rapport with patients (13, 15). It was thought that a strong therapeutic relationship helped to aid conversations,
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though as previously reported, HCPs expressed concern that addressing weight with a child and their family
may jeopardise this relationship and that parents would react negatively (16, 30). Contrary to this fear however,
previous studies indicate that parents and adolescents are often supportive of HCPs addressing, discussing and
monitoring adolescent weight (31). Other barriers to providing support included limited resources and a poor
awareness (or existence) of referral pathways. Frustration with this lack of support services mirrored an
overweight adolescent asthma sample who expressed unhappiness at weight concerns being raised in
consultations without HCPs being able to provide further intervention (32). In addition, the hospital-based HCPs
in this study felt that delivery of behaviour change support was better placed within community care settings, as
found previously in other specialised HCPs (33). Clearer guidelines on weight management support and
improved local referral pathways could help bridge the gap across different healthcare sectors.

Finally, professionals in this study discussed how any new weight management programme would need to be
tailored to the needs of an asthma population and incorporate education on nutrition, exercise and obesity. It was
recognised that psychological support was required to help young people manage living with asthma and adhere
to both asthma and weight management. It is important that weight management advice used in practice is
acceptable to patients and families to enhance engagement. Complementing the views of parents and
adolescents (34, 35), HCPs believed that involving the child’s family, enhancing motivation and ongoing
support in the community would help to sustain engagement with weight management..

Limitations
Although the purposive sample recruited a variety of job roles to capture different views and experiences, the
participants for this study came from one specialist Children’s Hospital. As a result, the views and experiences
may only reflect that of the local area and those of HCPs working with a severe paediatric asthma population.
Recruiting a larger sample from a range of hospitals may be useful in future research, as different training and
different local weight management programmes may influence the weight management support offered.
However, whilst not generalizable to the population at large, findings from this study are likely to be
transferable to other paediatric overweight populations in the UK.

Conclusion
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In conclusion, the results of this study highlight the complexity and variety of influences on managing weight in
a paediatric asthma population. Tailoring family-centred weight management to the needs of a paediatric asthma
population and locating support in to the community were thought to be key to the effectiveness and uptake of
an intervention. Providing training on sensitive conversation initiation and guidance on referral pathways may
reduce the uncertainty and discomfort of providing weight management support in clinical practice, as well as
encouraging more dialogue between multi-disciplinary healthcare professionals to promote ongoing support.
Providing education to families alone isn’t enough to support weight behaviour (36). Future research would
benefit from understanding families’ views and experiences of the barriers and facilitators to paediatric weight
management in asthma, alongside motivation to engage in weight management.
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Table 1 – Demographic characteristic of participants
Characteristics
Job title
Paediatric Respiratory Nurse Specialist
Consultant in Paediatric Respiratory Medicine
Consultant in General Paediatric Medicine
Gender
Male
Female
Age
30-39
40-49
50+
Unspecified
Frequency of contact with paediatric asthma
patients
Daily
Weekly
Unspecified
Ethnicity
White British
Asian - Indian
Asian - unspecified

N
3
4
3
3
7
2
5
1
2

5
4
1
5
4
1
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