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ABSTRACT
Introduction
Obesity is a major public health concern for youth in the United States. Eating behaviors,
such as meal skipping and eating family dinner, are associated with obesity. School
connectedness and family connectedness assess the degree to which an individual feels
that he or she belongs in an environment, and strong feelings of school connectedness are
associated with decreased BMI. This study qualitatively evaluates the relationships
between feelings of home and school connectedness and specific eating behaviors
associated with obesity in an adolescent population.

Methods
Participants were recruited from an adolescent clinic at Boston Children’s Hospital.
Inclusion criteria for recruitment included adolescents who were: Black/ African
American or Hispanic and non-White, between 13 and 19 years of age, and living in the
Boston neighborhoods of Dorchester, Roxbury, or Mattapan. Participants were
interviewed using a semi-structured interview guide, and participant data was analyzed
by systematically identifying thematic language in the data by identifying similar phrases,
patterns of descriptions, and notable disparities in participant content.
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Results
14 (10 females, 4 males; M=15.8 years of age) were enrolled and interviewed. Mean
participant BMI was 27.3. 10 participants rarely/never skipped lunch, and 4 participants
often/always skipped lunch. 6 participants ate dinner at home with their family always/
often, and 4 rarely/never ate dinner at home with their family. Most reported that their
school’s community, quality of education, and small environments were the most
important aspects of their school. Of the 4 participants who attended school in the
suburbs, 3 were connected or very connected to their school and disconnected from their
neighborhoods. Every participant expressed feeling safe at school, but many cited lack of
safety as their least favorite aspect of their neighborhood. Some reported that they felt
safe, even though they knew that their neighborhoods were unsafe.

Conclusion
Of the five students who felt ‘very connected’ to their schools, all but one always/often
ate the food provided by their schools. These students discussed the ways in which their
schools listened to student suggestions about school food. These feelings may suggest a
stronger sense of feeling respected by one’s school. Strong feelings of school
connectedness in the majority of students who attend school in the suburbs warrant
further exploration, as those who experience discordant home and school environments
seemed more likely to embrace their school environment than their neighborhood
environment. Furthermore, understanding how perceived neighborhood safety may
contribute to feelings of home and neighborhood connectedness and possibly eating
behaviors at or around home merits further examination.
v
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INTRODUCTION

Child and Adolescent Obesity in the United States
Child and adolescent obesity is one of the most significant public health issues in
the United States today, contributing to various significant health issues.1 As of 2012,
20.5% of US children between the ages of 12 and 19 were obese according to Body Mass
Index (BMI). Although some studies have reported a leveling off of the childhood obesity
rate, there have been no significant changes in obesity prevalence measured by BMI in
youth between 2003-2004 and 2011-2012.2
Obesity in children and adolescents is not consistently distributed across racial
and ethnic groups. 2009-2010 National Health and Nutrition Examination Survey
(NHANES) data reported that, in adolescents between the ages of 12-19, obesity rates in
non-Hispanic White boys and non-Hispanic Black boys were 17.5% and 22.6%
respectively. In the same age group, obesity rates in non-Hispanic White girls and nonHispanic Black girls were 14.7% and 24.8% respectively.3 Social, economic, and genetic
factors have been explored to parse these disparities. Two large national studies have
recently found that US children from low-income families had a more than two-fold
increased risk of obesity than children from high-income families.4,5 Recent research
suggests that many factors together – social determinants such as neighborhood
environment, family relationships, and socioeconomic factors – may be some of the
strongest determinants contributing to racial weight disparities among US children.6
Obese children and adolescents are more likely than their non-obese counterparts
1

to be obese adults and to face many adverse health risks as adults, specifically
cardiovascular disease and Type 2 Diabetes.7 Moreover, obesity, glucose intolerance, and
hypertension in childhood are strongly associated with premature death in adulthood. In
one study, rates of premature death at a follow-up period of 23.9 years were more than
double among those who were in the highest BMI quartile as children.8 In 2011-2012,
approximately 1 in 5 children and adolescents between the ages of 8 and 17 had an
adverse lipid concentration of triglycerides, high-density lipoprotein cholesterol, or nonhigh density lipoprotein cholesterol, and approximately 1 in 10 youth had borderline high
or high blood pressure.9 Obesity in adulthood has been shown to be associated with an
increased risk of osteoarthritis.10 A recent study by Mosca et al. explored the relationship
between adolescent obesity and low bone density that often contributes to fractures and
osteoarthritis in adulthood. Adolescence is a crucial period of growth during which bone
formation exceeds resorption and skeletal mass reaches its peak. In this study, obesity in
adolescents was associated with low bone mineral density and bone mineral content.11
In addition to serious physical health risks associated with childhood and
adolescent obesity, recent studies also highlight the negative social and mental health
impact of obesity in youth. Overweight adolescents are more likely to feel socially
isolated and to be peripheral to social networks compared to their normal-weighted
peers.12 Social isolation and peer rejection of obese adolescents is associated with low
self-esteem, depressive symptoms, anxiety, and loneliness.13 A review paper about
obesity and social victimization in adolescents discussed in detail the ways in which
obese adolescents are marginalized by their peers.14 Neumark-Sztainer et al. showed that
2

the risk of being teased increased as weight increased among adolescents.15 Teasing
predicts low self-esteem, body dissatisfaction, depressive symptoms, and suicidal
ideation.16 Janssen et al. found that the more overweight or obese an adolescent is, the
more likely he or she is to bully others and experience bullying from peers.17
Research has also demonstrated the association between obesity and depression,
although the mechanisms by which these are related are still debated.18,19 There is
significant evidence that inflammatory processes associated with obesity, such as
elevated C-reactive protein, is elevated in depressed adults.20 Capuron et al. examined an
inflammatory marker, cytokine interleukin (IL)-6, and reported that cytokine injections,
used as a treatment for some types of cancer, can induce significant depressive
symptoms.21 This suggests that an inflammatory marker associated with obesity may
induce some depressive symptoms. Recent research also suggests that depressive
symptoms arising in adolescence likely contribute to the onset of obesity. Specifically,
the increase in estrogen in adolescent girls entering puberty may induce some depressive
symptoms, which in turn increases obesity.22 While these are important findings, there
are also likely behavioral factors that are associated with and may contribute to both
depression and obesity. For example, Goldschmidt et al. showed that among adolescent
depressed females, frequent binge eating, a behavior associated with depression,23 is a
strong contributing factor to obesity.24
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Environmental Contributors to Eating Behaviors and Obesity
In understanding contributors and potential sites of intervention to the obesity
epidemic, public health researchers have explored the environmental contexts in which
young people live, study, and spend their free time.25 A review article by Larson & Story,
which explores the environmental correlates of dietary behaviors, showed that
environmental food influences operate across many levels: individual factors such as
food preference, social environment such as family and peers, physical environment such
as food available around one’s home, and macro-level environment such as income and
socioeconomic status.26 These levels are certainly linked to each other; for example,
socioeconomic status affects where a person lives, which in turn may affect a person’s
social network. Research shows that youth and adults consume more calories when they
eat in social groups than when they eat alone.27 Specifically in one’s social environment,
Larson & Story reported that having friends with higher BMIs is associated with
increased risk of obesity in adults and adolescents.26 Moreover, Cortento et al. showed
that adolescents are often influenced by their peer’s food choices.28
Larson & Story also explored the ways in which family members and the family
home food environment influence youth dietary behaviors. Much research shows
similarities in caloric intakes, food, and nutrients among family members. Obesity in
youth was strongly associated with parental and sibling intake of fruit, vegetable, and
fat.26 Specifically, parents, especially those who prepare meals, significantly affect the
eating behaviors of their family members. The more meals that a child eats with his or
her family food preparer, the more similarly the child’s fruit and vegetable intake
4

resembles the preparer’s.29 Research also shows that youth food choices at home depend
on the types and the amounts of specific foods available; larger quantities of a specific
food are associated with increased intake of that food in children.30
Larson & Story also suggest that the physical school food environment has strong
impacts on youth food behaviors,26 as students consume between 19-50% of their total
daily calories at school.31 Because of this, offering students healthy food that they choose
to eat and enjoy eating is of great importance. Food offered by public schools as part of
the National School Lunch and National School Breakfast program must meet the Dietary
Guidelines for Americans.32 However, the increase over the past few decades in
alternative food options at schools, such as snacks from venting machines, is correlated
with the recent rise in obesity in school-aged children.26 The 2007 Institute of Medicine
(IOM) Report recommended that alternative food options at schools should only consist
of fruit, vegetables, whole grains, and low or nonfat dairy, as the Dietary Guidelines for
Americans suggests. However, currently only 16 states require nutrition standard for
alternative food options offered at schools.33 Based on these data, and because children
and adolescents spend a large percentage of their waking hours in school, understanding
how young people interact with the food offered by their schools is crucial.

School Connectedness
Much research has focused on the types of food and physical activity choices
offered to children and adolescents by their school and home environments. However,
adolescents may or may not partake in the food or activities offered at their schools based
5

on how connected they feel to their schools. Understanding the degree to which a student
a student feels that he or she belongs at school is useful in considering weight related
interventions in school environments.
School connectedness is a concept that stems from psychological research that
asserts that the needs to belong, form bonds of friendship, and feel comfortable around
others are fundamental and pervasive human motivations.34 The Centers for Disease
Control and Prevention (CDC) defines school connectedness as a student’s belief that
adults and peers at school care about their learning as well as about them as individuals.35
Research about school connectedness and mental health is fairly robust, with
positive feelings of school connectedness are associated with positive mental health
outcomes. In a recent study, strong feelings of school connectedness were associated with
lower depressive symptoms in a late adolescent population.36 A longitudinal study
explored the correlation between school connectedness and adolescent depression further
by showing that mental health symptoms of depression and anxiety did not predict
feelings of school connectedness. Instead, feelings of school connectedness were strongly
correlated with concurrent mental health symptoms of depression and anxiety, and early
feelings of poor school connectedness were significantly associated with future mental
health problems.37 Joyce et al. explored this relationship between school connectedness
and adolescent depression further in a recent study by integrating teacher support,
specifically feelings of being cared about by teachers, into questions about school
connectedness. General feelings of school connectedness, as well as feeling cared about
by teachers were both associated with significantly fewer depressive symptoms in the
6

population of adolescent students.38
Research has also explored the potential relationship between feelings of school
connectedness and effective participation in learning activities and academic
performance. Babakhani reported that students who perceived acceptance, respect,
supportiveness, and other self-reported positive feelings at school were more likely to
participate in learning exercises in the classroom and in extracurricular activities.39 This
finding is of particular relevance to our study, as we are seeking to understand the
potential association between school connectedness and choosing to participate in school
meals. Another study specifically evaluated student academic performance and showed
that student-reported feelings of school connectedness and belonging were associated
with higher academic performance.40 Although most school connectedness research is
observational, one school belonging intervention study among first year African
American college students showed increased grade point averages among those who
received the intervention.41
Recent research has also provided initial evidence for the association between
school connectedness and BMI. In a study of urban preadolescents, positive feelings of
school connectedness were associated with lower BMIs. Specifically, a 1-unit increase in
school climate score was associated with a 7.21-point decrease in BMI percentile.42
Richmond et al. showed that girls who reported feeling connected to their schools and
who attended schools with high overall levels of school connectedness had lower BMIs.43
The CDC also states that school connectedness is one of many protective factors against
adolescent obesity.
7

Home and Family Connectedness
In addition to school settings, home and family environments also play significant
roles in influencing adolescent eating behaviors, some of which are associated with
obesity. Supportive family environments, measured by levels of family functioning,
frequency of family meals, and parental modeling of healthy behaviors, have been shown
to be associated with lower fast food consumption and lower BMIs in a youth
population.44 Maternal concern for healthful eating and maternal modeling of healthy
eating are associated with an increased availability of fruits, vegetables, and milk at
home. Adolescents whose mothers expressed concern for and modeled healthful eating
were also more likely to make healthy choices while eating at home. 45 This highlights the
importance of how adolescents perceive their mothers and may model their maternal
concern of health and eating behaviors.
Moreover, just as school connectedness has been shown to be associated with
decreased adolescent depression, as discussed above, positive feelings of family
connectedness are also associated with adolescent mental well-being. Early research
showed that positive family connectedness may protect teens from negative emotional
experiences, suicidal thoughts, and violence.46 In contrast, family dysfunction has been
shown to be associated with increased risks of eating behavior pathologies such as binge
eating.47 Also, weight-related teasing from parents and parental encouragement to diet
were associated with poor psychological health in adolescents.48
Family connectedness may also protect against the psychological risks associated
with obesity that are discussed above. One study showed that, among overweight
8

adolescent girls, those who reported strong feelings of family connectedness performed
better in school and exhibited lower levels of emotional distress than overweight
adolescent girls who reported poor feelings of family connectedness.49

Family Meals
Strong feelings of family connectedness are associated with frequent family
meals, especially eating dinner together as a family at home.50 Studies that evaluate the
frequency of family dinner and adolescent mental health show a consistent association
between frequency of family dinner and emotional well-being measured as commitment
to values, social interpersonal skills, and positive identify. Moreover, one study showed
that in families who ate dinner together infrequently, adolescents were more likely to
display high-risk behaviors such as substance use, antisocial behaviors, violence, school
problems, eating disorder pathologies, and excessive weight loss. The study also reported
that prioritizing family meals and eating in a home environment were associated with
psychosocial well-being and inversely associated with depressive symptoms in
overweight adolescents.49
Frequent family dinner has also been associated with lower BMIs and healthier
eating behaviors. Research shows that families who frequently eat dinner together in their
kitchen or dining room have significantly lower BMIs in adults and children compared to
families who eat elsewhere or families whose members eat dinner alone.50 In adolescents,
higher frequency of family meals was associated with lower rates of overweight and
obesity in boys and girls.45,51 A study that examined influences of eating patterns among
9

adolescents found that eating dinner with parents was associated with consuming higher
rates of fruits, vegetables, and dairy.52
Evaluating the relationship between frequency of family dinners and obesity is
particularly interesting because it brings together the concepts of family connectedness,
psychological well-being, and eating behaviors associated with obesity. Because of the
association between social and familial belonging and depression, and because of the
relationship between depression and obesity, it seems that family dinners is an ideal
venue in which to explore family connectedness and obesity.

Meal Skipping/ Infrequent Eating
While research shows that frequent family dinners are associated with decreased
rates of adolescent obesity, there are many other specific eating behaviors that are
associated with increased rates of obesity. For example, in an adult population, meal
skipping, particularly breakfast skipping, has been shown to be strongly associated with
increased obesity.53
In youth, meal skipping at school is common, and recent research suggests that
approximately 20% of school-aged children skip lunch at least three times per week.54 In
adolescents, research shows that meal frequency is inversely associated with BMI55 and
waist circumference,56 and that meal skipping is associated with abdominal obesity and
elevated triglycerides.57 One study of adolescents reported that those who ate infrequently
consumed 23% more calories per day compared to those who ate more frequently.58
Skipping lunch at school has also been shown to be associated with a short-term
10

reduction in cognitive functioning in the afternoon.59
While it is clear that skipping meals and eating infrequently correlate to increased
obesity risk, the motivations for meal skipping have not been thoroughly explored.
Because of the relationships between meal skipping and obesity and feelings of school
connectedness and obesity, it is valuable to understand why students fail to participate in
meals while at school.

Qualitative Research
Large-scale epidemiologic studies on which many of the findings discussed here
are based can demonstrate associations between BMI and particular behaviors or
environments, but they fail to provide understanding of the individual-level motivations
or ‘whys’ behind these associations. Understanding the motivating factors behind specific
behaviors – specifically skipping lunch at school and eating family dinners – may help
future clinicians, schools, and/or public health officials design targeted interventions
towards specific individuals and/or groups that share similar characteristics.60
Qualitative research is an ideal means to perform exploratory work to understand
the reasons behind behaviors. In contrast to traditional quantitative research, qualitative
research seeks to understand the worldview and motivators of those being researched in
their natural settings.60

11

Summary
While high rates of obesity across a wide age range is a long-standing public
health problem in the United States, the numerous complex and interconnected factors
that contribute to obesity remain the subject of widespread research. Particular behaviors
are known to be associated with and protective against obesity, but the motivations for
unhealthy and healthy behaviors are not always clear and are likely related to why people
interact with and choose to eat and move in their environments. Understanding that an
environment is ‘healthy’ or ‘unhealthy’ does not address how and to what degree an
individual interacts with his or her particular environments. Concepts such as school
connectedness and family connectedness have been helpful in drawing associations
between complex emotions of belonging in one’s environments and specific outcomes
such as depression, BMI, and academic achievement. However, the missing link in this
research is understanding which specific behaviors, on an individual level, contribute to
the associations between feeling connected and having a particular outcome such as
elevated BMI.
Therefore, we test hypotheses that attempt to explore obesity-specific behaviors –
meal skipping and eating family dinner – with feelings of connectedness. First, we
hypothesize that feelings of school connectedness are associated with (a) BMI and (b)
lunch skipping at school and/or infrequent eating of food provided by a participant’s
school. Secondarily, we hypothesize that feelings of family and home connectedness are
associated with (a) BMI and (b) eating family dinners frequently and enjoying the food

12

and eating environment at home. In both hypotheses, we hope to capture motivations for
participating in school lunch and eating family dinners in our participants’ own words.
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SPECIFIC AIMS

The objective of the present study is to (1) understand the connection between
feelings of school connectedness and eating behavior at school in the context of
participants’ BMIs. We also sought to (2) explore the relationship between family and
home connectedness and eating behaviors at home in the context of participants’ BMIs.

1. Qualitative data about eating behaviors at home and at school, physical activity,
school connectedness, and home/family connectedness will be gathered by
interviewing participants. All participants will be included in analysis.

2. Participants’ responses to questions regarding lunch skipping behaviors, eating
family dinners, school connectedness, and home/family connectedness will be
examined.

3. Descriptive analysis and coding of interview transcripts will be performed for
school connectedness and home/family connectedness.

4. These results may shed light on specific eating behaviors associated with feelings
of home and school connectedness and/or the associations, if any, between
feelings of home/school connectedness and BMI and specific eating behaviors
and BMI.
14

METHODS

Study Design and Participant Recruitment
This study used a descriptive qualitative approach to explore the experiences of
adolescents in their homes and at school generally and focused on eating and physical
activity behaviors. Criteria for participant recruitment included adolescents who were (a)
Black/ African American or Hispanic and non-White, (b) between 13 and 19 years of age,
and (c) living in the Boston neighborhoods of Dorchester, Roxbury, or Mattapan. Patients
who were not currently enrolled in high school, non-English speaking, or unable to assent
were excluded. Recruitment to the study was performed in an adolescent medical clinic
affiliated with an urban pediatric hospital in three ways.
We identified patients who met the above criteria based on information in their
electronic health records and approached them in person during clinic visits. We briefly
explained the study to them and asked if they would like to learn more. We then
explained that the study consisted of one interview lasting approximately one hour that
would take place in the clinic at a time that was convenient for them. We also informed
potential participants that the goal of the study was to better understand how adolescents’
perceptions of their home and school environments affect their health-related behaviors,
specifically eating behaviors. If interested, we conducted an informed consent, which was
signed by the participants’ parent/legal guardian, and we collected contact information
from the potential participant and often scheduled his or her study visit for a later date.
Providers in the clinic were also notified by the principle investigator about the
specific criteria and goals of our study, and some providers notified us about their
15

patients who met criteria for our study. Some providers explained the study to their
patients during a clinic visit, and if a patient expressed interest to their provider and
agreed to be contacted by us, we later called or emailed them to schedule study visits.
Alternatively, if the provider informed us about a potential participant but was unable to
speak to that patient about the study directly, we made note of that patient so we could
approach him or her at a future clinic visit to explain the study.
Finally, we recruited participants from a research registry of patients in the clinic
who had previously expressed interest in participating in research studies. When potential
participants express interest to research assistants in regards to any ongoing research
study in person at the clinic, they have the option of joining the clinic’s research registry
by providing us with their phone number and/or email address. If a future study
commences for which they are eligible, we are able contact them to see if they are
interested in participating.
In all three recruitment methods, we aimed for representativeness across age
range and between the genders. We also approached potential participants who attended
different types of high schools in Boston and high schools in Boston’s suburbs.
Specifically, we sought participants who attended traditional, pilot, charter, and exam
schools in the Boston Public School system, participants who attended high school at a
public school in a nearby suburb through enrollment in Boston’s METCO program, and
participants who attended private schools in a Boston suburb. (Please see Appendix A for
a brief overview of Boston’s METCO program). Our aim of recruiting participants who
attended a wide range of schools was to seek diversity in participant peer environment.
16

Participants who attend a Boston Public School at which the majority of students were of
similar demographic background and from similar communities as they are likely had
different experiences than those who attend school in the suburbs. Suburban schools
around Boston, both private and public, educate students who mostly have very different
demographic backgrounds and live in different communities than our participants. This
diversity of experience allowed for richer analysis of school connectedness.

Interviews
Boston Children’s Hospital’s institutional review board approved the protocol
with a parental consent form for youth under the age of 18 years to participate. A parent
or legal guardian of participants under the age of 18 was informed of the study either in
person or over the phone using a standardized adult parental consent form. On the form,
they answered ‘yes’ or ‘no’ to being contacted in the future should questions arise about
the participant’s visit and ‘yes’ or ‘no’ about disclosing the participant’s BMI to the study
researchers. If consent was granted, BMI was obtained from the patient’s electronic
medical record. All participants were also asked to complete an assent form, which is a
less comprehensive version of the adult consent form, before their study visit began.
Participants also completed a brief demographic form before the interview, which
included information about their families and schools. (Please see Appendix B for the
Demographic Form).
A semi-structured interview guide was developed by the primary investigatory for
our participants based on literature about adolescent eating and physical activity
17

behaviors and established research about school connectedness. (Please see Appendix C
for the Interview Guide). In some cases, probing questions not written in the interview
guide were also used to clarify participants’ answers and/or to allow participants to
elaborate when necessary. The goal of our interviews was to understand the lived
experiences of our participants as clearly as possible. Interviews were scheduled at a
time convenient for the participants and conducted in a private room in or near the
referring clinic. A research assistant conducted all the interviews face-to-face. The
interviews lasted approximately one hour and were audio recorded. All audio recordings,
interview guides, and demographic forms were labeled using an anonymous numbering
system. The confidentiality of our participants was completely preserved throughout the
study. Upon completion of their study visit, participating youth were offered a $25
Amazon gift card to show our appreciation of their participation and transportation costs,
either in the form of parking garage validation or a train/bus pass valued at $5.

Data Analysis
Interviews and data analysis were conducted concurrently, allowing us to revise
the interview guide in an iterative fashion. After each interview, a research assistant
transcribed the audio recording verbatim. Notes about the interview transcripts were
made to provide descriptions of various aspects of the content and to identify similar and
different characteristics in participants’ answers to our questions. A research assistant
then systematically identified thematic language in the data by identifying similar
phrases, patterns of descriptions, and notable disparities in participant content.61 Using
18

characteristic descriptions and language from our participants, categories (‘perceived
school connectedness’ for example) and explicitly defined subcategories in each category
(‘opinions of peers’ for example) were determined according to similarities and
differences in the data.61 Participants’ answers were subsequently organized into
subcategories of each category according to their language and expressed attitudes.
Thematic content about feelings of school and home connectedness were of greatest
interest to our study. Based on categorized and subcategorized participant descriptions of
these themes, our research team hoped to better understand what contribute to feelings of
connection to one’s school and home in our population. These data also allowed us to
assign two rankings, one for school connectedness and one for home connectedness,
based on our participants’ descriptions and feelings. For home connectedness and school
connectedness, each participant was assigned a ranking of: very connected, connected,
unsure, disconnected, or very disconnected.
Based on our hypothesis that feelings of school connectedness were associated
with lunchtime eating behaviors at school and that feelings of home connectedness were
associated with family dinners, we sought to understand the descriptive content of our
participants in the context of these reported eating behaviors. We focused on interview
data that addressed lunch skipping and family dinners because these behaviors are
associated with obesity. Answers about skipping meals at school, which is positively
associated with obesity, and eating family dinner, which is negatively associated with
obesity, were sorted into categories of ‘always,’ ‘often,’ ‘sometimes,’ ‘rarely,’ and
‘never.’ To understand lunchtime eating behavior among those who ate lunch more
19

thoroughly, we then evaluated lunch source, and organized lunch source into categories:
primarily school-provided, primarily purchased off campus, primarily lunch from home,
either school-provided or off-campus, either school-provided or from home, and either
off-campus or from home. These data were (1) assessed in relation to participant BMI
and (2) cross-referenced with ranked feelings of home and school connectedness to
evaluate potential associations between school connectedness and lunch skipping and
school connectedness and lunch source.

20

RESULTS

Youth were targeted based on the inclusion criteria. Of 32 approached, 28
expressed initial willingness to participate, and of the 28 interested in participating, 14
(10 females, 4 males; M=15.8 years of age) were enrolled and interviewed. 11 enrolled
participants were recruited via method (1), two were recruited via method (2), and one
was recruited via method (3), as discussed above. Of the 14 who expressed interest in
participating but did not enroll, four decided that they were no longer interested in
participating, 10 could not be reached to schedule an enrollment visit, and one could not
participate because of a major mental health concern expressed by the adolescent’s
provider. Demographic characteristics of the participants are summarized in Table 1.
The mean BMI of the 13 participants who disclosed their BMI was 27.3.
According to the categories defined by the CDC’s cutoffs for children and adolescents
based on gender and age,62 6 participants were ‘normal’ weighted, 2 participants were
‘overweight,’ and 5 participants were ‘obese.’ BMI characteristics of participants are
summarized in Table 2.
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Characteristics
Frequency
Gender
Female
10
Male
4
Age
13
2
14
1
15
1
16
6
17
2
18
2
19
0
Race
Black/African American
13
Hispanic
2
Home Neighborhood
Dorchester
9
Roxbury
3
Mattapan
2
School
Boston Public School
10
Traditional
3
Charter
2
Innovation
0
Exam
1
Pilot
4
Non- Boston Public School
4
Suburban Public School though
3
METCO
1
Private School in suburb
Years at Current School
1
3
2
4
3
3
4
3
5
1
Self-Ranked Grades in School Compared to Peers
1 (highest grades group)
2
2
9
3
3
4 (lowest grades group)
0
Table 1: Demographic Characteristics of the Participants (n=14)
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(%)
71
29
14
7
7
43
14
14
0
93
14
64
21
14
71
21
14
0
7
29
29
21
7

21
29
21
21
7
14
64
21
0

Weight Status
Category*

N (%)

Male, N (%)

Female, N (%)

Age (Mean)

Normal

6 (46)

2 (33)

4 (66)

15.3

Overweight

2 (15)

0

2 (100)

17

Obese
5 (38)
2 (40)
3 (60)
16
Table 2: Weight Status of the Participants (n=13). Weight Status Category* was calculated
from BMI and adjusted for age and sex of each participant per CDC guidelines for adolescents.
Age is presented in years. N = the total participants in each category.

Eating Behaviors
Of the 14 participants, 10 reported that they rarely or never skip lunch, and 4
participants reported that they often or always skip lunch. Behavior-specific data about
skipping lunch, lunch source, and BMI are presented in Table 3.
Lunch Eating Behavior
N (%)
BMI (M)
Skips Lunch
Always
1 (7.1)
32.5
Often
3 (21.4)
24.3
Sometimes
0 (0)
Rarely
1 (7.1)
41.1
Never
9 (64.2)
26.0
Lunch Source
None (does not eat lunch)
1
32.5
Primarily school-provided
7
26.1
Primarily purchased off campus
2
20.0
Primarily lunch from home
0
Either school-provided or off-campus
1
32.1
Either school-provided or from home
2
21.2
Either off-campus or from home
1
41.1
Table 3: Reported Lunch Source and Frequency of Lunch Skipping
Among Participants (n=14). N = the total participants in each category.
BMI is presented as the mean for each category.

As Table 3 shows, it does not appear that students with higher BMIs were more likely to
always or often skip lunch than those with lower BMIs. No particular lunch source
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appeared to be associated with elevated BMI. However, it is difficult to draw conclusions
about lunch eating behavior and BMI with only 14 participants.
Of the 12 participants who discussed their dinner eating behaviors, 6 reported that
they eat dinner at home with their family members always or often, 2 reported
sometimes, and 4 reported that they rarely or never eat dinner at home with their family
members. Of the 4 who never or rarely ate dinner at home with their family members, the
most common alternative was eating alone in their bedroom while family members were
eating or returning home too late at night to eat with family members. We also compared
within-participant lunch and dinner eating behaviors to account for the possibility that
participants skip meals both at home and at school. However, of the four participants who
always or often skipped lunch at school, none always or often skipped family dinner.
Behavior-specific data about eating family dinner and BMI are presented in Table 4.

Dinner Eating Behavior
N (%) BMI (M)
Eats sit-down dinner with family members
Always
3
23.1
Often
3
37.7
Sometimes
3
20.6
Rarely
2
24.7
Never
2
28.2
Did not report
2
Table 4: Frequency of Family Dinners Among Participants (n=14) and mean
BMI (n=13). N = the total participants in each category.

School and Home Connectedness
The coded categories of perceived feelings of school and home connectedness and
respective subcategories are presented in Table 5.
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Categories
Perceived Feelings of School
Connectedness

Subcategories
Feelings of what is ‘important’ about school
Opinions of peers
Opinions of teachers and other adults at school
Least favorite aspect of school
Favorite aspect of school
Opinions of school food
Belonging
Perceived Feelings of Home
Opinions of neighbors
Connectedness
Trusted adults in neighborhood
Least favorite aspect of neighborhood
Belonging
Table 5: Categories and Subcategories of Participants’ Feelings of Home and School
Connectedness.

School Connectedness Subcategory I: Feelings of what is ‘important’ about school
Most participants shared positive feelings in this subcategory. Many reported that
their school’s connected community, quality of education, and small environments were
the most important aspects of their school. Excerpts highlighting these feelings include:
“I think it’s a good community. I think all the teachers make you feel welcome and they
make you feel like you can succeed and have the same chances as anybody else.”
“I’ve never been to a school where people are like actually eager to do their work. And
actually everybody in the class helps each other out.”

School Connectedness Subcategory II: Opinions of peers
The majority of participants expressed positive opinions of their peers. Many used
language such as respectful, accepting/ open, hard working, and friendly to describe their
peers. Notable excerpts include:
“They’re pretty analytical thinkers. Open minded. So they have a different way of
thinking. They don’t really judge you, so that is a great reason why I went to that school.
They accept you for who you are.
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“[The students] are respectful. They know when to get their work done, and they’re not
really distracting, except for a handful of students. They know that there is a time and
place for everything.”

Participants who attended public and private schools in the suburbs were more critical of
their peers than those who attended school in Boston. These participants often described
their peers as sheltered. One participant explained:
“Some kids are just really sheltered and don’t really know much about where I come
from. It was hard at the beginning. My first year they had like a lot of strange questions
that I was completely prepared for, because my mom and other people prepared me for
these questions like ‘is it dangerous in your neighborhood?’ and like ‘have you seen
anybody get shot?’ They base it off of like what they hear and stereotypes, but I don’t
like blame them because they’re really sheltered. A lot of my friends have money. So I
don’t mind like explaining to them where I come from and my background as friends and
stuff.”

School Connectedness Subcategory III: Opinions of teachers and other adults at school
Participants shared positive opinions of their teachers, coaches, and guidance
counselors at school, often describing them as kind, supportive, accepting, and helpful.
Most negative opinions were in reference to a specific teacher and not adults at their
school as a group. One participant said:
“They’re really helpful. The guidance office is really helpful. They really stuck with me
when I was doing bad in school, they really helped me and pushed me and I really
appreciate that. The teachers are very good as well. They really care about their jobs,
which is always helpful.”

School Connectedness Subcategory IV: Least favorite aspect of school
Food was the most common answer to what students liked least about their
school. The second most common answers included participants explaining that their
school did not offer them the classes or academic options that they sought or that their
school was specialized in an area in which they lacked interest. Some participants wished
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that their commute to school were shorter or less complicated. Two participants reported
that they liked everything about their school.

School Connectedness Subcategory V: Favorite aspect of school
A strong sense of a closely connected community and small size were the most
shared responses to this subcategory. Other common favorite aspects included an
atmosphere conducive to learning, specific favorite teachers, and future opportunities. All
participants reported to have a favorite aspect of their school. A notable description was:
“It’s small… We’re about like 250 students in the whole high school…I feel like it’s
better to connect with your teachers and your peers more. ‘Cause like it’s not just a face,
most of each other know each other’s names, so we can all help each other. It’s like a
smaller family kind of.”

School Connectedness Subcategory VI: Opinions of school food
Students’ expressed opinions of the food options at their schools varied greatly
among our participants. A few participants reported that they liked the salad bar and/or
healthier options at school. Many participants expressed negative opinions of the food
offered to them at school. The most common complaints were bad taste, bland taste,
processed/ not fresh, and not enough choice. One participant said:
“[Lunch is] really gross. Most of the stuff, I swear they just keep it one day and warm it
up the next. They don’t ever make the stuff, and some of the stuff comes from like cans.
It’s just disgusting.”

Students who attended public or private schools in the suburbs shared more positive
opinions of the food served at school. They often recognized that their schools offered
more food choices than other schools. One student explained:
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“Compared to a lot of the other schools that I’ve heard about, we have a lot of different
kinds of foods. I know at my school, we can make our own sandwich, so we can have it
grilled, we can put anything on it. And a lot of schools don’t do that. And a lot of schools
don’t have nachos.”

School Connectedness Subcategory VII: Belonging
Participants compared their feelings of connectedness and belonging at school
verses in their home neighborhoods. The majority of participants reported that they felt
more connected to their school than their home neighborhood or that they felt equally
connected to both environments. Common factors that contributed to this sentiment were:
spending more time at school that in their home neighborhoods, not living near other
young people, and recognizing that their schools had stronger communities than their
home neighborhoods. One participant explained developing feelings of connectedness to
his school environment that differed greatly from his home environment:
“I feel like I fit in more at my school just for the fact that, I’m comfortable with them. Do
you know how your environment, you adapt to it and then it becomes like a permanent
thing? Like you grow up and you change. So like these two years that I’ve been at this
school, I’ve adapted more to them, so like I’m more well behaved, and I speak properly,
and I just feel more comfortable around them.”

Another participant explained feelings of not belonging at school, notably referring to her
home neighborhood as “my environment:”
“I fit in better more in my environment. My neighborhood. I mean, I used to want to fit
with my school because like, I felt that I would feel more included and involved. But, as I
grew up, and I’ve seen how the people were. I just I wasn’t. I couldn’t.”

Home Connectedness Subcategory I: Opinions of neighbors
Opinions of neighbors among our participants were relatively split between
positive and negative. Those who had negative opinions explained that they were often
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isolated from people in their neighborhood outside of their household and interpreted
people in their neighborhood as unfriendly and/or unsafe. Others explained that they
don’t know anyone in their neighborhood outside of their family, so they felt neutrally
towards their neighbors. One participant shared an opinion of her neighbors that captured
the emotions of many of our participants:
“I don’t really go outside, so I don’t really know…. I guess they seem like good people. I
think they’re all like striving for the same thing. I mean I think you have like, not losers,
but the people who don’t really strive for anything, and then you have people who are
just genuinely nice.”

Home Connectedness Subcategory II: Trusted adults in neighborhood
While many participants felt isolated from their neighbors, a few mentioned that
they could count on a trusted adult outside of their family in their neighborhood if need
be. A few also explained that their neighbors look out for the safety of each other. Two
examples of these sentiments include:
“We have this thing in our neighborhood where we say ‘everyone watches everyone’ so
if you’re parents aren’t out there, you can still have another neighbor watching your
kids.”
“I know that if I needed something, I could go to a neighbor… of if I was ever in trouble,
I would have somewhere to go because they know me and my family.”

Home Connectedness Subcategory III: Least favorite aspect of neighborhood
While every participant expressed feeling safe at school, by contrast, most
explained that lack of safety was their least favorite aspect of their home neighborhood.
Many explained that they didn’t feel safe going outside for a walk around their homes
and subsequently felt isolated. The second most common complaints about home
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neighborhoods were extreme noise and lack of community. One participant stated simply,
“I have no friends out there.”

Home Connectedness Subcategory IV: Belonging
There was great variation in feelings of belonging and being connected to their
home neighborhoods among participants. All participants expressed feelings of closeness
to their own family members who shared their households. However, some felt totally
disconnected from their neighborhood around their home. Others felt more strongly
connected to their neighborhood than their school environment because they felt that their
neighborhood community was stronger, they had known their neighbors for longer,
and/or because they maintained friendships with neighbors throughout the summer, not
just during the school year.

Discordance: Feelings of Connectedness Among Students who Attend Suburban Schools
Upon analysis of home and school connectedness in our participants, it became
clear that students who attended school in Boston and students who attended school in the
Boston suburbs spoke very differently about feelings of connectedness to their different
environments. Since all of our participants live in the same three neighborhoods of
Boston that have similar socioeconomic and cultural demographics, it was interesting to
evaluate feelings of school connectedness among students who attend school in Boston
verses students who attend school in the Boston suburbs. Of our four participants who
attend school in the suburbs, three were ranked as connected or very connected to their
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school and disconnected from their neighborhoods. These three participants spoke in
detail about embracing a new and different environment at school, enjoying learning in a
less crowded and more academically rigorous school, and feeling comfortable in the
diversity of their suburban schools. Notable excerpts include:
“Being one of the top schools in the East Coast is pretty good because seeing where I
come from, and the neighborhood that I come from, this is giving me a better opportunity
for colleges and the future.”
“That area [around my school] is…a place where I just enjoy being a lot cause that’s
more of my scene. It’s more laid back and chill and calm. There’s just never any
confrontation or rowdiness … And I don’t know, that’s like somewhere where I aspire to
be in life.”

Moreover, all four participants who attend school in the suburbs are
Black/African American and mentioned race without prompting when discussing their
schools, often stating that being in a racial minority among primarily Caucasian peers
was a challenge but also a positive aspect of their school experience. Racial and cultural
diversity seemed important to them. One student explained at length:

“We are a diverse school. We have Caucasian or European-American kids and a few
Caribbean kids and you have African American kids, and you have a very small amount
of African American kids and Hispanic kids…. Not purposefully, but like a lot of times
there are like slip-ups, and kids make race comments. So for me, it’s okay, I can explain
and help you out. But outside, in the outside world, it may be problematic for someone
else. We have a race and gender club, and I’m in it, because I felt the need to represent,
especially cause a lot of guys of color, they don’t really like to talk about it. They’re just
like, ‘whatever. I don’t care.’ But I feel passionate about it. There should be people like
us included, cause there are things about us that they don’t know, and there’s things about
them that we don’t know, like, their cultures and stuff like that. I feel like if we all talked
about it, it wouldn’t be so awkward all the time, like you don’t know what to say. Like I
don’t want to be talking and like walking on eggshells around people, when let’s be real,
we’re in high school. We’re growing up. We’re adults. It’s time to be real with each
other, and take the blindfolds off. And this is a life type of situation.”
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BMI and Eating Behaviors in the Context of Home and School Connectedness
Data of individual participants’ feelings of home and school connectedness and
their BMIs and eating behaviors in these environments are presented below in Table 6.

BMI
(M)
27.4
28.3
24.2
30.15
BMI
(M)

N (%)
School Connectedness
Very connected
Connected
Unsure
Disconnected
Very
Disconnected

n (%) never or rarely
eat food provided by
school

5 (35)
3 (21)
0 (0)
4 (28)
2 (14)
N (%)

1 (20)
2 (66)
0 (0)
4 (100)
1 (50)
n (%) never or rarely
eat family dinner

n (%) often or always
eat food provided by
school
4 (80)
1 (33)
0 (0)
0 (0)
1 (50)
n (%) often or always
eat family dinner

Home Connectedness
2 (14)
1 (50)
1 (50)
Very connected
4 (29)
2 (50)
2 (50)
Connected
2 (14)
0 (0)
2 (100)
Unsure
5*
0 (0)
3 (60)
Disconnected
(36)
0 (0)
1 (100)
Very
1 (7)
Disconnected
Table 6: Participants’ Feelings of Home and School Connectedness and Their BMIs and Eating
Behaviors at Home and at School, (total n= 14). N = the total participants in each category. *Two
of these respondents did not report family dinner eating habits.
24.5
23.6
40.4
27.7
20

32

DISCUSSION
Current research demonstrates that skipping meals is positively associated with
obesity, and eating family meals frequently is negatively associated with obesity. With a
small sample size of 14 participants, it was difficult to draw similar associations between
the obesity related eating behaviors examined – skipping lunch and eating family dinner
–and BMI. Our first hypothesis was based on research that shows that feelings of school
connectedness and belonging at school are associated with BMI; students who feel
strongly connected to their schools are more likely to have lower BMIs, and students who
feel disconnected from their schools are more likely to have higher BMIs. Similar results
about school connectedness and BMI were not shown in our data, likely due to our very
small sample size.
Our comprehensive evaluation of school and home connectedness, however, shed
light on the complex factors that contribute to feeling a sense of belonging to one’s
environment. The majority of our participants expressed a desire to feel closely
connected to their schools and valued a strong school community and open and accepting
peers and teachers. Those who spoke positively of their peers’ behavior, work ethic,
openness, and respect of differences were more likely to feel that they were strongly
connected to their school and that their school had a strong community. Judgment
towards peers, the most common being closed-mindedness, was associated with weak
feelings of school connectedness. Understanding specifically what self-reported values
and opinions of their school, peers, and teachers were associated with school
connectedness in our population was useful in parsing this complex concept.
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In terms of home environment, many of the same values that were expressed to
discuss school connectedness, such as strong community and reverence of others, were
used to discuss home connectedness. One significant factor that participants discussed in
terms of home connectedness was neighborhood safety. While lack of sufficient safety
was the most common complaint about neighborhood among our participants, these
feelings did not correlate with feelings of disconnectedness to one’s neighborhood. This
may be related to the detailed ways in which participants explained that they knew that
their neighborhoods were unsafe, and they often stayed inside and felt more isolated that
they would feel in a safer neighborhood. However, when they were outside in their
neighborhood, they personally perceived themselves as safe. Participants described this
dichotomy by explaining that they were accustomed to their neighborhoods, and therefore
felt safe, even though they knew that their neighborhoods were unsafe. Another common
explanation was that they felt prepared to deal with an unsafe situation should one arise
in their neighborhood. Understanding perceived safety verses actual safety was an
important distinction in our evaluation of the factors that contribute to feelings of home
and neighborhood connectedness.
Strong feelings of school connectedness in the majority of students who attend
school in the suburbs warrant further exploration. Interestingly, no participants who
attend school in the suburbs reported that they felt connected to both home and school
equally, which was a common sentiment among our participants who live and attend
school in Boston. In our small sample, students who experience discordant home and
school environments seemed more likely to embrace their school environment and feel
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that they belong at school more than in their home neighborhoods.
We also examined school eating behavior among participants who attend in
Boston and participants who attend school in the suburbs. School proximity to home did
not correlate with the likelihood that a participant frequently or infrequently ate the food
offered at school. All participants who attended school in the suburbs expressed positive
feelings about the food at their school, almost never skipped lunch, and frequently ate the
food provided to them at school. Even the one participant of these four who felt very
disconnected from her school and very connected to her home neighborhood much
preferred the food at school to the food at home. She loved the choice of food options at
school and enjoyed school lunch every day despite otherwise feeling very negatively
towards her school community, peers, and teachers.
In addition, our participants who did not feel connected to their schools often
made very logical arguments and criticisms of their schools, suggesting that some
adolescents are studying in an environment that may not be the best fit for their learning
and social styles. The Boston Public School system allows students who live in all
neighborhoods of Boston to attend different types of schools, including smaller charter
schools, more specialized pilot schools that focus on art or science for example, and more
academically rigorous exam schools. In addition, METCO allows low-income highachieving young people to attend public suburban schools, and private schools in the
Boston area award academic and athletic scholarships to students. With these choices,
low feelings of school connectedness may suggest that a participant in our population
would be more likely to excel in a different school.
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Our second hypothesis sought to evaluate the potential negative association
between strong feelings of school connectedness and lunch eating behaviors and the
potential positive association between strong feelings of home connectedness and eating
family dinner. Of the five students who felt ‘very connected’ to their schools, all but one
always or often ate the food provided by their schools. These students were more likely to
discuss the positive health aspects of their school foods and the ways in which their
schools had improved food options or listened to student suggestions and criticism about
school food in the past. These feelings may suggest a stronger sense of feeling respected
by one’s school, and this feeling of being valued may be associated with strong feelings
of school connectedness in our population and/or better food offered at school.
On the other hand, students who felt ‘very connected’ or ‘connected’ to their
schools and did not chose to eat the food at school spoke positively about their sense of
belonging in their school communities and liked many aspects of their schools, including
peers and teachers, but they were very critical of their school’s food. It seems that school
connectedness may be enhanced by feeling positively about school food, as discussed
above, but liking school food was not a not a requirement for school connectedness in our
population.
In terms of family connectedness and eating family dinners, we did not see an
association between strong feelings of family connectedness and frequency of family
dinners. This is likely due to our questions about neighborhood connectedness that did
not directly address feelings of family connectedness or unity. Our interviews have
demonstrated that these are two very different concepts. All of our participants had many
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signifiers of strong family unity such as speaking positively about family members and
enjoying time spent at home. However, for many of our participants, the majority of time
they spent in their neighborhoods was spent inside their family homes. In our evaluations,
these participants often were ranked as being disconnected from their home
neighborhoods because they spoke negatively about their neighborhoods in the
subcategories outlined above. However, feeling disconnected from one’s neighborhood is
independent of feeling connected or disconnected from one’s family. Future research
about family connectedness should ensure that ‘neighborhood’ and ‘family’ are evaluated
as two separate environments.
Our study was primarily limited by small sample size, which prevented us from
drawing broad conclusions about school and home connectedness and eating behaviors.
In addition, our evaluation of home connectedness was complicated by the differences
expressed by our participants between neighborhood connectedness and home/family
connectedness. Without specific questions that differentiated these environments,
potential disparities were not captured in our data. Finally, our discussions about school
connectedness revealed rich descriptions of feeling connected to one’s school. However,
as seen in our demographic information (Table 1), two other factors not discussed in our
interviews – length of time at current school and self-ranked grades in school compared
to peers – may have significant contributed to feelings of school connectedness. While
these factors may have contributed to a participant feeling more or less connected to his
or her school, the subcategories evaluated in school connectedness did not address these
factors.
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Despite our limitations, our qualitative interview design and descriptive analyses
of home and school connectedness were valuable tools in understanding specific factors
that led to feeling connected to an environment in our population of adolescents.
Understanding the language and emotions used in discussing school and home
connectedness may guide future research in evaluating the associations between certain
health behaviors and feelings of connectedness and potential ways in which schools can
improve to make students feel more connected. Understanding the complexities of school
connectedness in our population may also contribute to more valuable conversations
between providers and patients about school connectedness.
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APPENDIX A: OVERVIEW OF METCO PROGRAM
METCO, funded by the Commonwealth of Massachusetts, allows non-White
students who live in Boston or Springfield to attend public schools in suburban towns
around Boston or Springfield for free, transportation included. METCO’s goals are:
“to expand educational opportunities, increase diversity, and reduce racial isolation by
permitting students in Boston and Springfield to attend public schools in other
communities that have agreed to participate. The program provides students of
participating school districts the opportunity to experience the advantages of learning and
working in a racially, ethnically, and linguistically diverse setting.”63

METCO is the longest running voluntary school desegregation program in the United
States, it has existed without protest from participating school districts for over 30 years,
and it is often used as a model for other similar programs across the country.64
The program was founded in 1966 in the wake of the Civil Rights Movement and
the initiation of desegregation and bussing programs in schools across the country.
Today, there are 3,300 students enrolled in METCO in 33 school districts in metropolitan
Boston and four school districts outside of Springfield.65 The majority of students
currently enrolled in the METCO program are Black/ African American (73%).66
Students are admitted to the METCO program based on their race (must be non-White),
academic achievement to date, socioeconomic status, and the current availability of spots
in METCO-participating schools.67
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APPENDIX B: DEMOGRAPHIC FORM
Study ID__________
1. Gender:
Female

Date_____________
Male

2. What is your age (at most recent birthday)?
13 years old
17 years old
14 years old
18 years old
15 years old
19 years old
16 years old

3. Race/ Ethnicity (please select all that apply)
Hispanic or Latino
Other
African-American or Black
4. What school grade are you in?
5th
6th
7th
8th
9th
10th
11th
12th
5. How many parents are living with you at home?
One
Two (or more)
None/foster care
Missing
6. Of the parent(s) living with you at home, what is the highest level of education that s/he
completed?
8th grade or less
> 8th grade but not high school (HS) graduate
High school graduate, or GED
Business, trade, or vocational school after HS
Some college, but did not graduate
Graduated college or university
Professional degree beyond 4-year college
Don’t know
Missing

40

7. What is your parents’ occupation?
Mother: _________________________
Father: _________________________
8. If we were to divide your grade into 4 groups with group 1 having the highest grades and
group 4 having the lowest grades, which group do you think you would be in?
Group 1 (highest grades)
Group 2
Group 3
Group 4 (lowest grades
9. Tell us where you have attended school starting in kindergarten:
School 1: _________________________
Grades:
School 2: _________________________
Grades:
School 3: _________________________
Grades:
School 4: _________________________
Grades:
School 5: _________________________
Grades:
School 6: _________________________
Grades:
School 7: _________________________
Grades:
10. Permission to be re-contacted?
Yes

No

Best contact information:
__________________________________________
11. Permission to record BMI?
Yes

No

Notes: (Include any unusual circumstances, events, etc.)
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APPENDIX C: INTERVIEW GUIDE
Interviewer: “Thanks for agreeing to talk with me today. We are going to spend the next
hour or so talking about the neighborhood you live in and the school you attend. We are
especially focusing on ways in which your neighborhood and school affect your diet and
exercise behaviors. As we discussed during the review of the informed consent, some
teens may find some of the questions hard to answer. If you don’t want to answer any
questions that is ok. In addition, there are no ‘right’ or ‘wrong’ answers, so please do
your best to be honest. Just by talking to us you are making a valuable contribution. Feel
free to take your time answering questions and if ever you feel that you’ve already
answered a question, just let us know.”
General School and neighborhood questions (no more than 5 minutes)
 Tell me about your neighborhood. You can tell me anything that you think is
important. (**below are prompts and they do not all have to be answered)
o How long have you lived there?
o What are the people in your neighborhood like?
o What do you like most of least about your neighborhood?
o How safe is it?
 Tell me about your school. You can tell me anything that you think is important.
o How long have you lived there?
o What are the people in your neighborhood like?
o What do you like most of least about your neighborhood?
o How safe is it?
 Tell me about feeling like you belong or are connected to your school or your
neighborhood.
o Do you feel similarly about both?
o ***Do you feel like you fit in more or are more like other people at your
school versus your neighborhood?
Dietary Questions
Interviewer: “As I mentioned in the beginning we are particularly interested in how
your school and neighborhood influence your food choices and eating patterns as well
as your physical activity. So now let’s talk about your diet or what you eat.”
 Walk me through what you typically eat on a school day.
o Breakfast
 What?
 Where from (show on the map)?
 With whom?
o Lunch
 What?
 Where from (show on the map)?
 With whom?
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o Dinner
 What?
 Where from?
 Who cooks?
 With whom?
Walk me through what you typically eat on the weekend days.
o Breakfast
 What?
 Where from (show on the map)?
 With whom?
o Lunch
 What?
 Where from (show on the map)?
 With whom?
o Dinner
 What?
 Where from (show on the map)?
 Who cooks?
 With whom?
 What is different about weekend v. weekday eating?
 Which do you think is healthier, the food you eat at or around school or the food
that you eat at or around home?
o Why?
Tell me about the food or diet culture at your school.
o Tell me about the food choices at school.
 Vending machines?
 School lunch?
 Off-campus options?
 What do you like or dislike about the food options?
o Are kids concerned with eating healthy?
 Are your friends concerned about eating healthy?
o Is there much weight talk or body shape and size discussion
 At school?
 Among your friends?
o Do your friends or other students comment on what or how much you or other
kids eat?
o How do you eat compared to the other kids at school?
Tell me about the food or diet culture in your family
o Who food shops in your family?
o Tell me about the food options available at home.
o Do family members worry about eating healthy themselves or that you eat
healthy?
o Is there much weight talk or body shape and size discussion?
o Do family members comment on what you or others are eating?
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Tell me about what you think influences what and when you eat—where you are,
who you are with?
o Friends, access, family, money

Physical activity questions
 Tell me about your physical activity in a typical weekday—this could include
anything from walking to school to taking a Zumba class to playing on a team sport to
dancing in your room—anything that gets your body moving.
 Tell me about your physical activity in a typical weekend.
 Can you show me on your map of school and neighborhood where you are typically
active or where you walk or run?
 Tell me about how active kids are in your school.
o How active are you compared to most kids at your school?
 Tell me about how active kids are in your neighborhood.
o How active are you compared to most kids in your neighborhood?
 Is there anything you would change or build in your neighborhood that you think
would make it easier for you to be active?
 Is there anything you would change or build in your school that you think would
make it easier for you to be active?
 Is there anything else you would like to mention about your school and/or
neighborhood before we end the interview?
 We are going to take the last few minutes to discuss the experience of doing this
interview. Did you understand most of the questions? Did it feel comfortable or not
comfortable for you? Do you have any suggestions on how we can improve the
interview?

Thank you for taking time to speak with us.
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