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Preface to the Thesis Structure 

This thesis follows a PhD with publications format, consisting of chapters with  

and without published articles. Chapters 1 to 5 include four research articles that are published 

in peer-reviewed journals. The thesis is presented as a coherent whole; publications included 

in the thesis are integrated through the effective use of linking passages. The thesis has been 

edited to eliminate unnecessary repetition. However, repetition was sometimes necessary to 

ensure logical flow or to adhere to journal guidelines. Most journals, for example, require an 

ethical approval statement as well as a description of the research context. 

I have presented the journal articles in the same format as the remainder of the thesis, 

but they may differ slightly from how they appear in the published version. For example,  

I have numbered pages, figures, and tables consecutively, followed APA referencing style 

throughout the thesis for consistency, and listed all the references at the end of the thesis.  

I have formatted my thesis according to APA guidelines. Despite this, APA formatting rules 

are not adhered to in some areas to ensure consistency. Some participant quotations, for 

instance, are written in a different format based on the journal article formatting pattern, as 

converting these quotations to APA format would necessitate substantial alterations to the 

published journal article. In the appendices, I have included all the relevant supplementary 

documentation from the journal articles. 

I have written this thesis in the first person, from my own viewpoint, for clarity and 

self-reference. This decision recognises my role as an insider researcher with personal 

experience in the research area. It also acknowledges the philosophical paradigm I have 

employed, i.e., social constructionism. 
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child to inpatient hospitalisations and clinic appointments, and therefore, may 

have higher levels of direct exposure to potentially stressful illness events and 

experiences, higher levels of distress, and greater caregiver burden (Fedele et 

al., 2014). All family carers who participated in this study were the parents of 

the participant children. 
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accordance with their parents' wishes. Once I completed my secondary school education,  

I intended to pursue further studies in Chemistry and eventually become a Chemistry teacher. 

However, my parents wanted me to enrol in a medical school since the trend at that time was 

to become a doctor as a way to gain social status. Moreover, as my family has a strong 

medical background, I found myself compelled to follow in their footsteps, even though I had 

no desire to become a doctor. In Indian society, children are regarded as the key to enhancing 

family pride, and education serves as the most effective means of sustaining and advancing 

social class. Parents may feel ashamed if their children are unable to fulfil their academic 

expectations (Chandra et al., 2016).  

Initially, my parents agreed to my request to not attend medical school. They were, 

however, forced to reconsider their decision due to pressure from my extended family  

members, including my uncles, aunts, and grandparents. As a result, my parents helped me 

secure a placement at one of the country's best medical-entrance exam-training centres, where 

students were prepared to get through the highly competitive exam required for admission to 

medical school. However, I did not commit fully to the training as I was not interested. In the 

end, I did not achieve the score required for admission to medical school. I was happy in my 

mind that I could fulfil my wish and go forward in the desired direction. 

Against my expectations, my parents urged me to retake the exam since I scored just 

below the required score to be considered for admission to medical school. Nevertheless,  

I was qualified for admission to the nursing programme based on my scores. Following the 

recommendations of my close family members, my parents strongly encouraged me to pursue 

nursing as a profession, as there is a greater possibility of obtaining employment anywhere in 

the world. While I did not know what nursing was about, I went into nursing with the goal of 

never having to take the medical entrance exam again. 
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Despite all of this, I was still determined to apply for a PhD, and I waited for my residency to  

be approved. 

Meanwhile, I started working as an aged-care registered nurse (RN) as it was the  

easiest pathway to get NZ residency. I initially felt frustrated and disappointed by my inability 

to practise in academia. I applied for my Masters degree to be assessed against NZ standards 

with the NZ Qualification Authority as a trial step, believing that this would make a 

difference while employers consider my applications. I kept applying for academic jobs 

despite repeated rejections. Eventually, I came to realise that if I were to progress further in 

academia, I would have to pursue a PhD. Furthermore, I wanted to show others that the 

training I had while I was in India could be expanded on. I began applying for a PhD once  

I received my residency. Although I did not have a clue how I would manage full-time 

studies, two children, and the enormous costs associated with completing a PhD, I was 

determined. I did not intend to do the programme part-time as I wanted to see the outcome as 

soon as possible, even though part-time was the most realistic choice for me. I self-funded my 

studies for the first year, after which I was awarded a three-year doctoral scholarship.  

An integral part of the PhD application was the preparation of a research proposal 

based on my previous research experience. As my Masters project was focused on the 

effectiveness of electric scalp cooling caps on chemotherapy-induced alopecia, I prepared a 

research proposal based on this topic. I cannot adequately express how excited and happy  

I was when I received my PhD offer letter. A few days later, after accepting the offer letter, 

Prof. Nicolette Sheridan, one of my PhD supervisors, contacted me to discuss my research 

background and areas of interest. Since I was working as an aged-care nurse at that time, we 

planned to choose a topic in the aged-care field. I initially decided to look into Indian 

immigrants' palliative care experiences in aged-care residential settings. As I assumed that  

I would not be able to work on a project outside of my current field of employment, I did not 
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disclose my passion for paediatric nursing to Prof. Nicolette. Moreover, I expected that it 

would not be acknowledged given that I was employed in aged-care. A co-supervisor was 

assigned to me, with whom I met to discuss and confirm the study topic. However, she 

resigned from the university, and Prof. Karen Hoare was assigned to me as my supervisor in 

her place.  

As Nicolette talked about Karen's expertise in child health, I unknowingly revealed 

my interest in this area and how I had been unable to pursue it previously. I still recall 

Nicolette's words: 

I also agree with you. If you are passionate about child health, take up a topic related 

to child health. With two young children, and being in your late twenties, this is a 

better option for you than engaging with topics such as end-of-life care, where you can 

become emotionally exhausted. (N. Sheridan, personal communication, November 4, 

2018) 

Nicolette supported me in changing the topic to my area of interest, and she assigned Prof. 

Karen as my primary supervisor. For the first time in my academic life, I felt allowed to 

follow my true passion. Since I was seeking a career in academia, Prof. Nicolette suggested 

that I do a PhD with publications. 

My Profession 

While undertaking my PhD, which was a full-time endeavour, I worked part-time as 

an aged-care RN. At the beginning of my PhD, I attempted to secure jobs as a nursing tutor or 

as a paediatric RN. As I had restrictions regarding the number of hours I could work because 

of the doctoral scholarship, I was not able to commit to either of these jobs as they required 

more hours than I had been allowed. Therefore, I worked as an aged-care RN while pursuing 

my PhD. 
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Role of Grandparents: It has been a common practice for Indian grandparents to go 

overseas and support their grandchildren. In my case, I was forced to bring my parents to NZ 

to assist with childcare. I had tried sending my daughter to childcare at the age of eight 

months, however, she did not cope despite repeated attempts. I had no other choice than to 

bring my parents from India, as I was a full-time student and my husband was working full-

time. Their presence made a significant difference to our stressful routine. One of the key 

expectations from parents of Indian migrants is assisting with childcare thereby allowing 

migrant couples to sustain dual careers directly or indirectly (Kõu et al., 2017; Singh, 2014). 

Grandparents also play a key role in communicating cultural beliefs, values, and ideals to 

grandchildren. However, bringing parents into the country may not be as easy as one expects. 

In addition to the immigration eligibility criteria that must be met, bringing parents is 

expensive, and adaptation to the country may be challenging for some (Azmat & Fujimoto, 

2016; Singh, 2014).  

On the other hand, many Indian immigrant parents, including me, show reluctance to 

send their children to a care centre at a young age unless they do not have other options  

(Azmat & Fujimoto, 2016). The practice of sending young children to a care facility seems 

culturally unacceptable to many parents (Nandi et al., 2016). The primary mode of childcare 

in India is familial, with most responsibilities falling on mothers and grandparents (Nandi et 

al., 2020). In NZ and many other countries, I know of many Indian immigrant parents leaving 

either of their jobs to care for their children. This mostly happens if they do not have any 

extended family support or if the cost of childcare is unaffordable. Moreover, prejudgment 

exists about the quality of childcare as not being as good to that of family-provided care 

(Nandi et al., 2016). Therefore, most Indian immigrant parents bring their extended family 

members into the country to take care of their children. Some of them even send their children 
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as yoghurt or banana for him, as she believed that it triggered his asthma. I was also not 

allowed to have any of these in front of him. He liked yoghurt very much and I had seen him 

quarrelling with my mother many times for restricting yoghurt. Many Indians follow similar 

dietary practices which are based on Ayurveda, in which some foods are categorised as either 

hot or cold. This classification, not related to physical temperature, is based on the thermal 

effects that these foods produce in the body and has health implications. Cold foods are 

believed to aggravate asthma by causing cough and increasing phlegm production (Sarvesh et 

al., 2018). I too follow these practices when any of my family members get a cough or cold.  

One of the most interesting complementary therapies for asthma was a type of fish 

treatment offered in Hyderabad (Lorensia et al., 2018). Live murrels, with specially made 

herbal preparations, are administered orally to people of all ages with asthma. It occurs 

annually on a specific day fixed by the astrologer and is free of cost (The Hindu, 2016). The 

founders of fish medicine claim a complete cure for asthma if it is received for three 

consecutive years and a prescribed diet is followed for 45 days after each dose. The scientific 

rationale behind this practice may be associated with the role of omega-3-fatty-acids in 

controlling asthma symptoms. However, the efficacy of the treatment is not scientifically 

proven (Lorensia et al., 2018). 

Having Nursed Many Cases of Asthma as a Paediatric Nurse in India: I had come 

across many children with asthma when I worked as a paediatric nurse in India. I have seen  

the struggles of children, their parents, and extended family members when they get asthma  

attacks. The main modes of treatment at the hospital were nebulisations, steam inhalations,  

and administration of oral and parenteral corticosteroids. I had never seen the use of inhalers 

for children while I practised in India. Doctors advised two-hourly salbutamol nebulisations 

to those with severe asthma rather than prescribing inhalers. Now, I question that the 

decreased use of inhalers may be because of the stigma existing towards inhalers in the Indian 
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Childhood Asthma: An Overview of the Biomedical Model 

The term asthma is derived from a Greek word that means panting (Netuveli et al., 

2007). The disease is characterised by reversible paroxysmal airway constriction, chronic 

airway inflammation, and obstruction that is caused by persistent airway hypersensitivity to a 

variety of nonspecific stimuli (Quirt et al., 2018). A combination of bronchospasm, mucosal 

oedema, and increased mucus production can cause significant airway obstruction resulting in 

impaired gas exchange (see Figure 1). 

Figure 1 

Airway Obstruction in Asthma  

 

Note: Reprinted from Asthma, 2022, by Asthma and Respiratory Foundation NZ 

( https://www.asthmafoundation.org.nz/your-health/living-with-asthma). Copyright 2022 by 

Asthma and Respiratory Foundation NZ. 

Because children's airways are smaller in diameter, they are more likely to have severe airway 

obstruction. This is one reason why asthma-related morbidity and mortality are more common 

in children than in adults. Some children may outgrow asthma by the time they reach 

https://www.asthmafoundation.org.nz/your-health/living-with-asthma


THE IMMIGRANT CHILD IN A TUG-OF-WAR 33 

 

adolescence. In other cases, asthma may gradually develop into an LTC in adulthood 

(Arenofsky, 2004; Trivedi et al., 2019). 

Even though asthma has multiple risk factors, its exact aetiology is still unknown. 

Asthma is believed to be caused by a complex interaction of genetic, epigenetic, 

environmental, and lifestyle factors (Rehalia et al., 2020). Genetic predisposition (family 

history of asthma or atopy), prenatal (maternal smoking and antenatal complications), and 

perinatal factors (preterm birth and low birth weight) have been implicated as risk factors. 

Asthma can be broadly divided into two types based on common risk factors: atopic and non-

atopic asthma. Atopic (intrinsic) asthma develops as a result of exposure to allergens. 

Allergenic triggers include indoor allergens such as moulds, house dust mites, pets, rodents, 

and cockroaches, as well as outdoor allergens such as pollens. In non-atopic (extrinsic) 

asthma, the triggers are not allergic in origin. Nonallergenic triggers include active and 

passive smoking, viral infections, emotional outbursts, occupational exposures, and weather 

changes. In children, viral infections are the most common asthma triggers. Moreover, social 

factors such as poverty and housing conditions may be associated with an individual's 

increased risk of developing asthma. Asthma is often accompanied by eczema (atopic 

dermatitis) and seasonal allergies (allergic rhinitis). These three conditions are known as the 

atopic triad (Abebe et al., 2021; Gautier & Charpin, 2017; Rehalia et al., 2020). 

The symptoms of asthma can include recurrent episodes of wheezing, chest tightness, 

dry cough, and dyspnoea, and can be mild, moderate, or severe (Fletcher et al., 2022). Asthma 

can manifest clinically in two ways: acute and chronic. Acute asthma symptoms may develop 

gradually or abruptly and can be life-threatening. During acute exacerbations, the child may 

appear cyanosed, restless, confused, anxious, and lethargic. Symptoms of asthma that occur 

outside of an acute episode are referred to as chronic asthma. These symptoms may appear 

intermittently or may be present almost all the time. It is likely that chronic symptoms will 







https://www.asthmafoundation.org.nz/assets/documents/Respiratory-Impact-report-final-2021Aug11.pdf
https://www.asthmafoundation.org.nz/assets/documents/Respiratory-Impact-report-final-2021Aug11.pdf
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Figure 3 

Asthma Hospitalisations per 100,000 People by Ethnic Group and Age Group, 2019 

 

Note: Reprinted from The Impact of Respiratory Disease in NZ: 2020 Update, by L. T. 

Barnard, and J. Zhang, 2021, by  Asthma and Respiratory Foundation NZ 

(https://www.asthmafoundation.org.nz/assets/documents/Respiratory-Impact-report-final-

2021Aug11.pdf). Copyright 2022 Asthma and Respiratory Foundation NZ. 

  

https://www.asthmafoundation.org.nz/assets/documents/Respiratory-Impact-report-final-2021Aug11.pdf
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Chapter six provides a discussion of the study findings in relation to the existing 

literature. This chapter explicates how the constructed theory can be linked to the relevant 

extant literature and theories.  

Finally, the concluding chapter presents a summary of the research and an analytic 

explanation of how the constructed theory makes an original contribution to new knowledge. 

This chapter also discusses the quality considerations and implications for nursing practice, 

policy, future research, and education. 

Summary 

Through this chapter, I have demonstrated my ability to be reflective in order to 

establish the context from which I approached this study. As I explored and reported on my 

professional and personal experiences as well as childhood asthma literature, my theoretical 

sensitivity was enhanced, and I became more open-minded. The next chapter provides a 

background to the study by reviewing relevant literature on the study topic. 
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imposing preconceived ideas on the development of the emergent theory. Later, Glaser 

advised researchers to read literature outside their areas of study to avoid being constrained by 

extant concepts during data analysis (Glaser, 1978, 1992). However, critics argue that most 

researchers come into the study with previous experience in their study area and a working 

knowledge of pertinent literature. Thus, the researcher may subconsciously or consciously 

look for those concepts, relationships, or variables identified in the literature in the collected 

data (Chenitz & Swanson, 1986).  

Additionally, literature reviews performed late in the research process may result in 

the loss of valuable information, as well as the likelihood of reinventing the wheel, 

reproducing previous errors, and producing trivial products that reflect the researchers' lack of 

knowledge of the literature (Charmaz et al., 2018). Charmaz (2006) further goes on to argue 

that Glaser's position on literature reviews is ambiguous. While Glaser advocates abstaining 

from a literature review to keep the GT researcher uncontaminated by extant ideas, he advises 

them to become familiar with as many theoretical codes as possible in order to more 

accurately capture the subtleties of the relationships in their data. Charmaz (2014) questions 

this by asking, "How do we know these codes if they have not become part of our repertoire? 

And if they have, would we not know something of the major works from which they are 

derived?" (p. 165). 

Strauss, who later collaborated with Corbin to develop the Straussian GT (explained  

in chapter three), challenged the practice of avoiding the preliminary literature review by  

arguing that open-mindedness is distinct from having an empty mind (Corbin & Strauss, 

2015). According to Corbin and Strauss (2008), knowledge of relevant literature may assist 

GT researchers in several ways: it enhances theoretical sensitivity, indicates areas for 

conceptual development, facilitates comparisons with emerging data, and stimulates analytical 

questions. Theoretical sensitivity is a multidimensional concept that refers to the level of 
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researchers incorporate pertinent literature throughout their thesis. Although this thesis is 

organised into sequential chapters, the literature review for this GT research was nonlinear 

and iterative. In accordance with Charmazian GT, the relevant literature that guided and 

informed the theorising of this GT study is intertwined throughout the thesis. The literature 

reviews conducted during the study served as sensitising tools, allowing me to better 

understand and explore the asthma experience of Indian immigrant children (Charmaz, 2014). 

Ramalho et al. (2015) recommend three stages for conducting a literature review in GT: 1) 

before commencing the study, 2) during data collection and analysis, and 3) after the theory 

development. 

As a PhD student, I was required to conduct a preliminary literature review to identify 

knowledge gaps and comply with relevant ethical and course requirements. Birks and Mills 

(2015) recommend that the initial literature review for a GT study should be limited to the 

information necessary to justify the study. Charmaz (2014) also cautions novice GT 

researchers against conducting extensive literature reviews prior to data collection, as they 

may be more influenced by established theories. At the beginning of my study, being a novice 

GT researcher, I chose to carry out a scoping review on my research topic instead of an 

extensive integrative review. As a part of my scoping review, I conducted a systematic search 

for the literature related to asthma among SA immigrants. This allowed me to gain an 

overview of the literature on the subject, giving me a good indication of what was already 

known, and more importantly, what questions had yet to be answered. As emphasised by 

Charmaz (2014), key elements from the initial literature review are often incorporated into the 

introduction of an article or thesis. In chapter one, I discussed the gaps in the extant literature 

and how this study could help fill those gaps. In most theses, chapter two is reserved for 

reviewing relevant literature. Charmaz (2014) suggests that the researcher should use the 

required section of the literature review in an article or thesis to set the stage for the study. 













https://doi.org/10.3389/fendo.2017.00056f
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The public sector mainly consists of primary healthcare facilities located in rural areas 

and secondary and tertiary care facilities in major cities. In contrast, the private sector 

provides most of the healthcare services in the country through secondary, tertiary, and 

quaternary institutions, with a particular emphasis on major cities (Morampudi et al., 2017; 

Wani et al., 2013).  

The healthcare infrastructure in India is therefore inequitably distributed, particularly 

in rural areas. While the public sector provides subsidised or free services to the public, 

healthcare services offered by the private sector are more expensive. Although several 

insurance packages are available to assist with healthcare costs, the majority of Indians do not 

have health insurance, and out-of-pocket costs constitute a significant portion of their medical 

expenses. Although the private sector has made significant advances, it has contributed to 

growing healthcare inequity in the country (Morampudi et al., 2017; Wani et al., 2013). 

The health system in India is primarily organised at the central, state, and local levels. 

It is the responsibility of the central government to plan, guide, assist, evaluate, and 

collaborate with the state health ministries to ensure the equitable distribution of health 

services. National health programmes are designed by the central government and 

implemented by the states (Park, 2021). The Ministry of Health and Family Welfare is 

responsible for implementing a variety of programmes aimed at improving health and family 

welfare, preventing, and controlling communicable diseases, and promoting Indigenous and 

traditional health systems (Sheela & Seilan, 2010). 

In rural areas, there is a three-tiered system for providing healthcare (Park, 2021; 

Sheela & Seilan, 2010). Health sub-centres serve as the foundation for primary healthcare in 

rural areas. Sub-centres provide primary medical care, vaccinations, and referral services. 

Each sub-centre, usually staffed by one to two HCPs, is responsible for providing essential 

services to a population of 5,000. Primary health centres (PHCs) are the next tier of care, 
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providing both curative and preventive care. Each PHC provides care to approximately 

30,000 individuals and has a maximum bed capacity of five. The staffing usually consists of 

one or two doctors, 14 paramedics, and other support personnel, including nurses. A PHC 

generally serves as a referral centre for a group of six subcentres. Secondary healthcare is 

provided by rural hospitals and community health centres (CHCs). Each CHC is responsible 

for four PHCs that provide specialised medical services to approximately 100,000 people 

(Park, 2021; Sheela & Seilan, 2010).  

The NZ health system, on the other hand, is comprised of numerous organisations, 

each with its own set of roles and relationships. On July 1st, 2022, NZ launched a new 

national healthcare system. It is important to note that the present study was conducted before 

the current healthcare system was implemented. Therefore, the discussion on NZ healthcare 

system throughout my thesis is based on the old healthcare system (see Figure 6),  

although I briefly discuss the new healthcare system in this chapter (see Figure 7).
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Figure 6 

Structure of the Old New Zealand Health and Disability System 

 

Note: Reprinted from Our Health and Disability System: Building a Stronger Health and Disability System that Delivers for All New Zealanders, by 

Department of the Prime Minister and the Cabinet, 2021, p. 5 (https://dpmc.govt.nz/sites/default/files/2021-04/heallth-reform-white-paper-summary-

apr21.pdf). Copyright 2022 by Department of the Prime Minister and Cabinet. 

https://dpmc.govt.nz/sites/default/files/2021-04/heallth-reform-white-paper-summary-apr21.pdf
https://dpmc.govt.nz/sites/default/files/2021-04/heallth-reform-white-paper-summary-apr21.pdf
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Figure 7 

Structure of the Current New Zealand Health and Disability System 

 

Note: Reprinted from Our Health and Disability System: Building a Stronger Health and Disability System that Delivers for All New Zealanders, by 

Department of the Prime Minister and the Cabinet, 2021, p. 6 (https://dpmc.govt.nz/sites/default/files/2021-04/heallth-reform-white-paper-summary-

apr21.pdf). Copyright 2022 by Department of the Prime Minister and Cabinet. 

https://dpmc.govt.nz/sites/default/files/2021-04/heallth-reform-white-paper-summary-apr21.pdf
https://dpmc.govt.nz/sites/default/files/2021-04/heallth-reform-white-paper-summary-apr21.pdf
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For example, there are more nursing clinics now, and nurses are taking on more case 

management tasks that are within their scope of practice. It has become increasingly common 

for nurse practitioners (NPs), nurse prescribers, practice nurses, and nurses in accident and 

emergency departments to serve as the first point of contact in healthcare. As clinical care 

remains the cornerstone of primary healthcare, doctors work in teams with other healthcare 

providers to give patients access to a wide range of health services without having to be 

referred to somewhere else. A large number of primary healthcare teams today include 

clinical pharmacists, healthcare assistants, behavioural consultants, health coaches, social 

workers, navigators, and physiotherapists, among other professionals (General Practice NZ, 

n.d.). 

Moreover, changes in the healthcare industry over the past decade have resulted in a 

shift away from traditional episodic, healthcare practitioner-based consultations to different 

modes of delivery, so that first-contact care is no longer always provided in person (General 

Practice NZ, n.d.). Primary healthcare services are increasingly taking advantage of 

technology in order to deliver more convenient and effective care to patients, whether it is 

through email consultations, providing advice and information through patient portals, or 

providing consultations via videoconferencing platforms (Little, 2022). 

General Practitioners (GPs) are independent practitioners who, in the main, charge for 

their services. These fees are partly subsidised by the government if the patient is registered 

with a primary health organisation. Children aged 14 years and under who are eligible for 

publicly funded health services and who are enrolled in general practice will not be charged a 

fee for a standard visit with a physician or nurse. GPs may refer patients to specialists or 

hospitals for advanced treatment, which may incur a charge if the referral is to a private 

specialist service. Public hospitals provide most secondary health care services at no cost to 
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uncodified form of medicine that is sustained through oral tradition. Folk stream medicine is 

unique to India's various ethnic communities and includes a collection of regionally specific 

health traditions that are based on empirical observations of so-called eco-systems. Although 

they lack legal standing, they are held in high regard within their communities. Folk healers 

include herbal healers, bone setters, vishavaidyas (venom doctors), monks, and birth 

attendants. Certain professions such as potters, welders, goldsmiths, blacksmiths, and barbers 

are also included (Mishra et al., 2018; Shankar, 1997).   

The carriers of folk tradition comprise both tribal and non-tribal groups (Negi & 

Singh, 2018). Generally, tribal people have a very close relationship with the environment. 

Many of them hold a belief in supernatural powers and physical forces regarding health and 

illness. The evil eye, ill spirits, spirits of ancestors, and natural causes are among the many 

factors considered to contribute to poor health conditions. In tribal communities, folk healers 

who are members of their community are generally more accepted than doctors trained in 

Western biomedicine (Negi & Singh, 2018). Folk healers serve as an immediate point of 

contact for rural communities and play a vital role in primary healthcare. Patients who have 

been successfully treated recommend the folk healer to others. Furthermore, one-quarter of 

the tribal population lacks access to modern health care. As a result, many of them rely 

primarily on traditional healing practices. In India, not only tribal people but also the majority 

of the population rely on folk healing as their primary treatment method. There is a 

widespread inequity between rural and urban populations with regard to the availability, 

accessibility, and affordability of modern healthcare. As a result, this population ultimately 

turns to traditional medicine or folk medicine (Negi & Azeez, 2021). 

The use of CAM is becoming increasingly popular in NZ, even though Western 

medicine remains the dominant method of healthcare (Gall et al., 2018). There are 

approximately 69 CAM modalities available in NZ. The regulation of CAM in accordance 
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Figure 8 

Types of Inhalation Devices for Asthma 

Pressurised Metered Dose Inhaler (pMDI) with Spacer  Breath actuated-pressurised Metered Dose inhaler (BA-pMDI)  

 

 

Dry Powder Inhalers (DPI) 

Turbuhaler Accuhaler Handihaler Ellipta inhaler Breezhaler 

     

Soft Mist Inhaler (SMI)  Nebuliser 

  

Note: Reprinted from Inhaler Devices, 2018, by Health Navigator New Zealand (https://www.healthnavigator.org.nz/medicines/i/inhaler-devices/).  

Copyright 2022 Health Navigator.  

https://www.healthnavigator.org.nz/medicines/i/inhaler-devices/).
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The use of nebulised medications for long-term asthma control in children is no longer 

recommended (Reddel et al., 2021). Nebulisers are less effective in administering constant 

and accurate dosages of medication than pMDIs. As nebulisation usually delivers a higher 

dose of the drug, there is an increased risk of side effects. Due to this, it results in the wastage 

of drugs and is, therefore, more expensive than other forms of inhalation therapy (Chandel et 

al., 2019). However, nebulised medications may be occasionally used to manage acute asthma 

exacerbations or life-threatening asthma in clinical settings. A variety of medications, 

including bronchodilators (salbutamol, terbutaline, and ipratropium) and steroids (e.g., 

budesonide), are typically administered by nebulisation (Reddel et al., 2021; Thomas & 

Pugalenthi, 2022). 

The asthma management guidelines in NZ are divided into three broad categories 

based on age groups: children below five years of age; children between five and eleven years 

of age; and adolescents and adults (Beasley et al., 2020; McNamara et al., 2020).  

The following sections provide an overview of asthma management, with a focus on the latter 

two categories.  

The stepwise treatment protocol depicted in Figures 9 and 10 provides guidance on 

pharmacological management for children aged five to eleven, and adolescents and adults, 

respectively. HCPs are responsible for initiating treatment at the appropriate step, based on  

the severity of symptoms. Stepwise treatment is based on the principle that treatment will be 

stepped up to achieve control and reduce the risk of exacerbations and will be stepped down if 

the condition remains stable after a prolonged period of control. Thus, the goal of stepwise 

treatment is to achieve optimal symptom control, manage exacerbation risk, and minimise 

side effects. The treatment is reviewed regularly to ensure the optimal health of the child 

(Beasley et al., 2018; Beasley et al., 2020; McNamara et al., 2020). 

Figure 9 illustrates the stepwise treatment protocol for managing asthma in children 

aged five to eleven years. SABA inhalers or relievers are usually prescribed for these children 
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Budesonide/formoterol is now the standard of care for adolescents and adults 

experiencing asthma symptoms (Papi et al., 2020). It can be used in two ways. Initially, it 

can be used for immediate symptom relief alone without maintenance treatment (Step 1). 

Additionally, this combination can be used both for symptom relief and maintenance by 

adding additional doses, and relief can be achieved with a single inhaler (Steps 2 and 3). This 

change has led to the emergence of a new term, anti-inflammatory reliever (AIR) therapy, to 

describe the use of budesonide/formoterol as a reliever medication, with or without 

maintenance budesonide/formoterol therapy. It is recommended that all adolescents and adults 

with asthma be prescribed an ICS, but those who are not taking budesonide/formoterol should 

receive either an ICS or a combination of an ICS/LABA as an alternative to a SABA, both of 

which require two inhalers (Beasley et al., 2020). 

In general, add-on asthma medications are not routinely recommended, but they may 

be appropriate for certain types of patients, such as those with mild symptoms who cannot 

tolerate an ICS and those with severe, uncontrolled asthma. Add-on medications include 

Montelukast, Sodium Cromoglicate (Intal Forte), and Nedocromil (Tilade) for mild asthma, 

and Tiotropium, oral corticosteroids, and a high dose of ICS for severe asthma. Children with 

poorly controlled asthma may require repeated courses of oral steroids, which may result in 

steroid-related side effects such as weight gain, diabetes, psychological side effects, 

hypertension, and an increased risk of infection (Jat & Gupta, 2022). 

Often, the terms asthma management and asthma control are used synonymously.  

The management of asthma is typically focused on symptom control, maintaining normal 

activity levels, and minimising asthma flare-ups, lung damage, and medication side effects. 

Asthma control is determined by the frequency of asthma flare-ups, the degree to which 

symptoms interfere with activity and sleep, and the frequency of the need for reliever 

medications (GINA, 2021). Good asthma control is defined by the absence of symptoms or 

the presence of very mild symptoms, no emergency department (ED) visits, the absence of 
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making that can lead to better treatment adherence, improved health outcomes, and higher 

patient and family satisfaction. The findings encourage clinicians, researchers, and 

policymakers to develop culturally safe child/family-centred interventions to address the 

specific needs of SA immigrant children with long-term conditions. 

Introduction 

SA countries continue to be the main sources of international migration (Batra et al., 

2019). Geographically, South Asia comprises countries such as Pakistan, India, Nepal, 

Bhutan, Bangladesh, and Sri Lanka (Mann, 2014). However, countries differ in their 

definition of the SA group. For instance, in NZ, the term SA also includes people of SA 

descent who are from Malaysia, Fiji, and other countries (Didham, 2010). In the UK, the SA 

group refers mainly to the population from the Indian sub-continent (Liu et al., 2016). Despite 

geographic, religious, and linguistic differences, SAs share many unique cultural norms and 

social values that may influence their healthcare beliefs and practices (Ramaswamy et al., 

2019). The growth of SAs worldwide, along with the increased burden of LTCs among 

children, has implications for health service delivery (Liu et al., 2016). In addition to the 

difficulties encountered by any parent of a child with a LTC, the context of being an 

immigrant makes some experiences, especially daunting (Englund & Rydström, 2012). 

Background 

SA immigrant children are particularly vulnerable in terms of morbidity and mortality 

from LTCs (Lakhanpaul et al., 2020; Zechella & Raval, 2016). For example, SA children in 

the UK are more likely to present with uncontrolled asthma symptoms and become 

hospitalised with acute asthma exacerbations compared with their White British counterparts 

(Lakhanpaul et al., 2020). These hospitalisations are often identified as potentially 

preventable. Similar ethnic disparities in asthma outcomes have also been noted in the USA, 

NZ, and Canada (Benchimol et al., 2015; Lakhanpaul et al., 2020; Mehrotra et al., 2014; 

Mehta, 2012).  
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of its kind to explore SA children's and their family carers' experience of LTC in their host 

country. 

Simultaneously, listening to the voices of SA immigrant children with LTCs is as 

important as that of their family carers to effective management (Lakhanpaul et al., 2019). 

However, studies on childhood LTCs among SA immigrants predominantly focus on the 

voices of family caregivers and HCPs. Only a few studies seek to give voice to SA immigrant 

children. This is despite Article 12 of the UNCRC, which articulates the significance of 

giving voice to children in all matters affecting them (Lakhanpaul et al., 2019). The current 

review addresses this gap by examining studies with first- and second-generation SA 

immigrant children and young people, as well as studies involving first-generation SA family 

caregivers. 

Conceptual Framework 

The tenets of social constructionism served as the conceptual framework to conduct 

this review. First introduced by Berger and Luckmann, social constructionism is based on the 

principle that the meanings of social reality are not discovered but constructed by people as 

they interact in a given context. This concept is widely used to explain the concept of illness 

(Berger & Luckmann, 1991; Burr, 2003; Conrad & Barker, 2010). Burr (2003) considers 

illness as a socially constructed phenomenon rather than a fixed physiological entity. 

Perceptions of illness vary with the values, beliefs, and norms of the group of people being 

studied. Social constructs related to illness differ not only with groups of people but also with 

place and time. For example, people's constructs about an illness may vary as they move 

settings such as when they migrate (Berger & Luckmann, 1991; Burr, 2015). There may also 

be a change in these constructs as they experience illness over time. For instance, following 

diagnosis, people may regularly seek and process new information about the condition, which 

may result in a change in attitude towards the illness and resultant behaviour (Burr, 2015; 

Gergen, 2015; Gupta, 2010). The current integrative review posits that SA immigrant children 
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with LTCs and their family caregivers construct their own interpretations of reality and shared 

meanings about various LTCs. These constructs exist in a specific social, cultural, and 

historical context and may change over time (Burr, 2015; Gergen, 2015). 

The Review 

Aim:  The aim was to synthesise primary research on SA immigrant children's and 

their family carers' beliefs, practices, and experiences of childhood LTCs. 

Design: The modified integrative review framework developed by Whittemore and 

Knafl (2005) guided this literature review. The main feature that distinguishes an integrative 

review from other types of literature reviews is its scope; the flexibility in including diverse 

methodologies (both quantitative and qualitative), empirical and theoretical literature. High 

quality integrative reviews can guide the development of evidence-based policy and practice 

initiatives and make recommendations for future research (Knafl & Whittemore, 2017).  

Integrative reviews play a key role in transcultural nursing as they allow exploration of 

complex inherent concepts related to the health-related beliefs and practices of people from 

diverse backgrounds (Whittemore & Knafl, 2005). However, the key challenge in conducting 

an integrative review is ensuring rigour as it combines a large volume of data from primary 

research that employs various methodologies. To address this issue, Whittemore and Knafl 

(2005) and Knafl and Whittemore (2017) developed systematic methodological strategies 

specifically for each stage of the review process, thus making it popular as a standard 

framework for undertaking integrative reviews. 

Search Methods: Five electronic databases were searched:  CINAHL, MEDLINE, 

PsycINFO, PubMed, Scopus, and Web of Science. The following keywords and phrases  

were used: asthma, wheeze, respiratory, eczema, cancer, diabetes, autism, developmental, 

congenital, illness, sickness, health, chronic, long term, South Asia, India, Pakistan, 

Bangladesh, Punjab, Gujarat, child, paediatric, adolescent, teenage, young adult, migrant, 

immigrant, care giver, carer, caregiver, parent, and family. Modifications were made to the 





https://doi.org/10.7326/0003-4819-151-4-200908180-00135
https://doi.org/10.7326/0003-4819-151-4-200908180-00135


THE IMMIGRANT CHILD IN A TUG-OF-WAR 86 

 

Data Abstraction and Synthesis: A data display table was used to present the data 

extracted from each study, which included information on the author, year of publication, 

country, study objectives, sample characteristics, chronic condition, study design, research 

methods, and key findings. Data analysis involved identifying the constructs of beliefs, 

practices, and experiences from each study. A constant comparison approach was employed 

to facilitate the identification of patterns, variations, themes, and relationships when analysing 

the data. The main findings were categorised into three themes: (1) cultural beliefs; (2) 

religious, spiritual, and CAM practices; and (3) care and support of the child. 

Results 

Characteristics of the Studies: Table 4 shows the characteristics of the 14 studies 

included in the final review. Most studies were qualitative (n = 13) and used a wide range  

of methodologies such as IPA, GT, case report, descriptive design, constructivist 

interpretative paradigm, and ethnography. The only quantitative study included in the review 

used an online survey. Most studies were conducted in the UK (n = 8) with the rest conducted 

in the United States (n = 4), Canada (n=1) and Ireland (n = 1). The LTCs included: asthma (n 

= 3), autism (n = 3), cancer (n = 1), beta-thalassemia major (n = 1), and developmental 

disabilities/intellectual disabilities (n = 6). The age of participants ranged from 2 to 23 years. 

The majority of studies had parents or grandparents as informants (n = 11). One study 

included a comparison group of 17 White British parents. Two studies included children as 

the sole participants, one study was a case report on children, and another study included a 

child-parent dyad as the focus of observation for an ethnographic study. The sample size 

ranged from 3 to 66, with a total of 266 participants. 
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Postscript to the Manuscript 

This integrative literature review identified several key concepts, including SA 

immigrants' beliefs, practices, and experiences with various LTCs, acculturation issues, the 

significance of culturally safe care, and the notion of a social constructionist approach to 

illness. In chapter six, I will discuss and explore further the findings of this review. 

The purpose of the integrative review in the context of this study was to advance 

theoretical sensitivity in the field of LTCs. However, the majority of papers in the integrative 

review focused on the caregiving experience of parents of children with developmental 

disabilities. It could be argued that such conditions are mental and behavioural disorders 

(ICD-10) and as such would provide limited insights into the challenges of managing LTCs in 

childhood.  In spite of this, I found these papers to further enhance my theoretical sensitivity 

(explained in chapter four) as they primarily discussed the process of cultural clash among SA 

immigrants caring for children with developmental disabilities when they attempted to 

integrate their traditional SA cultural values into Western care approaches. These papers 

ultimately led to a better understanding of the complexities and nuances of SA culture when it 

comes to caregiving. 

Summary 

Chapter two, together with the first, outlines the sociocultural, historical, and 

theoretical context of the study. This chapter has included literature reviews at three distinct 

phases of the study: the preliminary phase, the data collection and analysis phase, and the 

theoretical integration phase. The integrated literature review revealed a dearth of studies 

conducted on Indian immigrant children's asthma, justifying the current study. The next 

chapter provides an overview of the research methodology used to conduct this study. 
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stance.  Thus, social constructivism is closely related to social constructionism, or they are a 

part of a continuum.  

Although Charmaz refers to her GT as a constructivist GT, she clarifies her stance in 

her 2014 book as a social constructionist. Her choice of the constructivist label for her style of 

GT was a result of her disagreement with some of the approaches of early social 

constructionists (the absolute relative stance by radical constructionists) (Charmaz, 2014). In 

other words, her construct of constructivist is that of social constructionist. Furthermore, 

Charmaz (2014) acknowledges that her version of CGT incorporates elements of both social 

constructionism and social constructivism. Social constructionist version of GT enabled my 

role as an integral part of the research to be acknowledged. Therefore, emphasis was placed 

on the analysis of participant experiences/constructions and perceptions of phenomena in light 

of the context in which they exist, along with a focus on the researcher as an integral part of 

the research process (Charmaz, 2014; Ward et al., 2015). Given that I was researching with 

children in this study, my choice of social constructionism over constructivism may be 

questioned, given the latter's synergy with developmental connections to childhood and 

knowledge acquisition. This question can be addressed by emphasising the continuum along 

which social constructionism and social constructivism coexist (Charmaz, 2014; Ward et al., 

2015).  

In this research, given the strong collectivist nature of Indian culture, I believed that 

the asthma experience of the participants could not be restricted to a merely individual or 

biomedical context. Indian immigrants' perceptions, beliefs, and practices about asthma may  

be influenced by multiple factors, including wider structural influences, their sociocultural 

backgrounds, and social interactions (Hudson et al., 2016; Lakhanpaul et al., 2020; Mehrotra 

et al., 2014). Reality, according to social constructionists, is a product of both individual and 

social experience. I confirmed that a social constructionist approach would be a better choice 

for this study than a social constructivist approach because focusing solely on the individual 
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others. Pragmatists consider reality as true if it allows people to make satisfactory relations 

with their experiences (Kaushik & Walsh, 2019).  

Pragmatism, according to Mead (1936), is a "practical sort of philosophy" (p. 

352). Goles and Hirschheim (2000) explain this with an example. Positivistic researchers 

always consider an object with a flat surface and four legs as a table, regardless of how it is 

being used. In the case of constructivists, they consider a table as a table if they eat off it,  

a platform as a platform if they stand on it, and a bench as a bench if they sit on it. However,  

a pragmatist defines these objects based on their usefulness for them. For example, the object 

will be defined as a table if they plan to eat off it, a platform if they plan to stand on it, and a 

bench if they plan to sit on it (Goles & Hirschheim, 2000). Therefore, for a pragmatist, the 

definition of an object is not based on what it is or how it is being used, but rather on how it 

helps the pragmatist achieve their purpose (Kaushik & Walsh, 2019). Nursing is a practice-

oriented profession, so a pragmatist approach to nursing is most effective. 

Different Versions of GT 

Most researchers use the term versions or variants when talking about different types 

of GT (Reichertz, 2019; Rupsiene & Pranskuniene, 2010). There are three distinct versions of 

GT. These include the perspectives of Barney Glaser, Anselm Strauss and Juliet Corbin, and 

Kathy Charmaz. These versions differ significantly in three areas: philosophical perspectives, 

methods of engaging with the literature (refer to chapter two), and coding procedures (refer to 

chapter 4) (Gibson & Hartman, 2013).  

Glaser and Strauss introduced GT in the 1960s when they were doing a collaborative 

research project entitled Awareness of Dying (Glaser & Strauss, 1967). The study examined 

the process of dying and explored the interactions between medical staff and terminally ill 

patients in hospices. During the research project, they realised that the formulation of a theory 

would be more appropriate than testing preexisting theories (Glaser & Strauss, 1967). This led 

to the development of GT methodology, which they considered efficient enough to bridge the 

https://www.mdpi.com/2076-0760/8/9/255/htm#B41-socsci-08-00255
https://www.mdpi.com/2076-0760/8/9/255/htm#B41-socsci-08-00255




















THE IMMIGRANT CHILD IN A TUG-OF-WAR 128 

 

 









THE IMMIGRANT CHILD IN A TUG-OF-WAR 132 

 

Article 12 (respect for the views of the child) states: 

Parties shall assure to the child who is capable of forming his or her own views the 

right to express those views freely in all matters affecting the child: the views of the 

child being given due weight in accordance with the age and maturity of the child. 

(UNICEF, 1989, p. 4) 

Article 13 (freedom of expression) reinforces Article 12 and states: 

The child shall have the right to freedom of expression; this right shall include 

freedom to seek, receive and impart information and ideas of all kinds, regardless of 

frontiers, either orally, in writing or in print, in the form of art, or through any other 

media of the child's choice. (UNICEF, 1989, p. 4) 

Article 12 should be interpreted in conjunction with Article 5 of the UNCRC (Lundy 

& McEvoy, 2012). Article 5 points out the rights of adults in providing proper guidance and 

direction to the child which is consistent with the evolving capacities of the child. Adults' 

rights over the child are expected to gradually lessen and eventually stop as the child matures. 

The UNCRC acknowledges children's legal status as minors while also enabling adults to act 

as advocates, mediators, proxies, and interpreters as needed (Ford et al., 2018; Lundy & 

McEvoy, 2012; Mutambo et al., 2019). Therefore, the people with whom children develop 

close relationships play a key role in their life as they structure children's lives and give 

meaning and direction to their experiences. These relationships and the key role they have are 

commensurate with Vygotsky's sociocultural theory of cognitive development (Smith, 2013). 

Vygotsky, a Russian psychologist, claimed that children actively construct knowledge 

through collaborative activity. He associated the influence of sociocultural environment to 

children's cognitive development and questioned the notion of universal child development by 

Jean Piaget (Greig et al., 2013). Piaget's staged account of a child's cognitive development 

emphasised how children constructed their perspectives of the world through individual 

activities. His theory received criticisms for restricting understandings of children's 
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alone, allowing for a richer and more complex understanding of children's experience of 

asthma (Mah et al., 2020). Children chose what they wished to draw about their asthma and 

were given the option of guiding discussions about it. Most children enjoyed these techniques, 

which facilitated the establishment of rapport between IS and the children. IS did not employ 

any strict guidelines when it came to discussing their drawings. While some children talked as 

they drew, others talked about their pictures once they finished. Drawing enabled the 

elicitation of either abstract or tacit information. Some examples from the study included 

seemingly mundane activities and emotional insights that were difficult to elicit. Additionally, 

these techniques allowed IS to focus on what was important to them during their illness 

journey (Driessnack, 2006; Mah et al., 2020; Poku et al., 2019). 

The study also included photography, in which children were encouraged to 

photograph anything about their asthma experiences that they felt significant. This method 

acknowledged children's agency as it allowed children to take photographs of their own 

choice and to lead the conversation based on the photographs they produced. As children are 

the most knowledgeable about the photos since they are the ones that owned them, they are 

more likely to speak confidently about their pictures and lead the conversation, ensuring a 

more effective co-construction process. (Poku et al., 2019). However, IS was conscious of the 

potential influence of family members and friends on the capturing of the photographs, as 

they may guide them about what to take or which photographs to be shared for the research. 

While data collection methods such as interviews demand timely responses, creative 

activities such as drawing and photography may be more leisurely, allowing children to think 

more critically about the response that they provide (Freeman & Mathison, 2009). As the 

proverb says, A picture paints a thousand words, some pictures yielded a comprehensive idea 

of children's asthma experience (see Figures 13 and 14). Pseudonyms and participant codes 

are used for participants' names throughout the article to protect their anonymity (see Table 11 

[p. 205, chapter 5] for participant demographics). 
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his choice of using the inhaler despite her preferences. Rekha, his mother, was originally 

hesitant to start the inhaler for her child because she was concerned about the adverse effects. 

Despite her constant attempts at various traditional asthma management methods, he refused 

to follow them and preferred to utili se the inhaler instead. During the interview, Ryan showed 

the researcher his inhaler decorated with stickers. He treated the inhaler as if it were a toy. 

Figure 19 

Drawing by Nehan (C4/8Y/M) 

 

There are, however, some drawbacks to using these techniques. As a researcher, one  

has no control over what images children might capture, so they may use the camera 

inappropriately, and some may consider taking pictures that have no relation with your 

research topic. In the case of drawing, a child may draw what is easy for them to portray. For 

example, Nehan drew a picture totally unrelated to the topic (see Figure 19). However, he was 

so interested in the activity of drawing that he wanted IS. and his mother to guess what he was 

drawing when he was doing it. Nehan was shy at the beginning of the interview, but the 

drawing activity facilitated the establishment of rapport between us, and he took the lead 

throughout the whole interview process from the start. 
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Postscript to the Manuscript 

In this article, the authors propose CGT as a valuable approach for designing and 

implementing research that explicitly integrates and empowers young participants as co-

producers of knowledge. The article illustrates how CGT methodologies can produce high-

quality data when conducting research with children. The use of child-sensitive data 

collection methods may provide children with a sense of agency during the research process.  

As a result of the emergence of the UNCRC and the latest sociological models of 

childhood, children who were previously considered vulnerable are now expected to be 

knowledgeable about their health and to take part in research that will benefit them (Cudjoe et 

al., 2021; Cuevas-Parra et al., 2020; Eastham & Kaley, 2020; Lundy, 2018). The exclusion of 

children with chronic illnesses from research was based on the assumption that it was difficult 

for them to understand complex issues and make informed decisions. This assumption has 

been challenged and it is now recognised that children have a right to make decisions about 

their own health. As mentioned earlier, the new sociology of childhood has been influential in 

this transition as it holds that children are both social agents and individuals in their own 

right, not merely subordinates to adults (Freeman & Mathison, 2009; Mah et al., 2020).  

It is increasingly recognised that children are expert participants in contemporary 

research, capable of comprehending their own experiences and recounting them regardless of 

their disabilities or impairments (Mah et al., 2020). It is now known that children are capable 

of making informed decisions and defending themselves when they have access to reliable 

sources of information. Consequently, researchers are now seeking to involve children in the 

research process, allowing them to take part in the design and decision-making of research 

process. This shift has been driven by a growing recognition of the rights of children and the 

importance of their voices in the research process. It has also been inspired by the fact that 

children are often the focus of research, and they should have a say in how the research is 
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March 26 to May 27, 2020, a regionalised alert level change was enacted (Unite against 

COVID-19, 2022). I was able to acquire a pool of potential participants by the time the 

lockdown was implemented. I had already conducted six interviews prior to the lockdown.  

Lockdowns, alert level changes, social distancing regulations, and university research 

restriction policies greatly impacted face-to-face interactions, such as in-person interviews. I 

did not conduct any in-person interviews during the lockdown. I offered the participants the 

option of online video interviewing using the videoconferencing platform Zoom if they 

wished to participate during this period. To minimise in-person contact, I offered Zoom 

interviewing for all the participants from my seventh interview onwards. Since people with 

asthma are especially susceptible to COVID-19 and its associated health complications,  

I informed those who had already consented to the study that they could opt-out if they did 

not feel comfortable with the evolving pandemic situation. Those who preferred in-person 

interviews were given the option of waiting until the alert level measures were relaxed before 

scheduling interviews. I ensured that all the interviews followed COVID-19 isolation 

precautions. 

Only two participants preferred online Zoom interviews. They received an email 

containing the details of the online meeting, including the date, time, and instructions on how 

to access the video conferencing platform. In order to ensure the privacy and confidentiality 

of the information that was collected, several procedures were put in place. For instance, each 

meeting had a unique meeting ID and password. Furthermore, at the beginning of each 

meeting, the session was locked. The meeting was thus protected from interruptions by 

uninvited guests (i.e., Zoom raiding or Zoom bombing) (Eigege et al., 2022). At the beginning 

of the Zoom interview, I obtained participants' consent to audio record the interview. 

Participants were informed that their video would not be captured and that the interview 

would be recorded using an audio recorder instead of Zoom. It is not possible to record audio 
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conducting an interview without a detailed work plan may be fraught with potential 

difficulties, particularly for novices. There is a possibility that this approach could lead to 

inappropriately timed, intrusive questions being asked by researchers with unquestioned 

preconceptions. Thus, it is often advantageous for novice researchers to develop a 

comprehensive interview guide to provide them with a quick reference in case of 

forgetfulness or nervousness (Charmaz, 2014). 

Using an interview guide facilitated a comprehensive and systematic exploration of the 

research topic and kept the interview on track and focused. The questions that I formulated 

were open-ended, broad, and nonjudgmental. I did not adhere rigidly to the interview guide.  

The questions were not asked in a set order, which varied depending on the responses of the 

participants. I always stayed attentive to the main concerns expressed by the participants, 

remained open to new information, and searched for and clarified key patterns and processes 

in the data. As a result, the interview guide was frequently modified throughout the data 

collection process (Birks & Mills, 2015; Chenitz & Swanson, 1986). After a few interviews,  

I became more comfortable disregarding the interview guide. When participants had 

completed their stories, I asked probing questions. Additionally, I carefully reviewed the 

interview guide and ensured that nothing had been missed. The use of this strategy prevented 

me from ignoring the participants' reality in order to meet my own agenda (Charmaz, 2014; 

Chenitz & Swanson, 1986).  

Interview Techniques: Interviewing intensively served as a fluid method of discussion 

that provided an area in which ideas and concerns could arise and be addressed  

immediately following their emergence. Listening carefully, observing sensitively, and 

encouraging participants to speak were the strategies I employed. I was aware that 

participants could exert control over the content of the interview by avoiding areas that might 

prompt probing questions. Particularly, this problem occurs when sensitive topics are 

discussed during the interview or when participants believe that the interviewer will 
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However, in certain situations, it may be appropriate to remove the hat of the researcher 

and put on the hat of the nurse. In one instance, one of the family caregivers had an incorrect 

understanding of the content of the Ventolin (Salbutamol) inhaler and expressed his concern 

that it had a high steroid content. In the course of the interview, I did not attempt to establish 

accurate information, as this would have affected subsequent responses or given the 

participant the perception that they did not possess accurate information. In this case and 

similar context, I asked a sensitive and nonjudgmental question at the end of the interview to 

clarify their misunderstanding. Furthermore, the family carer was also directed to various 

online asthma education resources, as well as to the child's GP, for further clarification 

(Chenitz & Swanson, 1986). I also referred the participants to relevant support networks when 

further guidance was required. A family caregiver, for example, was unaware of the asthma 

action plans in schools. I recommended that they contact the school staff for further guidance. 

Interviewing Participants with English as a Second Language: If researchers do not 

speak the participants' languages, they may employ interpreters. The translation may, 

however, distort or obscure the meanings of the participants' perspectives. There are many 

languages spoken in India. I am only familiar with my regional language. Therefore, I chose 

participants who are fluent in English in order to eliminate the need for interpretation and 

translation. All the child participants spoke English fluently. While most family caregivers 

were fluent in English, there were a few times when I had to pay close attention to the 

language. If participants cannot be understood clearly, the richness of the data collected can 

be limited. In these situations, I requested the participants to repeat their responses to ensure 

that their intended meaning was accurately captured. 

Interviewing Participants from the Same Ethnic Background: Interviewing people 

from similar ethnic backgrounds was helpful. Regular memoing and discussions with my 

supervisors allowed me to guard against forcing of my received knowledge and experience 

into the developing theory. The process of writing about my experiences and the knowledge I 
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regarding children's ability to give consent depending on their age (Medical Council of New 

Zealand [MCN], 2011). The Code of Health and Disability Services Consumers' Rights does 

not state any specific age for consent in the case of minors and assumes that all healthcare 

consumers are competent to give informed consent and make an informed choice unless there 

are particular circumstances in which they are not able to do so (MCN, 2011). Furthermore, 

research with children suggests that chronological age and competence are not related. 

Children are more likely to make informed decisions if they receive adequate information in 

terms they can understand (MCN, 2011; van Rooyen et al., 2015). Nine children under the age 

of 16 were included in the study, and informed assent was obtained from them. 

Children and family carers were informed that they did not have to take part in the 

study if they did not wish to, and that their treatment would not be affected in any way by this 

decision. It is also likely that children may be too frightened to say "No" due to power 

imbalances between adults and children (Davidson, 2017). If a child declined to participate in 

the study, their rights were respected regardless of whether their caregivers wanted them to 

participate or not. Furthermore, I informed the participants of their right to withdraw from the 

study at any time during the study (Corbin & Strauss, 2015).  

Participant Safety and Well-being 

My experience as an RN made me proficient in both therapeutic communication and 

conducting interviews. I was able to assess and monitor participants' well-being throughout 

the interview process. If a participant became upset or distressed during the interview, I had a 

plan ready to give them a break, end or reschedule the interview, or give them the option to 

withdraw from the study. As part of the interview, time was allocated for debriefing 

(Brinkmann & Kvale, 2018). I had the plan to seek immediate assistance from the family 

carers if the children became distressed. The purpose of allowing family carers to participate 

in their child's interview was to ensure their child's comfort during the interview. In this study, 

participants did not exhibit or report any distress during the interviews. 
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be confused with high-level categories, which are constructed following the development of 

focused codes. A minor conceptual category is a low-level category that may be developed 

during the initial coding phase (Oktay, 2012; Qureshi & Ünlü, 2020; Willig, 2008). These 

low-level categories consisted of related codes that appeared consistently in the data and  

shared similarities. The newly constructed initial codes were then classified into these minor 

conceptual categories. This strategy helped me advance to the next cycle of coding. Focused 

codes, or the next level of codes, were developed from the initial codes grouped under these 

minor conceptual categories (Oktay, 2012; Qureshi & Ünlü, 2020; Willig, 2008). As a novice 

qualitative researcher, I found this approach effective for managing the large amount of data 

generated by the initial interviews (see Figure 20). In order to indicate the various codes and 

their corresponding minor conceptual categories, I used different coloured shadings. 
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Figure 20 

Minor Conceptual Categories and Colour Shading 
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about them, and developed tentative answers, which I later refined as I collected more data. 

By using the main tenets of GT methodology as a guide, I successfully developed concepts 

from a low-level to a higher level. 

Concurrent Data Collection and Analysis 

The unique characteristic of GT that distinguishes it from other research designs is the 

concurrent data collection and analysis (Birks & Mills, 2015). Concurrent data collection  

and analysis provides the basis for a robust GT, as it facilitates the development of theory by 

sequentially elevating the level of abstraction. My interviews were planned in such a way that 

I had ample time to transcribe and analyse the data before moving on to the next interview. 

Conceptual insights that were constructed from the ongoing analysis guided the selection of 

participants and determined the type of data to be collected next (Carmichael, & Cunningham, 

2017; Charmaz, 2014). Concurrent data collection and analysis, accompanied by memoing, 

leads to new levels of inquiry due to increasing theoretical sensitivity. Memoing and 

theoretical sensitivity are discussed in the following sections. 

Memo Writing: Memos are usually documented in the form of research notes or 

diaries (Birks & Mills, 2015; Charmaz, 2014). According to Remenyi (2014), memos are 

analogous to cement in the way they bind together various building blocks of GT research. 

Memos served as records of how my thinking evolved over the course of this study. The 

content of my memos ranged from a simple description to a detailed analysis. The journal 

article presented in the first chapter contains some examples of reflective memos that I 

composed prior to conducting the data collection. Throughout this thesis, I have incorporated 

a variety of memos written during various phases of this study. The following is a simple, 

descriptive memo that I wrote after my interview with the first child participant regarding the 

challenges I encountered during the interview. 
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Novice GT researchers may confuse the concept of theoretical sampling with the 

iterative process of GT. I started with purposive sampling and moved to theoretical sampling 

once there were some preliminary categories in place and as the data showed gaps and 

hunches which needed to be filled. In other words, I selected the participants based on their 

potential contribution to the theoretical concepts evolving from the collected and analysed 

data (Charmaz, 1995; Corbin & Strauss, 2015; Glaser & Strauss, 1967). In the following 

memo, I explain why I selected Shekar for the study among the other potential participants. 

Memo 2 /8/2020:  My Next Participant, Shekar 

Next, I plan to interview Shekar, who is a 15-year-old boy. Shekar migrated to NZ two 

years ago, when he was 13. Mandeep, the 16-year-old girl whom I interviewed before, was 

born and brought up in NZ. Her perspectives on asthma were mostly based on NZ experience, 

although her talk reflected the impact of Indian cultural beliefs on asthma management 

decisions. Having immigrated recently, I expect Shekar to contribute more about his 

experiences with asthma in India versus NZ. Although I have interviewed children who 

migrated from India, they moved at a young age, and thus, they could not explain in detail or 

recollect much about their experiences in India. 

I am also interested in knowing how independent Shekar is with his asthma 

management decisions and the influence of the family caregivers/extended family members on 

his asthma management behaviour at this age. I expect to hear from Shekar about various 

evolving concepts in the data, such as the stigma about the condition, attitudes towards 

inhaler use, hot-cold beliefs, sources of support, cultural beliefs, healthcare system 

differences, etc. I expect that he would be able to greatly contribute to my evolving categories. 

As initial coding progressed, I applied theoretical sampling to explore and validate the 

concepts that were identified in the early analytic phase (Charmaz, 2014). I utilised theoretical 

sampling in order to verify and elaborate the boundaries of the categories and to specify 
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temporarily suspended visas for parent categories in the recent past. All the family carers I 

interviewed or identified as potential participants were the children's parents. Some of the 

participant children had previously lived with their grandparents, who had been sent back to 

India due to the uncertainty of the pandemic situation. 

Intermediate or Focused Coding 

Intermediate coding is the second stage of data analysis (Birks & Mills, 2015). 

Charmaz used the term focused coding to refer to the intermediate coding method. Focused 

codes are those codes that appear most frequently in the initial codes or have a greater 

significance. Focused coding allows researchers to synthesise, analyse, and conceptualise 

large sections of data (Charmaz, 2014). Hence, focused coding refines and condenses the 

collected data while also igniting the central concepts of the ongoing analysis.  

One of the objectives of focused coding is to determine the adequacy and conceptual 

strength of initial codes. The assessment of initial codes involves comparing them with the  

data and identifying those codes with greater analytical potential. Table 10 shows how I have 

developed the focused code of learning through trial and error by constant comparative 

analysis. 

Table 10 

Development of the Focused Code of Learning through Trial and Error 

Data Initial Code Focused Code 

She [her mother] asks me 

to do steam inhalation 

with Vicks when I get it 

[asthma flare-ups], then 

oranges, warm food, and 

water. Gives me cough 

syrup when I get it, but 

no inhalers. (C10, 12/F) 

 

Personalising management 

strategies 

Learning through trial-and-error  
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not, what else was going on? Where were these codes leading the data to? What meaning did 

participants intend with their stories represented by these codes?  

Constructing the code of clashing cultures was a defining moment for me. I quickly 

realised that this code explained much more than what I had attempted to explain through the 

concept of stigma. Additionally, this code answered my earlier questions. The code of 

clashing cultures provided a more comprehensive analytic view of all the related codes. 

Using this code, I was able to express what I had inferred and understood but could not 

conceptualise. I could not find a suitable term to explain the stories I heard from the 

participants before the development of this code. This code explained a number of the earlier 

codes and described the incidents those codes represented. I found out that this category 

subsumed a number of initial codes describing the participants' feelings of shame, blame, 

and/or discrimination. I was also able to establish a clear connection between the concepts of 

shame, blame, and/or discrimination and the idea of clashing cultures. 

Glaser and Strauss (1967) suggest that saturation is not essential for all categories; 

however, saturation is critical for what they refer to as core categories. After identifying the 

core category, theoretical sampling was limited to collecting data that would theoretically 

saturate the core category and its related subcategories. By following this method, I was able 

to refine and fully integrate each theoretical component, which resulted in a higher level of 

conceptual abstraction (Birks & Mills, 2015). As more data were gathered, I compared 

concepts and codes with the core category and with each other to determine consistencies, 

differences, and the theory's parameters. The data collection continued until I was confident 

that my theory was conceptually dense and that I had reached theoretical saturation. Thus, in 

the later stages of analysis, data gathering became highly focused (Birks & Mills, 2015; 

Charmaz, 2014; Chun Tie et al., 2019). 







THE IMMIGRANT CHILD IN A TUG-OF-WAR 199 

 

and I too felt the same. I went back to my data and compared the metaphor against the raw 

data, doing a kind of high-level comparative analysis. It was a pleasure to see how the term 

explained most of the cases. 

Mapping all the focused codes highlighted other significant initial codes, such as 

personalising management strategies, holding onto culture, being a victim of stigma, being 

culturally coached, providing special care, imposing restrictions, developing a sense of being 

different, being influenced, being stigma coached, etc., which were explored further in the 

upcoming interviews. During the mapping process, it became obvious that all these codes and 

associated categories could be related to the theoretical code of clashing cultures or the 

metaphor of tug-of-war. Figure 21 illustrates this pattern. 
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Figure 21 

Mapping Process of Clashing Cultures/Tug-of-War 
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Clashing cultures was therefore developed as a core category following a multifaceted 

process which included additional interviews, constant comparison with initial codes, and 

comparison of codes with categories and categories with categories. I then went on to write a 

memo (Figure 22), in which I examined what I already knew about the core category from  

the data, as well as what required further exploration. In this way, the theoretical leads were 

identified, which in turn determined the questions to be addressed in subsequent interviews. 

Figure 23 illustrates the final discussion of the analytic work. 

Figure 22 

Memo 17/6/2020 The Immigrant Child in a Tug-of-War 
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Figure 23 

Final Analytic Work 
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Figure 24 

A Messy Diagram Drawn during the Focused Coding Phase 
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Figure 26 in chapter five shows the diagram representing my final GT. In the final GT, 

I used diagramming to illustrate the relationships between the core category and the other 

categories. Additionally, diagrams can be employed to identify the properties and dimensions 

of categories and subcategories. Figure 25 shows how I attempted to conceptualise the 

developing concept of stigma. 
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Figure 25 

Diagramming to Develop the Concept of Stigma 
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also being transparent and open about the methodology, methods, and results (Birks & Mills, 

2015; Charmaz, 2014).  

Researchers' expertise, methodological congruence, and procedural precision are 

important quality considerations for a GT study (Birks & Mills, 2015). Since I was a novice 

grounded theorist, I read seminal books on GT before I began my study and attended GT 

workshops in order to gain sufficient knowledge about the methodology. I ensured that my 

PhD supervisory team included expert grounded theorists. A further important quality 

consideration is the transparency regarding the methodology and methods used during the 

study. If a study claims to be a GT study, it is important for it to demonstrate the use of main 

tenets of the methodology such as coding (initital, focused, and advanced), the constant 

comparative method, concurrent data collection and analysis, memoing, and theoretical 

sampling (Birks & Mills, 2015; Charmaz, 2014). Several examples have been presented in the 

current chapter to illustrate how I adhered to the main tenets of GT. 

Several other strategies were used throughout the study to ensure rigour. I adopted 

purposive sampling initially to obtain a diverse sample based on various factors such as the 

child's age, immigration status, duration of diagnosis, religious affiliations etc. I chose this 

sampling approach to ensure varied perspectives and avoid the potential for homogeneity of 

the sample. I transcribed all interviews verbatim to ensure accuracy. As a result, I was able to 

capture nuances and contextual information that would have been lost if someone else had 

done the transcription. Moreover, self-transcription enabled me to stay close to the data and 

make more accurate conclusions based on it. Memos, fieldnotes, and constant comparative 

methods accompanied with line-by-line coding ensured grounding of the theory in the data. 

These methods also ensured that I did not impose my own preconceived notions on the 

developing theory. Along with regular memoing, the use of diagrams and regular discussions 
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with my supervisors assisted me in refining and clarifying key concepts as my analysis 

progressed, as well as providing an audit trail of the theory development.  

Furthermore, theoretical sampling enabled participants to implicitly participate in the 

verification of conceptual ideas that were developed during theory generation and confirm 

that the interpretation of the data was consistent with their experience and understanding. 

Abductive reasoning also served as a valuable tool for generating and evaluating ideas, which 

enabled me to ensure that the resulting theory was meaningful and would have real-world 

applications. By engaging in this iterative process, my theoretical sensitivity was enhanced, 

and I ensured that the developing theory was valid and reliable. Moreover, the developed 

theory resonated with participants and other people from similar circumstances which 

demonstrated that my interpretations reflected participants' intentions. Thus, the theory 

appeared to be plausible, applicable, and accurate.  

This study also applied Charmaz's (2014) four criteria for evaluating quality, which 

included credibility, originality, resonance, and usefulness. The criterion of credibility 

establishes that the constructed theory is a true interpretation of the participants' views. 

Originality is attained through the discovery of new knowledge and insights into the topic 

under investigation. (Charmaz, 2014; Korstjens & Moser, 2018). The criterion of resonance 

can be established by developing a theory that makes sense to people in similar 

circumstances. Usefulness refers to the contribution of new knowledge as filling the existing 

knowledge gap and enhancing existing healthcare systems. Usefulness also refers to the 

capability of the GT to be utilised in various fields, including health care, education, 

administration, and future research (Charmaz & Thornberg, 2021). It is likely that the final 

theory will have a higher resonance, usability, and value in the future if the researcher is 

successful in meeting the criteria of originality and credibility (Charmaz, 2014). These criteria 
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will be discussed in more detail in the conclusion chapter once the results and theoretical 

model have been presented. 

Use of NVivo 20 

NVivo 20 was primarily used for data management and not data analysis. NVivo was 

used to organise, reorganise, and manage voluminous interview data. I utilised many of the 

functions, including data recording, sifting, and sorting, which allowed me to focus on the 

critical thinking required for quality analysis (Corbin & Strauss, 2015). The interview 

transcripts were formatted in Microsoft Word to facilitate importation into NVivo.  

Summary 

Chapter four presents the research methods, including ethical considerations, data 

collection, and analysis. The chapter outlines how I recruited participants and collected data in 

accordance with GT's main tenets. I have explained the complex iterative process of coding 

and how I used various GT techniques to gradually raise the level of abstraction during the 

theory development process. With a detailed description of the steps taken in the research 

process, this chapter provides support for the validity of the findings by demonstrating the 

degree of rigour in my research. The final GT is presented as a storyline in the next chapter. 
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host NZ culture, and another between the family caregiver's preferences and that of the child. 

The first tug-of-war, which involves the clash between the cultures of two nations, lays the 

foundation for the second tug-of-war. The second tug-of-war often occurs when parents tried 

to incorporate their beliefs and practices into their children's asthma control strategies, which 

often conflicts with those of the children.  

The categories and subcategories of the theory are italicised in the following 

summarised storyline. 

Being fearful : Participants often expressed a sense of ongoing fear, which is the first 

category of being fearful. Fear was centred around battling symptoms, blame shame, and 

discrimination and treatment side effects. It is not uncommon for children and their parents to 

experience fear in the case of childhood asthma. Nevertheless, the immigrant status made the 

experience of fear more challenging. For example, participants' fear of asthma was influenced 

by several factors, including conflicting traditional beliefs and practices regarding asthma, 

lack of extended family and wider community support, a lack of trust and familiarity with the 

host healthcare system, language barriers, financial constraints, and changes in gender roles, 

etc. 

The first sub-category within the category of being fearful is the fear of battling 

symptoms. For instance, a common finding under this subcategory is the fear of cold, 

considering it as a trigger. Most participants believed in the hot-cold theory of illness. This 

belief is derived from Ayurveda, India's traditional medicine. Participants believed that 

anything that cools the body triggers asthma. The triggers listed by them included cold foods, 

weather, showers, and other factors that cause the body to cool. It is important to note that 

cold foods do not only refer to items that are physically cold but also to those that have a cold 

base, for instance, milk, bananas, grapes, etc.  There was a strong tendency among children to 

follow these beliefs, and many believed that cold triggered their asthma. However, many of 
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views. The children, on the other hand, became confused as they observed their NZ 

counterparts using inhalers and having a different attitude towards asthma in contrast to their 

own. Some preferred to use reliever inhalers instead of preventer inhalers due to their concern 

about adverse effects associated with steroids present in the latter. It was common for 

participants to substitute inhaler use with CAM practices. 

Seeking Support: The participants sought support regularly to overcome their fears, 

which became the next phase of seeking support with two subcategories of being influenced 

and making sense. Several people in the society constantly influenced the participants; they 

were overwhelmed with information from a variety of sources, such as parents, extended 

family members, health experts, peers, the internet, etc. In addition, their personal experiences 

and cultural beliefs were another important influence on their asthma care decisions. Although 

participants received disease-specific information from HCPs, they considered the advice they 

received from their family members and friends as equally valuable or superior to that 

provided by HCPs. When they attempted to make sense of the information obtained from 

various sources, participants reported feeling pulled, pushed and dragged. The strength of the 

pushes and pulls varied according to the power of various influences. This leads to the final 

phase of clashing cultures. 

Clashing Cultures: Clashing cultures, the core category, is comprised of three 

subcategories: feeling conflicted, making negotiations, and striving for control. Tensions 

arose as family members tried to integrate their cultural expectations into the child's plan of 

care, which frequently differed from the child's preferences. Parental beliefs had a significant 

impact on the child's attitude towards asthma. Although parental influence is expected, the 

influence appeared to be more pronounced due to the authoritarian parenting style of Indian 

parents and their collectivist culture. Family caregivers had the challenge of keeping up with 

societal and cultural expectations which often conflicted with biomedical explanations. For 



THE IMMIGRANT CHILD IN A TUG-OF-WAR 217 

 

children, the struggle was to maintain the normalcy of childhood while simultaneously 

attempting to control the disease and meeting parental expectations regarding the management 

of the illness. This resulted in a tug-of-war and was evident in every phase of their asthma 

journey. 

Making negotiations is another major phase under the category of clashing culture. 

Children and their family caregivers worked together to make asthma management decisions; 

however, the final decision often resulted from negotiations based primarily on the 

preferences of the family caregivers. As this phase progressed, tensions and ambiguities 

regarding the inclusion of children's voices in asthma care decision-making became more 

evident. This was like a tug of war, where both sides are pulling to try to get their way, but 

ultimately, it's the stronger side who comes out victorious. This can be disheartening for the 

weaker side, as they feel powerless and have no control over the outcome. As children 

discussed their concerns, it was apparent that they felt helpless and powerless. Throughout 

their asthma journey, a cultural conflict was evident, and the child had to be the piggy in the 

middle as they strived to gain control over their condition. Several trial-and-error 

management strategies were identified under the subcategory of striving for control. This 

means that asthma management strategies did not remain consistent over time; they changed 

according to the power of various influences. 

Thus, the three phases occurred in a cyclical manner. Participants in the study 

reflected on their asthma experiences and modified their approach based on personal 

experiences and support networks, which helped them manage various degrees of fear at 

different stages of their asthma battle. 

The next section presents the final GT in the form of a published paper in the JCN. 

This journal has an impact factor of 4.423 (2021).  
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childhood asthma in Indian communities. NZ healthcare providers have frequently stressed 

the need for extra support such as involvement of cultural mediators, interpreter services,  

and/or capacity building to provide effective healthcare to migrants (Kanengoni et al., 2018; 

Lakhanpaul et al., 2014). The current study upheld Article 12 of the UNCRC and gave Indian 

immigrant children a voice in describing their experiences of asthma (Sudarsan et al., 2022a; 

UNICEF, 2006).  

Study Aim 

The aim of the study was to explore the beliefs, practices, and experiences of asthma 

among Indian immigrant children and their family caregivers using a CGT approach. 

Method 

Design: The study was guided by the CGT methodology, with social constructionism 

as the underpinning theoretical framework. CGT focuses on the social construction of 

knowledge, which highlights the importance of multiple perspectives of reality in this 

extremely complex social world (Berger & Luckmann, 1991; Charmaz, 2014). CGT 

emphasises that researchers are co-constructors of knowledge in the research process. 

(Charmaz, 2014). IS (first author) is an Indian immigrant RN, a former paediatric RN, and a 

mother of three children. She considered her personal and professional experiences integral to 

effectively addressing the research aim (Sudarsan et al., 2022c). Being reflexive is important 

in CGT, and IS recorded her thoughts in the form of memos throughout the project (Singh & 

Estefan, 2018). Using an interview guide, IS employed semi-structured intensive, interviews 

with children (8 to 17 years old) and their family carers. Child-sensitive data collection 

techniques such as drawing and photography were used to facilitate interviewing children 

under 14 years of age. The recruitment and data collection of this study is described in detail 

elsewhere (Sudarsan et al., 2022a) (see Appendix D). The Massey University Human Ethics 

Committee granted ethical approval for the study (Reference number: NOR 19/62). Table 11 
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One of the children believed that asthma was contagious and caused by microorganisms that 

he called "asthma bugs." He was brought up by his grandmother, who also believed that 

asthma was contagious. 

It [the asthma bug] may get out when they talk. Sometimes they can get out when they 

talk and can spread. (C8, 8Y/M) 

Fear of Treatment Side Effects: Inhaler phobia and steroid phobia were the two most 

common fears, which were dominant amongst family carers. Some feared inhaler addiction  

in general, while others were more concerned about the specific side effects associated with 

preventer inhalers. 

At first, I was not willing to take the inhaler. The main thing is that I was thinking that 

she will be addicted to that. (P8/Mother)  

Surprisingly, similar views were held even by family caregivers who were registered health 

professionals such as RNs.  

You know in olden ages, the diseases like this were still there. But you know, there 

were no inhalers and stuffs but still, people managed. People those days relied on 

natural remedies, lived long. So, I will prefer it [the inhaler] as a last resort. If we can 

manage it otherwise, that would be the best thing, I would say. And I also believe that 

inhalers can also destroy the lung function. (P9/Mother, an RN) 

Children received specific instructions regarding the use of inhalers whose talk reflected the 

inhaler phobias that were passed on to them.  

Yes, it [inhalers] really helped. But mum does not like me using it. She keeps it with 

her. (C10, 12Y/F). 

One of the family carers chose to substitute a reliever inhaler for a preventer inhaler for his 

child due to concerns about the possible side effects of steroids. The child was advised by his 

family carer to use Ventolin [the reliever inhaler] regularly in the morning. 
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consider the dynamic character of these acculturative responses as well as the disparities that 

exist among members of the same ethnic group. It is noted that high levels of cultural 

acculturation may lead to positive health outcomes, while low levels of cultural acculturation 

may lead to negative health outcomes (Badanta, 2021; Berry, 2003; Chai et al., 2019). The 

use of acculturation theory may allow HCPs to identify factors that may contribute to the 

success of a person-centered transition programme beyond the medical condition itself 

(Nguyen & Baptiste, 2014; Schmitz & Schmitz, 2022).  

In his studies of acculturation, the Canadian psychologist John Berry (1992, 2003) 

developed a comprehensive framework to assist people in gaining a better understanding of 

the acculturation process. In Berry's view, acculturation is characterised by two distinct 

processes: a cultural process and a psychological process. Figure 27 shows Berry's framework 

that outlines and relates cultural and psychological acculturation and identifies the two (or 

more) groups that interact (Berry, 1992, 1997, 2003).  
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acculturation strategies. These strategies are referred to in different ways, depending on which 

ethnocultural group is being considered (the dominant or non-dominant). Assimilation is the 

appropriate strategy when the members of a non-dominant group (on the left of Figure 28) do 

not wish to maintain their cultural identity and prefer to interact with other cultures on a daily 

basis. Alternatively, when people wish to retain their own culture and avoid contact with the 

other culture, then separation is the most appropriate option (Berry, 1992, 1997, 2003). 

Whenever a person is interested in preserving their original culture while also interacting with 

other groups, integration is an option. A person, for example, may switch between languages 

based on the linguistic context, speaking either language in appropriate circumstances 

(Schmitz & Schmitz, 2022). Finally, marginalisation occurs when the possibility or interest in 

cultural preservation is diminished (often due to an enforced loss of culture), and little interest 

is shown in forming relationships with others (often due to experiencing exclusion or 

discrimination). Marginalisation may be characterised by uncertainty, confusion, and often 

signs of social and psychological difficulties (such as substance abuse, failure to complete 

school, or difficulty finding employment) (Berry, 2018; Kunst, 2021; Schmitz & Schmitz, 

2022). 

In the beginning, acculturation strategies were approached from the perspective of  

the non-dominant ethnic groups. Nevertheless, the original anthropological definition of 

acculturation supported the notion that both groups in contact would become acculturated 

(Kunst et al., 2021). Hence, a third dimension was introduced by Berry (1974, 1980) to 

demonstrate the influential role played by the dominant group in influencing the course of 

mutual acculturation. This third dimension is shown on the right side of Figure 28. 

Assimilation is called the melting pot when sought by non-dominant acculturating groups, but 

the pressure cooker when desired by dominant groups. When acculturating groups desire 

separation, it is called withdrawal, while when dominant groups impose it, it is called 
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navigate acculturation changes (Salo & Birman, 2015). This notion is in agreement with 

growing evidence showing that Indian immigrants are more likely to integrate into public 

domains such as occupations, language use, childrearing practices, economy, and clothing. 

However, they are less likely to integrate into private core domains such as cultural beliefs 

and practices, gender role expectations, and family relationships (Inman et al., 2007; Joseph et 

al., 2020; Nayar, 2011). This is commensurate with my study findings, which demonstrated 

that Indian immigrant family caregivers attempted to adhere to cultural practices on asthma 

management as long as they felt they were achieving the desired results. For instance, the 

family caregivers preferred to rely on Western medicine (e.g., inhaler use) as a last resort if 

their traditional care strategies had proven unsuccessful. The findings emphasise the 

significance of developing appropriate coping and cultural adaptation strategies in terms of 

asthma care to minimise the adverse health effects of migration (Choy et al., 2021). 

It is important that children are able to cope with the two cultures in their lives  

when they are undergoing acculturation (Raina et al., 2020). The cultural clash discourse in 

the current study highlights the disparities between the first-generation (parents) and the 

second- generation (children). This dichotomy resulted in a variety of asthma-related conflicts 

between Indian immigrant children and their parents. Prior research suggests that Indian 

immigrant parents often perceive themselves as assuming the entire responsibility of 

transmitting cultural values to their children due to the culturally incongruent environment in 

which they live. This cultural clash may result in imposing restrictive behaviours on the part 

of the parents (Inman et al., 2007; Raina et al., 2020). The current study clearly illustrates the 

tug-of-war that occurs between children and their parents as they construct and negotiate 

meanings surrounding various aspects of asthma.  

The first-generation immigrant family carers may have been exposed to their heritage 

Indian culture on a socio-structural level through schooling and language, as well as 
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interpersonally through friends and family (Renzaho et al., 2017). Consequently, their sense 

of self may be strongly rooted in traditional culture. Second-generation immigrant children, in 

contrast, inherit their heritage culture primarily from their families. In most cases, their 

friends and social structure are influenced by the host culture. Therefore, second-generation 

immigrants may experience internal conflicts as a result of cultural disparities, in which they 

perceive themselves as misfits within both cultures. Specifically, unrelated to health, a 

number of studies have also highlighted the experiences of cultural and intergenerational 

conflicts, with a particular focus on Indians of the second-generation (Inman et al., 2007; 

Juang & Syed, 2019; Renzaho et al., 2017).  

Furthermore, in Indian families, there is a strong cultural expectation about parent-

child relationships. Internalisation of collectivistic culture norms in parenting often prevents 

children from expressing their own needs in favour of focusing on their parents' interests 

(Raina et al., 2020; Sudarsan et al., 2022a).  As discussed in chapter three, authoritarian 

parenting, which is the common parenting style in Indian families and is characterised by a 

larger expectancy of dependence, obedience, and sociability from their children, restricts 

children's autonomy in many aspects of their lives, including asthma management (Chadda & 

Deb, 2013; Lakhanpaul et al., 2019; Sudarsan et al., 2022a, 2022b, 2022c).  

In the current study, family carers were not only able to recognise their children's 

bicultural struggles, but they were also able to identify specific challenges they faced as a 

result of them. After recognising these challenges, parents were confused at times about 

whether they had done the correct thing in transmitting their values or whether they should 

have encouraged values that would assist their children in adapting to their new environment. 

This was particularly evident in their descriptions of stigma coaching given to children and  

various cultural practices, such as religious beliefs, dietary preferences, and physical activity 

restrictions. It should be noted that minority-ethnic children are underrepresented in all 
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healthcare assistance (Buser et al., 2021; Croot et al., 2012; Daudji et al., 2011; Habib et al., 

2017; Heer et al., 2015; Lakhanpaul et al., 2019). 

 The popular sector, thus, pertains to what people believe and do regarding healthcare 

with no recourse to specialists, including ignoring symptoms and deciding whether to seek 

biomedical treatment or to utilise the folk sector instead (Acorda et al., 2020; Kleinman, 

1980). The popular sector plays an important role in public health education since self-care 

practices have a direct impact on maintaining good health, preventing disease, and making 

informed medical decisions. This sector decides whether to participate in one of the other two 

sectors. Consulting an HCP implies that the individual engages in one of the other two sectors 

(Belqaid et al., 2018). 

Professional Sector: The professional sector consists of organised HCPs who provide 

legalised medical care, which includes both scientific (Western) and traditional (Chinese, 

Ayurvedic, Unani, and chiropractic) healing practices (Kleinman, 1980; Winkelman, 

2008). The professional sector is dominated by HCPs with a bio-medical background in most 

societies but includes other types of professionals as well. For example, in some societies, 

other healthcare systems have professional status, such as Chinese medicine in many parts of 

Asia and Ayurvedic medicine traditions in India. When patients transition from the personal 

to the professional sector, they are expected to adhere to treatment recommendations made by 

the respective healthcare systems. Having the authority to diagnose and propose treatment 

alternatives enables these HCPs to possess social power (Belqaid et al., 2018; Winkelman, 

2008). 

Folk Sector: The folk sector includes a variety of traditional cultural healing practices 

that are not generally affiliated with any formal or professional healthcare systems (Kleinman, 

1980). This sector includes non-professional healers such as spiritual, religious, and natural 

healers (such as unregistered midwives, herbalists, and masseuses) and psychological healers 
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inhalers. A number of reasons contributed to non-adherence with medications: medication 

phobias, the inconvenience of regular medication use, the trust in CAM treatments over 

western medicine, the stigma associated with medication/inhaler use, cultural differences, 

language barriers, and the discontinuation of medications during the asymptomatic period as 

the participants treated asthma as an acute condition. As mentioned earlier, family caregivers 

in the study were primarily concerned about the long-term effects of medications such as 

steroids. This links with the reports of others who have described in their studies the concerns 

expressed by family carers about the long-term effects of inhaled steroids, including the 

possibility of addiction, as well as how they might affect the growth and development of their 

children (Hudson et al., 2016; Lakhanpaul et al., 2017; Mehrotra et al., 2014).    

Furthermore, medication adherence in paediatric patients is strongly influenced by 

family dynamics (Lakhanpaul et al., 2014; Sondhi, 2017; Sudarsan et al., 2022b, 2022c, 

2022d). Family caregivers play a key role in ensuring that their children are compliant with 

their medications. The level of adherence with inhalers was related to various beliefs 

regarding treatment and, in particular, how family carers evaluated their child's need for the 

inhaler in comparison to concerns about potential adverse consequences of using the device 

regularly. A systematic review of barriers and facilitators to effective asthma management 

among SA immigrant children revealed that the family carers had difficulties complying with 

the medication regimen, which adversely impacted asthma control (Lakhanpaul et al., 2014). 

Consistent with the current findings, the SA family carers reported that they provided 

medications to their children after experimenting with them for a period of time to verify the 

risks versus benefits. The pivotal role of HCPs in increasing parental knowledge of asthma 

medication regimens to ensure adherence has been well documented (Lakhanpaul et al., 2014; 

Pars et al., 2020).  
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Several research studies have demonstrated that beliefs and concerns about medicines 

can impact adherence in chronic conditions such as asthma (Hudson et al., 2016; Lakhanpaul 

et al., 2017; Mehrotra et al., 2014; Ramdzan et al., 2019). Identifying non-adherence as a 

problem within a biomedical framework leads to interventions and research that focus on the 

medical aspects of the patient rather than the patient's holistic situation. For instance, in a 

biomedical approach, a child with asthma would be considered noncompliant if they did not 

use the prescribed inhalers as directed by their HCPs. This positions the implementation of 

interventions and patient education as a medical-centered model of care rather than a patient-

centered model. If HCPs do not understand how patients with asthma interpret their condition 

and how they believe their asthma should be treated, they will not be able to effectively 

educate these patients. Growing evidence repeatedly shows that integration of the expertise of 

HCPs with the needs of patients is essential for improving the quality and outcomes of asthma 

care among Indian immigrants (Acorda et al., 2020; Kleinman & Benson, 2006). 

It is important to note that the majority of participants' asthma care decisions were 

made in the popular sector, i.e., in the context of their daily lives, both individually and in 

interaction with their families, friends, and community members. As highlighted, the 

participants' approach to asthma was significantly influenced by traditional Indian cultural 

beliefs. In existing studies, it has been shown that traditional health beliefs may have varying 

influences depending on an individual's level of acculturation to the host culture (Acorda et 

al., 2020; Warmoth et al., 2020).  

Family caregivers in my study developed their own approaches for interpreting the 

subtleties of their children's asthma, learnt how to intervene with medications when necessary, 

and established family routines in order to reduce the risk of asthma flare-ups and gain a 

better understanding of what normal life involves for children. The caregivers experimented 

with medications and methods that were best suited to their family contexts. Family 
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language barriers, and a perceived lack of knowledge about the condition (Sundararajan et al., 

2020). 

Despite the tension between traditional healing knowledge and the dominant medical 

paradigm in NZ, our findings confirm that biomedical treatment was not rejected by 

participants, but rather they tried to integrate it into a practical pluralistic attitude. Literature 

frequently describes this integrated approach to health practices among SA immigrants 

(Ahmed et al., 2020; Felicilda-Reynaldo et al., 2020; Lorensia et al., 2018; Sarvesh et al., 

2018). The results of my study complement those of Mehrotra et al. (2014), who conducted a 

case study on the impact of cultural factors on asthma management in Indian immigrant 

children in the USA, which illustrates the overlap between Kleinman's three sectors. It was 

revealed in the case study that several cultural factors played an important role in the asthma 

management of Indian immigrant children. Parents in Indian communities relied on 

horoscopes and spiritual healers to treat their children's asthma. They used stone therapies, 

special amulets, and prayers to control asthma symptoms and prevent exacerbations. These 

articles were regarded as sacred by the parents, and their removal was considered inauspicious 

since it could worsen the asthma symptoms. Moreover, they followed alternative medicine 

such as Homeopathy and Ayurveda for the treatment of asthma, as they believed that these 

were less likely to cause side effects in the long run than Western medicine. They consumed a 

special diet based on the hot-cold theory since it was also prescribed in these systems of 

medicine for the treatment of asthma (Mehrotra et al., 2014). 

Biomedicine and traditional healing therapies offer distinct forms of healthcare to 

patients. Extant studies reveal several reasons why patients choose one healthcare resource  

over another (Lakhanpaul et al., 2014; Mehrotra et al., 2014; Sundararajan et al., 2020). A 

consumer's dissatisfaction with a healthcare system may prompt them to switch to a different 

system. Some participants in the current study reported that their child's asthma was initially 
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mismanaged by biomedical treatment and that it was subsequently cured by traditional means. 

Additionally, positive experiences with a particular healing therapy may contribute to the 

continued use of that healthcare modality, and an individual may become reluctant to engage 

with the alternative as a consequence of continuing to experience positive outcomes (Acorda 

et al., 2020; Sundararajan et al., 2020).  

One of the common themes that emerged in the participants' EMs in the popular sector 

was the stigma associated with asthma in the Indian community. Stigmatising beliefs about 

asthma persist in some cultures despite advances in treatment. There is a stigma associated 

with asthma as well as a sense of personal responsibility and guilt associated with it, which 

are particularly prevalent in Indian culture. (Mehrotra et al., 2014). 

In this study, as in previous studies, family caregivers reported a tendency to conceal 

their child's asthma (Lakhanpaul et al., 2017; Mehrotra et al., 2014). They expressed their fear 

of stigmatisation of their child being treated as imperfect by society because of the asthma 

diagnosis; similar attitudes from Indian immigrants were reported in previous studies. Some 

family carers reported being ostracised by their local communities due to their children's 

asthma and being blamed by their families. Findings of prior studies suggest that SA family 

carers are often reluctant to divulge the nature of their child's chronic illness for a variety of 

reasons, including the fear that it will negatively reflect on the child and their family (Croot et 

al., 2012; Kelly & Kelly, 2013; Lakhanpaul et al., 2017; Mehrotra et al., 2014). SA immigrant 

family caregivers of children with asthma and other chronic illnesses feared, experienced, and 

anticipated stigma, which created significant barriers to the adoption of effective management 

practices. The existing evidence indicates the general need to assess children's and family 

caregivers' attitudes towards stigma associated with various childhood chronic conditions, in 

order to effectively address the concerns associated with them (Lakhanpaul et al., 2017; 

Mehrotra et al., 2014).  
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Children in the study expressed dilemmas over whether to keep their asthma secret or 

reveal it as they received stigma coaching from their family carers. It was difficult for them to 

disclose their asthma to others, such as their friends, classmates, and teachers, for fear of not 

being accepted and being labelled as different by them and consequently being ostracised. 

Trollvik et al. (2011) report that stigma may adversely affect children's access to healthcare 

resources, social interactions, and asthma management behaviours. Members of a 

marginalised group may experience self-stigma when they become aware of the prejudice, 

stereotypes, and discrimination targeted against them. Furthermore, stigma may be 

internalised by children, which is known as self-stigma, adversely affecting their health and 

well-being. The internalisation of stigma may lead to feelings of shame, guilt, and diminished 

self-worth among people with stigmatised identities (Trollvik et al., 2011; Warmoth et al., 

2020).  

Some family carers in the study restricted their children's inhaler use in public settings 

due to a fear of being treated differently. Consequently, these child participants may have 

described external influences in a minimal manner. It is also possible, however, that minimal 

external stigma may have appeared in this study due to the increased recognition of asthma in 

NZ. There has been an increase in the visibility of asthmatic profiles in recent years, which 

may help reduce people's vulnerability to external stigma and isolation (Schlichting et al., 

2021). Moreover, these assumptions are consistent with the findings of the current study, in 

which participants reported experiencing less stigmatisation following immigration to NZ 

than in India, highlighting the commonality of asthma in NZ as it gave them a sense of 

normality.  

As mentioned in the literature review in chapter two, stigma is a common stressor 

experienced and reported by SA immigrants, which may influence their health behaviours and 

health-seeking behaviours (Croot et al., 2012; Kelly & Kelly, 2013; Lakhanpaul et al., 2017; 



THE IMMIGRANT CHILD IN A TUG-OF-WAR 302 

 

Mehrotra et al., 2014). Additionally, there is evidence that internalised stigma may negatively 

affect the quality of life of Indian immigrant children with asthma through maladaptive 

cognitive processes. This study hypothesised, consistent with prior research, that there would 

be a correlation between self-stigma and the development of self-management behaviours 

among Indian immigrant children with asthma. Moreover, imposed stigma may lead to greater 

perceived suffering and greater social isolation (Croot et al., 2012; Kelly & Kelly, 2013; 

Lakhanpaul et al., 2014).  

There are also significant differences between Western cultures and many non-

Western cultures regarding whether the concept of the individual is considered to be the 

primary social unit or not. Collective cultures, such as Indian culture, emphasise the 

interdependence of individuals and groups (Chadda & Sinha, 2013). Consequently, stigma 

may pose a greater threat to an individual's well-being and functioning in Indian culture than 

in Western culture, as those with the stigmatised identity may be more concerned about how it 

might affect their social relationships (Buser et al., 2020; Laakhanpaul et al., 2017). The belief 

that asthma is contagious, for example, adversely affected the socialisation habits of children 

and their parents in the current study. Similarly, as the use of inhalers made the disease more 

visible, children were prohibited from using them in public places. It is well documented that 

social support from family and community plays a powerful role in self-worth and coping 

with the disease among Indian communities. Therefore, self-stigmatisation may have an acute 

adverse effect on the mental health of Indian immigrant children with asthma and their 

families as it may restrict them from seeking the necessary social and healthcare support they 

need (Lakhanpaul et al., 2014; Mehrotra et al., 2014).  

In their EMs, many participants raised concerns regarding asthma's detrimental effects 

on their sporting skills, since they often regarded physical activity as a trigger for asthma.  

The feeling of embarrassment may be associated with asthma-related stigmatisation which is 
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theoretical sensitivity at the beginning of the study. In the beginning, I had difficulty deciding 

what to include in the memos, but as time progressed, I became increasingly confident in 

memoing, and I could not stop writing.  

Prior to the study, I had no preconceived notions regarding the lives of Indian  

immigrant families with a child suffering from asthma. The discovery of clashing cultures, 

reflected through the basic social process of a tug-of-war, was a revelatory experience, and  

I felt the joy of being a grounded theorist at that time. 

This PhD study has provided me with valuable insights into a number of factors that 

should be considered when interviewing children. There are a number of important areas that 

should be considered: power dynamics between parents/researchers and children; 

consent/assent procedures; scheduling convenient interview times and locations; ensuring that 

children are actively engaged throughout the interview process; tailoring child-friendly data 

collection methods according to their interests; addressing cultural differences; and the use of 

proper ethical procedures and guidelines. Also, I realised that conducting research remotely 

through online platforms raises a number of uncertainties, including whether a child has 

sufficient privacy to talk freely, how to actively engage children online, or how to build a 

successful relationship with a child wearing a mask or on a video conference call. When a 

researcher wears a mask, even when engaging with a child in person, it may be difficult to 

effectively connect with them. Although the challenges are real, I understand that it is 

possible to overcome them. Researchers may use creative strategies such as storytelling, or 

leveraging technology to create interactive activities that can help build emotional 

connections with the child. These are some areas that require further investigation. Therefore, 

it is important for research teams to consider the potential impacts of remote research on the 

quality of the data being gathered and consider ethical approaches to ensure the best possible 

outcomes. 
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researcher's descriptions as their own (Charmaz, 2014). As a first step towards disseminating 

the findings, I considered conducting focus groups with participants to discuss the findings in 

a more open manner and gain feedback from them. Most participants, however, indicated that 

time constraints were a barrier to attending the focus group and that they would rather provide 

their feedback individually. Thus, in order to communicate the results, a pamphlet containing 

the diagram (Figure 24) as well as the published article on the results was sent to each 

participant. The diagrammatic representation of theory and its explanation is an effective 

means of communicating findings to a critical audience (Charmaz, 2014; Oktay, 2012).   

Additionally, an audio podcast was sent out to all child participants in order to 

communicate research findings to them effectively. Translating research findings into a 

format that can be interpreted, understood, and used is an important step in acknowledging the 

right of children to know the findings of research conducted on them or with them (Egli et al., 

2019). I asked the participants whether they found the findings to be understandable and 

whether their experiences were consistent with the GT of the tug-of-war. The participants, 

including older children, subsequently agreed with the findings, and confirmed they were 

credible. Participants widely accepted the theory of tug-of-war. In general, participants felt 

that the findings should be shared with NZ HCPs in order to help them develop effective 

asthma care strategies. 

The following were some of the comments from participants: 

That is very well written, Indu. I can see myself there. The theory really makes sense 

to me. I still don't understand all these hot and cold beliefs. I will give a copy of your 

findings to my GP. Then he will know what we are going through. All these things are 

hard to explain in a consultation, and I also doubt that they will understand. I mean,  

I feel that they will laugh at us if we tell them everything we believe and do. Your 





THE IMMIGRANT CHILD IN A TUG-OF-WAR 316 

 

change in practice and policy. (One of the organisers of the IGTA conference and a GT 

expert) 

You know, the script for preventer inhalers will be sent from the practice. But they 

[Indian immigrants] only buy the relievers. I have been seeing this practice a lot. Now 

I can relate to why this has been going on. (Indian immigrant pharmacist) 

HCPs articulated the need for better organisational support for them to provide resources, 

education, and training in providing support to the immigrant population. Furthermore, the 

GT of the tug-of-war was presented informally to several small groups of Indian immigrants 

who either had children with asthma or expressed an interest in the subject at various 

community gatherings. These talks were incidental and occurred when community members 

who were familiar with my research topic and who knew me as a researcher expressed an 

interest in learning more about my findings. Hence, the findings were disseminated in an 

informal manner, which allowed the audience to provide feedback freely, whereas a more 

formal atmosphere would not have permitted this interactive session. Active interaction and 

the use of regional languages made it possible for the members to freely exchange their 

opinions, experiences, and concerns. For those interested, I sent them the article on my 

findings. A few comments made during these informal discussions are listed below.  

What you are talking about in this article is indeed true. I was first surprised by the 

medical care here. See, in the case of fever, they [HCPs] ask kids to have ice blocks. 

But we don't give it in cases of fever back in India. We give them hot drinks instead. 

Just the opposite. Kids too ask the same. Why are they being told to have ice blocks 

when they are having a fever while we ask them to have hot drinks at home? I don't 

have an answer to that. His grandmother gives him all the hot stuff when he is sick. He 

asks them the same questions. (Indian immigrant parent) 
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I don't think the people at the health centre get how we do things in India with 

Ayurveda and everything. We only get inhalers from them. I don't give my kids those 

inhalers every day, either. I don't like it at all, to be honest. They will have to use it for 

the rest of their lives once they start. Ayurveda is a better choice. It is great. My sister 

is an example. (Indian immigrant parent of a child with asthma) 

While the theory resonated with most of the participants, one of the NZ-born nurses expressed 

her surprise that she was unaware of the stigma surrounding the use of inhalers among Indian 

immigrants despite caring for them over a long period of time. 

Oh, I see a lot of them [Indian immigrant children]. But I didn't realise there was a 

stigma around the condition and inhaler use in the Indian community. There are 

several of them who do not use their inhalers properly. With kids, you can expect that. 

I took it that way. Now I understand what causes non-adherence in this group. Your 

article is really helpful. (Native NZ RN) 

By disseminating the findings to the participants, gatekeepers, and other interested parties, I 

was able to receive feedback and confirm an independent evaluation of the GT of the tug-of-

war. 

Originality : The GT of tug-of-war offers an original conceptualisation of the data  

and a relevant theory that addresses the study question. Chapter six provides a detailed  

explanation of the theoretical significance of this study. Various national and international 

conferences accepted abstracts of my study findings, demonstrating an interest in the research 

results presented. Having been accepted for publication in a Q1 peer-reviewed nursing journal 

(JCN) further demonstrates the originality of the GT tug-of-war theory. 

Resonance: As previously discussed, all the participants agreed that the concept of 

tug-of-war made sense to them, and they confirmed that the findings reflected their own 

experiences. The incorporation of participants' quotations, photographs, and pictures in 
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chapters four and five confirms that the developed GT represented their individual and 

collective experiences. The supervisory team members, Indian immigrant HCPs, and other 

Indian immigrants with asthma or having children with asthma supported my findings. They 

also compared the tug-of-war metaphor with other life domains such as children's schooling, 

the workplace, grooming, etc. 

Usefulness: An indication of GT's usefulness is the practical application of its results  

in addition to the generation of new knowledge (Birks & Mills, 2015). The GT provided 

participants, gatekeepers, conference attendees, and other audiences with an explanation of 

the data that was readily understandable and that they could observe in their daily lives. The 

theory has demonstrated its usefulness not only in paediatric healthcare settings or in the 

context of Indian immigrants, but it is also flexible enough to be applied in other healthcare 

settings, including adult care and with other ethnic minority immigrants.  

As a result, I have discussed my findings with people working in the healthcare, 

education, and health research sectors throughout NZ. They have also been able to relate to 

the theory, and many have suggested ways to improve healthcare services for Indian 

immigrants. By presenting a comprehensive picture of Indian immigrant children's asthma 

that incorporates numerous complex sociocultural factors, the GT of the tug-of-war fills a 

significant gap in the existing literature. Moreover, the recommendations that result from this 

study contribute to its usefulness. 

Comprehensive Evaluation of the Research Process 

In addition to the classic evaluation criteria proposed by the three GT developers, 

Birks and Mills (2015) recommend that GT researchers perform a comprehensive evaluation 

of their GTs. Researchers' expertise, methodological congruence with the research question, 

and the precision with which GT methods are applied are the three major domains that 
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from another ethnic group, I would have expended additional time and energy in order to gain 

a better understanding of what was taking place (Carter et al., 2014; Savvides et al., 2014). 

  My outsider status was highlighted in chapters one, three, and four; I did not have the 

opportunity to work professionally with children with asthma in NZ since I have been an aged 

care nurse. It was a distinct advantage for me to know very little about children's asthma 

experiences in NZ. Compared to an insider researcher, I felt an intuitive ability to observe 

subtle differences in happenings with openness and objectivity. As a result, I was able to 

clarify all understated actions and those that are perceived as routine. This involved 

recognising patterns of activity that may be overlooked by a researcher who is familiar with 

the situation (Savvides et al., 2014). 

As previously mentioned, the study population was drawn from one of NZ's major 

cities. There is a possibility that people's experiences may vary throughout the country, which 

may have a significant impact on how Indian immigrant children and their family caregivers 

interpret and manage their asthma symptoms. This study, however, is significant because it is 

the first in NZ, perhaps even the world, that specifically examines the impact of sociocultural 

factors on the asthma experiences of Indian immigrant children and their caregivers, as well 

as the interpretation and management of asthma symptoms as a result of these factors. 

 It is also significant that this study supports improved recognition and understanding 

of a historically understudied and difficult-to-reach population. Optimistically, this study will 

act as a guide to future research that will facilitate an improvement in Indian immigrants' 

asthma awareness, health literacy, medication competence, and symptom management 

strategies. It is hoped that healthcare providers, educators, and sports coaches will use the 

information gathered through this study when supporting Indian immigrants with asthma. 
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Research Recruitment Flyer 
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Appendix D 

Recruitment, Data Collection and Data Analysis Flow Chart 
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Appendix E 
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Appendix F 

Child Consent Form for Children Above 16 Years 
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Appendix H 

Participant Information Sheet for Children 
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Appendix I  

Participant Information Sheet for Family Carers 

 










































