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Abstract 

 

The purpose of this study is to conduct an investigation of the lived experiences of 

asthma and sporting embodiment in non-elite sportspeople of different ages and levels 

of ability, involved in a range of sports.  Asthma is characterised as a breathing disorder 

and the aim of this research is to add to embodied literature by providing ‘fleshy’ 

realities of the moving, sweating, sensuous sporting body, which holds meanings, 

purposes and interests for people who experience sport with asthma.  Breathing is not 

only a physiological process, but it is also cultural and people may deal with their 

asthma symptoms in ways that reflect cultural attitudes embedded in sport.  This 

qualitative study addresses five exploratory questions:  1) How do sportspeople 

experience asthma?  2) How do sportspeople negotiate their asthma and sporting 
identities?  3) How do emotional dimensions play a role in sportspeople’s asthma and 

sporting experiences?  4) How do perceptions of environment and illness shape one 
another by examining the relationship between the body, the self and environment?  5) 

What is the role of trauma in sportspeople with asthma?  6) How do key senses (sound) 

play a role in sportspeople’s asthma and embodied sporting experiences?  Through a 

symbolic-interactionsist and phenomenological-inspired approach, this research places 

emphasis on the mind-body-self nexus in relation to sensory experiences with a focus 

upon the centrality of the ‘visceral’ body in the relationship between self-consciousness 

and the self.  A bodily disruption (e.g., asthmatic attack) is likely to heighten awareness 

of the body-self and contingency and may amplify how sportspeople listen to their own 

embodied selves when engaged in sporting action.  Therefore, sportspeople may 

become even more acutely aware of, and attuned to, their breathing in ways that link the 

physiological, the psychological, the social and the environment.  This may lead to a 

permanent re-ordering/negotiation of identities (e.g., athletic identity - asthma identity) 

through ‘emotion work’ and ‘somatic (auditory) work’ in which a concern with the 

body is central.  The findings are represented as a typology consisting of Conformers, 

Contesters and Creators, which may be used as a framework to assist health care and 

sporting professionals in developing more appropriate and effective rehabilitation 

regimes for sportspeople, in order to improve the quality of treatment and outcomes.  

Key words: lived experiences, bodily disruption, sensuous sporting body, asthma and 

sporting embodiment, somatic (auditory) work, identity, emotion work 
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1.0 Introduction 

 

In this chapter, I provide a rationale for the research by addressing the historical 

development and medicalisation of asthma by firstly tracing it back to its roots in 

Ancient Greek classical literature that associates ‘breathless battle weary heroes’ with 

the condition (Frea, 2011).  Throughout the centuries, people have provided personal 

asthmatic narratives along with various theoretical viewpoints, such as psychoanalysis.  

These are also discussed.  Alongside the medicalisation of asthma, I also consider the 

way in which civilising processes might have influenced the management of asthma 

through the cultivated need for ‘civilising bodies’ (Shilling, 1993).  These discussions 

are offered as a way to construct a rationale for the study, which help found the research 

questions guiding this qualitative investigation.  Lastly, I provide an outline for the rest 

of the thesis, which follows the structure summarised in the abstract. 

 

1.1 Personal interest 

First and foremost, asthma is a part of my family history.  I stayed with my Granny 

whilst I was completing an MSc in psychology of sport and exercise (2008-2009).  

During this time our relationship really began to blossom.  Most weeks, we would go 

into the kitchen and each dish out our shepherd’s pie portions (I tried to get all the 

crispy bits!).  We would pour a glass of wine each and take our trays into the lounge.  

Granny sat in ‘her chair’ and I sat on the sofa next to her and we chatted over how our 

days had been.  Sitting down, breathing, eating a home-cooked meal and having a chat 

with Granny was bliss and I valued the time we had together.  It was an unusual 

pleasure just casually exchanging.  She sipped her wine and coughed occasionally. 

During one visit, at one point she had to stop talking and she coughed 

incessantly for quite a few minutes. Cough, cough, cough, cough, splutter, cough, 

cough, cough. 

“Oh dear” she sighed.  “Sorry about that”. 

“That’s OK Granny” I assured her.  “What were you saying?” 

“Gosh, I can’t remember now [cough]” she said, “Oh dear, my memory is not 

what is was”. I felt for Granny. 

“Oh don’t worry” I said, “Happens to me all the time” 

I also saw (or didn’t see) first-hand on a more regular basis, my Granny’s 

management of her chronic illnesses, particularly asthma.  She would go into her 

bedroom and potter about getting ready for bed.  She would then go into the kitchen and 
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I would hear the rattling of her tablets from her container.  She would return to the 

bedroom with a cup of tea and I would hear her inhaling her puffer a couple of times 

before coming back in and checking on me concerned that I would stay up late and so 

she would encourage me to “get bed soon”.  But I wanted to know more about 

Granny… 

 

Also, I wanted to get to know more about other people’s lived experiences with 

asthma. Whilst asthma is a common condition, it is often not conceptualised as very 

serious.  I was initially interested in how sport played a part in the way sportspeople 

with asthma breathed because of my additional interest and experience in sport.  And, 

commensurate with a phenomenological perspective, I was interested as to ways in 

which I might be able to get closer to how it feels.  I have not been diagnosed with 

asthma, which initially made me feel like a ‘healthy’ outsider when investigating 

people’s experiences.  This is a personal dilemma, which I constantly negotiate and 

renegotiate, as this is an ongoing issue (see ‘Bracketing’ in the Methodology chapter for 

more detail): interviewing people who might think that I will not understand their 

experience because I do not have asthma.  Nonetheless, this ‘outsider’ approach allowed 

me to delve deeper into people’s experiences without making assumptions which may 

have hidden shared meanings because I could ask them to really describe things and ask 

them to offer more detail.  In interviews, I often referred to my Granny and another 

family member who both have asthma in an attempt at reciprocity, (with care not to take 

the focus off their experience) and at times (when deemed appropriate) I drew on some 

of the memories I had when I was younger.  Indeed, throughout this research process, 

my aim was to distance my position situated in an alterity and “to consider the ways in 

which we come to (believe we) know and represent human beings and their 

experiences” (Inckle, 2007, p.23). 

 

1.2 Etymology of asthma 

The word ‘asthma’ has a long history and originally the word was used to describe 

laboured breathing and was not associated with disease (Netuveli, Hurwitz, & Sheikh, 

2007).  Given this, it would be beneficial to explore the history of this word and how its 

form and meaning has changed over time.  It is believed that most old medical words 

originate from Greek, and the word ‘asthma’ is equally historically embedded.  Firstly, 

however, whilst the term ‘asthma’ was not used until Greek times, in 10,000BC asthma-

like symptoms were being described in ancient societies in Egypt, China, Korea, India, 
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Greece and Rome (Frea, 2011).  In 1862BC, a 20m, 100 page, scroll was discovered 

between the legs of a mummy in Thebes, which was written in Hieroglyphics and was 

then translated and transcribed (Frea, 2011).  This Medical Papyri became the oldest 

preserved medical document of all time (Frea, 2011).  Whilst various terms were used 

to describe respiratory ailments, most societies during these times believed that the 

disease was caused by an imbalance of bodily humors or phlegm that caused a seizure 

of the lungs resulting in various respiratory symptoms such as foaming at the mouth, 

cough, dyspnea (shortness of breath) and wheezes (Frea, 2011).  Remedies (700 found 

on the Papyrus Eber), such as improving diet and getting lots of exercise and sleep, 

were attempts to balance these humors (Frea, 2011).  The myth of humoral causes of the 

disease continued through the years and it was not until the 19th century that it finally 

left the medical profession (Frea, 2011). 

 

Following on, it was the Greeks who identified the condition with the term, 

aazein, which meant ‘sharp breath’ referring to breathing-in as a ‘taking in’ of 

something, as in, ‘I perceive’ (Saunders, 1993).  Asthma (aasein) can be traced back in 

the literature initially to the Illiad by Homer who used the term ‘pant’ to describe 

extremely breathless battle weary heroes (Saunders, 1993).  Specifically, he described 

the “glorious Hektor” after his near defeat by Ajax (Illiad, 1967, book 15, line 241-242, 

p.315) and Ajax himself, during his last battle with the Trojans as breathless (Illiad, 

1967, book 16, line 109-111, p.333).	  	  It was only used to describe what we have come 

to identify as the medical condition ‘asthma’ around 450 BC by Hippocrates referring to 

a condition of laboured breathing and related breathing difficulties and spasms to 

autumn and middle age (Gregerson, 2003).  Much was initially learnt through personal 

asthmatic narratives, which continued to inform medical practitioners.  By the first 

century, asthma was used to describe a state of sickness; the word then referring to 

laboured, rapid, and putrid breathing of the afflicted Herod (Saunders, 1993).  Asthma 

was described as ‘noisy breathing’, ‘making a blowing noise’, ‘panting’ or ‘groaning’ 

and did not originally mean ‘wheeze’ (Netuveli et al., 2007).  The way asthma was 

described through bodily sounds is worthy of note here.  In the 12th century, a 

comprehensive account was written in Arabic by Moshe ben Maimon (Maimonides, 

1138-1204).  Thus, up until the 16th century various observers of the disease (e.g., 

Galen, 129-199AD) contributed to a treatise on the prevention, diagnosis, and treatment 

of asthma (moderation in food, drink, sleep, sexual activity; avoiding polluted city 

environments; specific remedy of chicken soup) (Gregerson, 2003). 
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It was in the 17th century, ‘an asthma’, was viewed as a condition in its own 

right, in part, due to the pivotal piece of work in 1698 by John Floyer (1649-1734), an 

English physician.  He published the first book in English on the symptoms, causes, and 

treatment of asthma.  It was Floyer’s treatise that constituted a central point of reference 

to subsequent authors and clinical practice (Jackson, 2008).  These early medical texts 

included accounts of the author’s own pain and suffering and continued to shape clinical 

initiatives and medical writing (Jackson, 2008).  Additionally, Hyde Salter (1823-71) 

wrote one of the most influential 19th century texts on asthma in 1860, based on his 

account on the disease on his own patients as well as those of his patients (Jackson, 

2008).  Lord Limerick and Arthur Hurst were among others who also contributed 

personal accounts of the disease.  However, clinical reliance on personal observations 

and personal accounts of individual suffering started to recede (Jackson, 2008).  Whilst 

during the early 1800s asthma was rarely mentioned in medical literature, during the 

19th and 20th centuries, personal narratives of disease and the sense of identity and 

meaning often previously shared by doctor and patient were increasingly marginalised 

and have been noted as increasingly lacking (Jackson, 2008; Netuveli et al., 2007). 

 

1.3 Rationale for the study 

The overview of literature shows that it has highlighted the seriousness of asthma, but 

some still argue (e.g., Becker, 2007) that asthma is a disease, which has still not been 

appreciated in the athlete.  The role of sport has not been acknowledged in the ways 

asthma might be managed or influence the way people manage their asthma and their 

identities.  Whilst initially asthmatic narratives were seen as valuable sources involved 

in educating asthma clinical practice, these increasingly became marginalised as the 

medical model emerged and became more established.  Whilst the medical model has 

produced valuable findings, which have provided biologically-grounded information 

about the chronic illness, we still lack research on how medical regimes are managed 

and experienced, particularly in sporting populations.  For example, some sociologists 

might argue diseases are the intersection between biography, biology and the social 

structure and our bodies are the surface on which agents of social control inscribe our 

roles: 
Medicine plays a key role in this process, defining ‘normal’ and enforcing that normality 
through the legitimate, application of its armoury of chemical, electrical and surgical instruments 
(White, 2002, p.51) 
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White goes as far to argue: “Medicine has developed from a claimed base in science to 

become a sophisticated system of social control” (2002, p.51).  It transforms what are 

political evaluations of ‘proper’ behaviour into apparently scientific claims, which are 

beyond dispute (White, 2002).  While medical understandings of, and treatments for, 

asthma have often shifted dramatically across time, the physical manifestations, 

existential impact, descriptive language, and symbolic significance of asthma have 

remained comparatively constant.  However: How have these shifts in medical 

understandings affected people with asthma?  This thesis will explore more 

contemporary medical experiences of sportspeople with asthma and their engagement in 

sport and physical activity and explore the reasons why people act the way they do and 

respond to social demands whilst negotiating their shifting identities. 

 

1.4 Research Questions 

This research offers an approach, which seeks to value sportspeoples’ subjective 

experiences and links the physiological, the psychological and the social, to address 

how sportspeople might create meaning in relation to lived experience of asthma.  The 

main research questions guiding this investigation are:  How do sportspeople experience 

asthma?  And negotiate their asthma and sporting identities?  Therefore, this research 

will consider and explore: 
1) How do sportspeople negotiate their asthma and sporting identities? 
2) How do emotional dimensions play a role in sportspeople’s asthma and sporting experiences? 
3) How do perceptions of environment and illness shape one another in the relationship between 

the body-self and environment? 
4) What is the role of trauma in sportspeople with asthma? 
5) How do certain senses (sound) play a role in sportspeople’s asthma and embodied sporting 

experiences? 
 

The negotiation of identities was highlighted by Goffman (1969, 1973) and 

Snow and Anderson (1987, 1995) amongst others; more specifically and more recently, 

in relation to sport, the concepts were developed by Allen-Collinson (2005) and Allen-

Collinson and Hockey (2006) about the way runners manage and ‘work out’ their 

sporting identities, through emotional management, emotional work and emotional 

intersubjectivity.  This research aspires to continue to add to this embodied literature by 

exploring both males’ and females’ biographies and lived experiences, which hold 

meanings, purposes and interests for sportspeople who experience various sports with 

asthma. 
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To-date, little has been published on the identity work (Allen-Collinson & 

Hockey, 2006; Snow & Anderson, 1987) undertaken by researchers in asthmatic 

patients, particularly in sporting populations.  This thesis explores how sportspeople 

negotiate their body-selves with asthma in the context of sport. Therefore, my key 

research question is: 

How do sportspeople negotiate their asthma and sporting identities? 
 
No research has previously asked this specific research question, particularly in 

the context of sport and illness.  Yet it is important to explore the way people negotiate 

and manage their identities in accordance with asthma and sport as this forms part of 

people’s behaviours and rational decisions about taking medication.  This research 

question will guide the investigation. 

 

Methodologically, I will focus on the embodied and lived experiences of 

sportspeople with asthma through various qualitative methods in order to examine 

subjective meanings that are central to an understanding of how asthma and their 

treatments integrate with everyday and sporting life.  I embrace the ambiguity of the 

diverse meanings used by participants and seek to study each one and how they can 

simultaneously exist and be co-constructed in the interview interaction.  By taking a 

phenomenologically-inspired and symbolic interactionist-inspired approach, the value 

of this qualitative inquiry lies in its ability systematically to pursue these kinds of 

research questions that are not easily answerable by traditional experimental methods.  

This approach informs the three main methods: interviews, diaries and photo elicitation 

will be employed with ‘friendship as method’ as an approach focusing on the emerging 

and developing researcher-participant relationships.  Consequently, I will also reflect on 

my interview experiences in a reflective diary and represent these experiences through 

confessional tales presented in appendix I.  Furthermore, I will employ 

phenomenological analysis offering a more sensitive analysis exploring the sensory 

dimensions.  Some of the data will be represented through more alternative creative 

analytical practices (CAP) as a way to ‘show’ the lived experiences of sportspeople with 

asthma. 

 

1.5 Synopsis of thesis chapters 

The thesis is divided into 10 chapters.  The introduction briefly contextualised the 

historical development and medicalisation of asthma through an understanding of 

civilising processes, described how asthma is understood through various viewpoints 
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whilst considering the psycho-social implications of living with asthma as an athlete 

and providing a rationale for this research. 

 

The following chapter (2), the literature review, scrutinises existing research.  I 

acknowledge quantitative research and explain the mechanisms of the respiratory 

system with an aim to provide a holistic understanding of breathing and asthma.  The 

chapter then focuses more on the psychological and sociological literature and selects 

and highlights those that are most useful for this investigation.  During this chapter, 

theoretical approaches are discussed in some detail to contextualise the findings from 

existing research.  Methodological techniques are also highlighted and discussed 

forming a rationale for the approach of this study. 

  

In the next chapter (3), further theoretical concepts are outlined with a main 

focus on identity which is based upon symbolic interactionist-inspired conceptions (e.g., 

Goffman, 1963, 1969).  In this chapter, I explain how symbolic interactionism is used in 

combination with a phenomenologically-inspired approach in the thesis.  I draw upon 

the work of the following theorists in order to analyse the account of sportspeople’s 

lived experiences of asthma: Arthur Frank’s (1995) work on body types and body 

narratives, Shilling’s analysis of placing the body at the centre of civilising processes, 

Leder’s embodied phenomenological approach to the lived body, Csíkszentmihályi’s 

(1990) theory of flow and sensory work drawing from various researcher’s work (e.g., 

Hockey & Allen-Collinson 2007; Paterson, 2009; Sparkes, 2009). 

 

In chapter 4, the methodological approach is outlined.  Firstly, a philosophical 

underpinning is described informing the approach of ‘friendship as method’ along with 

the awareness of ethical implications.  My role in the research is explained in this 

chapter which is aimed at demonstrating my reflective nature as an emerging reflexive 

researcher, which was a developing process in the research.  Methodological techniques 

are described in this section highlighting the benefits and limitations of various methods 

and why they were employed.  Data analyses are described and analysed with a 

rationale for the implementation of new alternative ways of representing research, such 

as poetry and art.  What closely follows this chapter is Getting to know participants in 

chapter 5, because throughout this research process, my aim was to provide an insight 

into the developing relationships with my participants.  This is important because I 

included participants with whom I had pre-existing friendships and those who were 
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family members; I give examples of initial encounters with participants and how these 

relationships developed. 

 

The next four chapters delve into the findings of the study.  The first part of the 

analysis (chapters 6, 7 and 8) discusses my typology of Contesters, Conformers, and 

Creators.  The detailed group typology includes aspects within participants’ lived 

biographical narratives and discusses the implications of these narratives for their 

medical and sporting lives and senses of self.  Each ideal type is discussed thematically: 

Narrative affinities, Mind-body self relations, Medico-scientific faith, Self-

environmental associations, and Sport and spatiality.  Whilst each ideal type is 

discussed thematically, the ideal types are inductively constructed from participants’ 

data.  The typology that I discuss below suggests that identities of asthmatics are much 

more complex, fluid and shifting than Adams et al.’s (1997) research suggested and 

adds detailed embodied narratives through an understanding of bodily-self relations, 

spaciality, temporality and perceptions about the medical profession specifically derived 

from sportspeople.  In addition, severity of asthma, age of diagnosis, life experiences, 

parental influence and gender are acknowledged as influencial factors. 

 

The second part of the analysis consists of one chapter (9), which discusses the 

phenomenological analysis of the senses; examining ways sportspeople share bodily-

felt noises with asthma, and the potentially stigmatisation of bodily noises, drawing 

upon the concept of auditory work (Allen-Collinson & Owton, 2012).  The ‘auditory 

sensorium’ or ‘soundscape’ is a way of showing how the changing ‘sensory envelope of 

the self’ with asthma continually shifts through different body types: Breathing bodies, 

Coughing bodies, Wheezing bodies, and Breathless bodies.  These are discussed through 

shared bodily-felt experiences, which seem pivotal in the negotiation of their asthma 

and sporting identities. 

 

Finally, the last chapter offers some summative points about the way 

participants speak metaphorically about their asthma, which might have implications for 

the way they manage their asthma.  Additionally, I provide reflections from participants 

as a form of ‘member checking’.  I outline the ways the findings contribute to 

knowledge, empirically, theoretically, methodologically and implications to practice 

and offer some ways of disseminating the findings of this PhD.  Finally I consider 
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future directions for this research and offer reflective deliberations about the PhD 

journey. 

 

In the appendices, I provide descriptions and functions of the principal organs of 

the respiratory system.  Finally, given the nature of the research with ‘friendship as 

method’, I offer a confessional tale as a traveller-interviewer employing family 

members and the uncomfortable power shifts within the relationship.  I also include 

various narrative poems and artistic impressions that I composed during this research in 

the chapter entitled Breathing Stories.  Now, I turn to the review of literature 

introducing you to the multitude of research which helps shape this study. 
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2.0 Review of literature 

 

Sports medical research has many strands – sociological, psychological, 

biological/physiological and biomechanical.  Firstly, this chapter explores research that 

has been conducted through quantitative (positivistic) methods which has contributed 

most towards physiological and psychological understandings of asthma.  The 

biological perspective has been significant in developing understandings of the 

mechanisms of the human body.  These understandings are assessed and summarised 

below.  Contributions from qualitative (post-positivistic and interpretivist) research are 

also assessed and summarised.  Key themes covered in this chapter are: the biological 

mechanisms involved in the respiratory system; the role of the environment; the role of 

medicine and sport; psychological and sociological factors; and exploring ‘alternative 

approaches’.  Each section addresses theoretical perspectives and substantive research 

contributing to these areas.  Firstly, I address the positivistic research and outline the 

anatomical features of the respiratory system. 

 

2.1 Positivistic (quantitative) research 

 

2.1.1 Anatomy, biology and physiology 

 

The respiratory system 

The majority of research on the respiratory system has been conducted in the 

physiological field whereby extensive research has provided comprehensive biological 

knowledge about the anatomical features involved in the respiratory system.  These 

include the nose, nasal and oral cavity, pharynx, larynx, trachea, bronchi, the smaller 

branches (bronchioles) and the lungs, which contain the air sacs called alveoli (Marieb 

& Hoehn, 2007).  The image below details and displays these anatomical features: 
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Figure 2.1. Anatomical features of the respiratory system, Illustration by Owton, 2012. 
 

The respiratory system is defined as “an organ system specialised primarily to 

deliver oxygen to the blood and remove carbon dioxide from it” whilst also serving for 

speech and other vocalisations (e.g., laughing, crying) and providing a sense of smell 

(Saladin, 2008, p.663).  However, the main job of the respiratory system is to supply the 

blood with oxygen (Marieb & Hoehn, 2007).  This is in order for the blood to deliver 

oxygen to all parts of the body as well as dispose of waste gases out of the body serving 

to maintain the pH level in the body (Marieb & Hoehn, 2007).  For this to happen four 

processes, collectively called respiration, must happen (Table 2.1). 
Pulmonary ventilation Referred to as breathing; movement of air into and out of the lungs 

so that gases there are continuously changed and refreshed. Declines 
steadily after the age of 20 and is one of several factors in a person’s 
gradual age-related loss of stamina. 

External respiration Movement of oxygen from the lungs to the blood and of carbon 
dioxide from the blood to the lungs 

Transport of respiratory gases Transport of oxygen from the lungs to the tissue cells of the body, 
and of carbon dioxide from the tissue cells to the lungs. This is 
accomplished by the cardiovascular system using blood as the 
transporting fluid. 

Internal respiration Movement of oxygen from blood to the tissue cells and of carbon 
dioxide from tissue cells to blood 

 
Table 2.1: Four processes that incorporate respiration (Marieb & Hoehn, 2007, p.831; Saladin, 2008) 

 

The respiratory system is particularly responsible for pulmonary ventilation and 

external respiration, although the whole process cannot be completed without the 

second two processes (Marieb & Hoehn, 2007).  Thus, the respiratory and circulatory 

systems are closely connected (Marieb & Hoehn, 2007).  Additionally, the external 

environment is also closely connected to the respiratory system.  Respiration pressures 
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are always described relative to atmospheric pressure (Patm), which is the pressure 

exerted by the air (gases) around the body (Marieb & Hoehn, 2007).  It is therefore the 

mechanisms of breathing I turn to next in order holistically to understand ‘breathing 

disorders’, such as asthma. 

 

Mechanisms of breathing 

Breathing is partly (and normally) under involuntary control.  One will inhale 

approximately 12-14 times in a minute normally without consciously thinking about it 

(Marieb & Hoehn, 2007).  Breathing is controlled by the brain’s detection of carbon 

dioxide (CO2) in the blood (Marieb & Hoehn, 2007).  Specifically, when the brain 

detects a slight drop in the pH of the blood (because carbon dioxide is in the blood) it 

sends impulses to the diaphragm and intercostal muscles (Shier, Butler & Lewis, 2010).  

For example, exercise increases the rate of breathing and the brain detects a large 

increase in carbon dioxide.  Therefore, exhalation, which is normally passive, now 

becomes active (Shier et al., 2010). 

 

The main anatomical structure acting during breathing is the diaphragm (Shier et 

al., 2010).  The diaphragm is a sheet of muscles that forms the base of the thorax and 

whose job is to help pull the oxygen into the lungs and pump the carbon dioxide out of 

the lungs (Shier et al., 2010).  Contractions of the diaphragm and the intercostal muscles 

change the size of the thorax causing the air to move in and out of the lungs (Shier et al., 

2010).  Therefore, as the diaphragm contracts and relaxes, breathing takes place 

(Saladin, 2008).  Inspiration (inhalation) is more of an active process because it involves 

muscle contraction of the diaphragm and intercostal muscles (Shier et al., 2010).  

Whereas during expiration (exhalation) the diaphragm and intercostal muscles are 

relaxed and so it is more of a passive process (Shier et al., 2010).  The deeper the 

respiration, the more likely the muscles of the chest wall are brought into action, so that 

the ribs move as well (Marieb & Hoehn, 2007). 

 

As individuals age, there are several biological factors involved in a person’s 

gradual loss of stamina (Braman, 2007).  As the body ages, the costal cartilages and 

joints of the thoracic cage become less flexible, the lungs have less elastic tissue, and 

there are fewer alveoli (Saladin, 2008).  Additionally, there is a corresponding decline 

in the volume of air inhaled in each breath (tidal volume - VT), the maximum amount of 

air a person can inhale (vital capacity - VC), and the maximum speed of airflow (forced 
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expiratory volume – FEV1) (Saladin, 2008).  As we age, it becomes more difficult to 

clear the lungs of irritants and pathogens, and hence why as people get older they are 

increasingly susceptible to respiratory infections, such as chronic obstructive pulmonary 

diseases, which represent the cumulative effects of a lifetime of degenerative change 

(Saladin, 2008).  Subsequently, respiratory health is a major concern in aging.  

However, Braman (2007) highlights that the diagnosis of asthma in the geriatric 

population is often overlooked.  This can be because of under-reporting of symptoms, 

which may have many causes including depression, cognitive impairment, social 

isolation, denial, and blaming of symptoms onto other comorbid illnesses (Braman, 

2007).  Additionally, even when this population is tested for asthma people can be 

wrongly diagnosed with asthma (47%) instead of chronic obstructive pulmonary disease 

(COPD), which can be more commonly associated with cigarette smoking (Braman, 

2007). 

 

Asthma and prevalence 

Asthma is one of the most common chronic illnesses, which is not only a concern as 

one ages (increasing concerns of ‘late-onset’ asthma), but is most common in childhood 

(‘new-onset’ asthma) (Burr et al., 1999; McConnell et al., 2002).  There has been much 

biomedical progress with asthma and it has also been well recognised (physiologically) 

as a serious disease worthy of investigation.  Saladin (2008) confirms the severe 

mortality of asthma by providing data that demonstrate that asthma takes about 5,000 

lives per year and furthermore, asthma has been identified (by Matsui, 2005) as one of 

the main causes of sudden death in sport, particularly during or after playing football 

(Becker et al., 2004; Kellaway, 2009; Sawer, 2009). 

 

Asthma is considered a chronic illness, as it has no medical ‘cure’ currently 

available and instead ‘lingers’ with no time limit on its duration (Gabe, Bury, & 

Ramsay, 2002).  It is also characterised as a breathing disorder with symptoms 

including coughing, wheezing, tightness of the chest and breathlessness (Brostoff & 

Gamlin, 2000).  Inflammation of the airways, or bronchi, affects the way air is inhaled 

or exhaled from the lung, thus disrupting breathing (reducing pulmonary ventilation) 

(Saladin, 2008).  Asthma causes constriction of the bronchial tubes and swelling of the 

mucous membranes causing considerable resistance to ventilation, and shortness of 

breath (Wilmore et al., 2008).  Persistent common respiratory symptoms include 

wheezing, coughing, chest tightness, and breathlessness (Courtney, McCarter, & 
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Pollart, 2005; McArdle, Katch & Katch, 2007).  A number of respiratory triggers 

(smoking, passive smoking, house-dust mites, pet hair, perfume, mould and fungi, 

substances found in the workplace, pollen, poor air quality – pollution, weather, colds 

and viral infections (Asthma UK1, 2006)) alter the airways’ hyperresponsiveness and 

can cause long-term damage that influences the duration and severity of asthma 

(McCarthy & Lenney, 1992). 

 

Asthma is characterised by episodes of acute breathing attacks (McArdle et al., 

2007).  When irritants or allergens enter the inflamed airways, the sensitive airways 

tighten and narrow making it increasingly difficult to breathe (Saladin, 2008).  As 

symptoms progress and become more severe, it can lead to an asthma attack where the 

overproduction of mucus lining the airways further narrows the airways, limiting 

oxygen intake and progressively making it more difficult to breathe (Marieb & Hoehn, 

2007; Saladin, 2008).  It is an allergic reaction to airborne antigens (allergens) that 

stimulate intense bronchoconstriction and airway inflammation, sometimes to the point 

of suffocation (Saladin, 2008).  Evidently, from individual to individual, the frequency, 

severity, length of occurrence, triggers, and symptoms of asthma all vary (Clark & 

Cochrane, 2009).  However, accepted definitions of asthma have been getting 

progressively shorter and more inclusive, which Brookes (1994) argues is not a good 

sign.  This could be because it risks reducing treatments to single types of interventions 

and a ‘one size fits-all’ approach is unlikely to work (Douwes, Brookes, & Pearce, 

2010).  In Dorland’s (1988) Illustrated Medical Dictionary, there are a few dozen 

definitions to choose from2. 

 

In my research, two participants were diagnosed with brittle asthma and 

exercise-induced asthma.  In 1977, ‘brittle asthma’ was a term used to describe a severe 

and ‘unstable’ subtype of ‘difficult asthma’ (Ayres, Miles, & Barnes, 1998).  

Furthermore, exercise-induced asthma (EIA), which is now more commonly referred to 

as exercise-induced bronchoconstriction (EIB), is when asthma is brought on by 

exercise (Wilmore et al., 2008).  Within the asthma population, exercise-induced asthma 

(EIA) is found in about 80-90% of asthmatics (Constantinou & Derman, 2004; McArdle 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
1 Asthma UK is a charity dedicated to helping individuals with asthma. 
2  E.g., abdominal asthma, cardiac asthma, cotton-dust asthma, cutaneous asthma, emphysematous 
asthma, essential asthma, extrinsic asthma, grinder’s asthma, intrinsic asthma, Kopps’ asthma, Millar’s 
asthma, miner’s asthma, nasal asthma, potter’s asthma, thymic asthma, Wichmann’s asthma (to name a 
few!) (Dorland (1988). 



	  

	  

25 

et al., 2007; Rietveld & Houtveen, 2004).  Surveyed reports from 1984-2004 have 

shown an increase in asthma cases (11-21%) in athletes (Helenius, 2000; Weiler, 

Layton, & Hunt, 1998), which is reportedly higher in swimmers (36.6%) (Romberg, 

Tufvesson & Bjermer, 2012), and (50%) in winter sport athletes (Butcher, 2006; 

Parsons, & Mastronarde, 2005).  Nonetheless, asthma diagnoses can be underestimated 

or overestimated and can also change in severity over time.  Such ‘definitions’ have 

become problematic and lead to complications and debates in the modern clinical world 

(Jackson, 2005).  Nonetheless, asthma presents itself in different ways in different 

patients at different moments in time, and asthma attacks can be triggered by different 

environmental factors in different people (Jackson, 2008).  Therefore, whilst Bradley’s 

(2000) Weaver’s Daughter (a work of fiction) suggests that modern asthma still 

constitutes a reincarnation of the ancient Homeric struggle to breathe in the face of 

personal, social, and environmental turmoil, Jackson (2008) argues that this assertion is 

problematic. So, the symptomatic expression and personal experience might appear 

relatively unchanged, yet medical theories and definitions of asthma have changed 

substantially since its recorded presence in ancient Egypt and since Homer first 

introduced the term nearly 3000 years ago (Frea, 2011). 

 

Whilst previous literature portrays the prevalence of asthma, the constant re-

definitions of asthma lead us also to subject such claims to critique and deconstruction.  

Whether this prevalence is actually due to an increase in asthma within sporting 

populations or to a more inclusive diagnosis of asthma in recent years, is unclear 

(NHLBI, 2007; Weiler et al., 1998).  For example, in the most recent guidelines 

(NHLBI, 2007), the category of mild intermittent asthma was changed to intermittent 

asthma, which was to emphasise that even patients with intermittent asthma might have 

severe exacerbations of acute breathing attacks (Bravo et al., 2010).  Likewise, whilst it 

is important to acknowledge the potential for asthma-related fatalities, it is quite 

possible for deaths to be misclassified when they might be more probably due to 

cardiovascular disease or COPD (Brunner, Ross & Johnson, 2009).  Until 2004, few 

studies had considered the possibility that athletic activity could actually trigger a fatal 

asthma attack (Becker et al., 2004).  Becker et al.’s (2004) study analysed 61 deaths 

which had resulted from asthma attacks in sport and found that athletes who played for 

either a professional or school team (57%) had a slightly higher risk of sudden death 

from asthma than recreational athletes (43%). 
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Critically, in relation to sports and physical activity, the drugs associated with 

asthma in sport might in some cases be performance enhancing, although this is often 

under scrutiny.  Since 2011, there have been clearer indications of the performance 

effects of drugs associated with asthma, hence WADA3 no longer prohibit the 

‘appropriate’ use of Beta-2 agonists but continue to prohibit Glucocortisteroids 

(presumably because it is known to be involved in carbohydrate metabolism, and also in 

fat and protein metabolism).  These guidelines seem to have been a response to the 

suspicions that non-asthmatics were feigning asthma symptoms in order to take the 

drugs (Cooper, 2012; McConnell, 2009).  Another consideration in relation to children 

with asthma, might be that they are also more likely to be encouraged to exercise – 

perhaps more than their peers – in an attempt to ‘beat it’ (Fereday et al., 2009) and 

therefore physically active children become over-represented in the statistics (see for 

example, Romberg et al., 2012).  Here, it is worthy of note that asthma is something that 

needs to be managed throughout a whole lifetime, not just in childhood, yet research 

tends to focus on childhood populations, in search of causes, in order to either cure or 

prevent asthma.  Hence, there is a dearth of research on adults and moreover on adult 

sportspeople.  Many argue along the lines that ‘Asthma has been a disease that hasn't 

been appreciated in the athlete yet’ (Locke & Marks, 2007) which underlines the 

importance of investigating the lived experiences of adult sportspeople with asthma.  

Moreover, it is also a disease that has not to date been examined in relation to the non-

elite adult athlete. 

 

Whilst research from the medical paradigm has improved and progressed much 

of the treatment for asthma, it seems to have overlooked the role of the mind in 

medicine, thus serving to reinforce Cartesian dualism4.  Nonetheless, the literature 

review explores how medical research has contributed to our understanding of asthma 

as a serious chronic illness.  Careful measurement and analysis of a wave of asthma 

deaths among young people in 1960s in the UK not only generate a better understanding 

and awareness of the potential severity of asthma, but also initiate public health 

measures that improve patient’s access to emergency services (Jackson, 2008).  Equally, 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
3 The most recent World Anti-Doping Agency (WADA, 2011) guidelines for athletes with asthma no 
longer prohibit Beta-2 agonists.  However, the presence of salbutamol in the urine in excess of 1000 
ng/mL is presumed not to be a therapeutic use of the substance and will be considered as an adverse 
analytical finding. The systemic use (e.g., oral or intravenous administration) of Glucocorticosteroids is 
prohibited and requires a Therapeutic Use Exemptions (TUE) Certificate (WADA, 2011). 
4 Cartesian dualism is Descartes concept of dualism. Descartes believed that the material body and 
immaterian mind are two completely separate entities. 
 



	  

	  

27 

greater knowledge of the molecular processes involved in allergic reactions has led 

directly to the development of new therapies, such as bronchodilators, inhaled 

corticosteroids, and leukotriene antagonists, that often substantially reduce the 

symptomatic discomfort for asthmatics (Jackson, 2008).  The most recent 

‘breakthrough’ being the identification of a novel mechanism (the activation of specific 

group of immune cells (CD8+T-cells) that might underlie the causes of severe asthma 

(Tsitsiou et al., 2012).  Therefore, acknowledging the substantial contribution from 

physiological research contributes to an understanding of asthma as a serious chronic 

illness. 

 

2.1.2 Environment 

 

Air quality and exercising 

In addition to exercise being an asthma trigger, Weiler and Ryan (2000) suggest that the 

environment in which exercise is performed can lead to a decrease in the amount as well 

as the intensity of exercise required to trigger asthma and perhaps in causing injury to 

the airways.	  	  Environmental factors have also been linked to an increased risk of asthma 

onset, although findings in this area are controversial and unclear (Pedersen & Saltin, 

2006; Zheng et al., 2002). 

 

Much of the discussions around the respiratory system seem to only include 

external gases such as nitrogen, oxygen, and carbon dioxide.  However, the 

environment itself appears to be a fluctuating atmosphere in terms of pressure, heat, and 

humidity and furthermore also contains many other pollutants.  Whilst there is much 

more understood about how the main gases exchange in the respiratory tract, there is 

much less known about the impact, interactions, and gaseous exchanges of these 

pollutants in the respiratory system (Mitman, 2007; Peng et al., 2002).  Air pollutants 

involve a complex mixture of small and large particles of varying origin and chemical 

composition, including fossil fuel emissions, industrial fugitive dust5, windblown soil 

and secondary pollutants from atmospheric chemical processes (Peng et al., 2002).  

Airborne pollutants are categorised as primary and secondary (Armstrong, 2000).  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
5 Fugitive dust is “particulate matter which can originate from indoor or outdoor industrial or commercial 
processes, activities, or operations and is emitted into the outer air through building openings and general 
exhaust ventilation” (Granholm & Chester, 2005, p.1). ‘Fugitive dust’ also originates from unintended 
activities such as soil disturbances by wind or from human activities such as walking or driving through 
an unpaved parking lot (Granholm & Chester, 2005). [For further detail on Fugitive dust see Granholm & 
Chester, 2005] 
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Primary pollutants, such as carbon monoxide (CO) and particulates exert their 

physiological influence directly from the sources of pollution (Armstrong, 2000), 

whereas, secondary pollutants, (e.g., ozone (O3)), are formed by the interaction of 

primary pollutants. 

 

Ozone, Carbon monoxide, nitrogen dioxide (NO2), particulate matter (PM10, 

PM2.5) and sulphur dioxide (SO2) have all been shown to have a profound affect on 

pulmonary function, respiratory discomfort, expiratory flows and volumes, airway 

hyperresponsiveness, and VO2 max6 (Florida-James, Donaldson, & Stone, 2004; 

Foxcroft & Adams, 1986; Ghos et al., 2005; Peng et al., 2002; Voorhees, 2005).  

Additionally, research (Sharman, Cockcroft, & Coombes, 2004) has found that the 

fractional penetration of pollutants to the lung is greater when breathing by mouth 

compared to the nose.  This effect is attributed to increased absorption of gases and 

deposition of particles in the nasopharyngeal region (‘scrubbing’ action), which is 

bypassed with oral breathing (Sharman et al., 2004; Wilmore et al., 2008).  During 

exercise, particularly at higher intensities, a greater proportion of air is taken in via the 

mouth, thus increasing the load of inhaled toxicants (Sharman et al., 2004).  Inhaling 

increasingly large doses of ozone and fine particles will consequently make respiration 

more difficult and reduce the amount of oxygen that gets into the muscles, subsequently 

impairing performances particularly in endurance events (Sharman et al., 2004). 

 

Heat, humidity, cold and air dryness are also viewed as stressors that will 

impose an imbalance in temperature homeostasis having a profound affect on athletic 

performance (Armstrong, 2000; Whyte, 2006).  However, whilst acclimatisation 

procedures may help athletes to perform better in hot and humid conditions, 

acclimatisation for air pollution appears to be unhealthy and unsupported (Armstrong, 

2000; Hevert, 2007).  Furthermore, asthma is deemed to be more prevalent in sports 

associated with cold conditions (e.g., cross country skiers - Larrson, Ohlsen, Larsson, 

Malmberg, Rydstrom & Ulriksen, 1993; ice hockey - Leuppi, Kuhn, & Reinhart, 1998; 

figure skaters - Mannix, Farber, Palange, Galassetti & Manfredi, 2009; Winter 

Olympics - Engebretsen et al., 2010).  Some individuals are more sensitive to air quality 

than others.  For example, children, elderly people and those with chronic respiratory 

disease are more sensitive to ozone than the general population (Florida-James et al., 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
6 VO2 max: the maximum amount of oxygen the body can uptake and utilise during exercise (Wilmore, 
Costill, & Keeney, 2008). 
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2004; Sjaak & Hanson, 2006; Zheng, et al., 2002;).  Essentially, research into the 

biological mechanisms of the respiratory systems has led to an increased understanding 

that exercising individuals are likely to be at heightened risks when exposed to 

pollutants, heat and humidity, due to heightened sensitivities.  Furthermore, asthmatic 

athletes’ symptoms are exacerbated in environmental conditions, which can evoke 

strong emotional responses as well as disrupt an athlete’s movement and rhythm 

(Helenius et al., 1998; Helenius, Lumme, & Haahtela, 2005). 

 

Limited research on the emotional dimensions of asthma accounts for the 

interaction the self has with the environment (Stevens, 2010).  Stevens (2010) argues 

that “we are continually interconnected via two-way interactions (electromagnetic, 

chemical and mechanical), and all we can know of the world comes via such 

interactions” (p.265).  Moreover, Roszak, Gomes, and Kanner (1993) stress that we are 

not only interconnected with our environment but our well-being is dependent upon it.  

This might be particularly the case for sportspeople with asthma.  The environment is 

not a scene through which we move but the medium within which we are embedded; 

there appears to be a level of interconnection between well-being and environment 

(Stevens, 2010).  As Stevens (2009) stresses, “As embodied beings, we can only 

understand who we are by being aware of our physical nature; as ‘embedded’ beings, 

self-understanding can only come if we are equally aware of our physical environment” 

(p.266).  Additionally, ecotherapists7 (e.g., Chalquist, 2009) demonstrate that changing 

the environment can profoundly affect one’s well-being over the long term.  Whilst 

much of this research has been criticised for lacking scientific rigour, these concepts 

have not been explored in asthma research, yet might be useful in understanding how 

the environment shapes, connects, guides and constrains us (Stevens, 2010).  Whilst, the 

majority of research has explored emotional dimensions with a positivistic approach, 

what much quantitative research also demonstrates is that even when investigating 

monocausal features (the attribution of one cause to the existing phenomenon), such as 

the environment, it is extremely complex, context-dependent and fluid because of such 

interrelated and intricate processes (Brookes, 1994; Mitman, 2007). 

 

 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
7 Ecotherapy: “an umbrella term for a gathering of techniques and practices that lead to circles of mutual 
healing between the human mind and the natural world from which it evolved. It includes horticultural 
therapy, wilderness excursion work, time stress management, and certain kinds of animal-assisted 
therapy” (Chapquist, 2009, p.1). 
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The hygiene hypothesis 

Despite much elaboration on the causes of what is argued to be a worldwide pandemic 

of asthma, it seems that single-cause theories may be too simplistic, and yet still 

dominate research approaches.  At one time, it was thought that allergens alone held the 

key (Boseley, 2005; Mitman, 2007).  According to the ‘hygiene hypothesis’, first put 

forward by Strachan (1989), the theory stories as follows: 
We wipe surfaces with antibacterial agents, we throw away food that has dropped on the floor 
and we wash our hands constantly. We have hermetically sealed homes, and our children no 
longer play outside. They get fewer and fewer infections not only because of their hygienic 
surroundings but also because they are vaccinated against everything we can find a vaccine for. 
If a germ gets through all this, we attack it with antibiotics, which clean out the entire gut in one 
fell swoop. Bacteria and human children no longer co-exist as they did (Boseley, 2005). 
 
In biomedicine, for the past 20 years, this hygiene hypothesis has achieved the 

status of a preferred theory.  It states that a lack of early childhood exposure to 

infectious agents, symbiotic microorganisms (e.g., probiotics or gut flora), and 

parasites, increases susceptibility to allergic diseases by suppressing ‘natural’ 

development of the immune system (Boseley, 2005).  Consequently, it has been 

suggested that in other times and places infections and incidences of allergies and 

allergy-based asthma become fewer and fewer in early childhood (Boseley, 2005). 

 

The biological links between infectious diseases and microbes have helped shift 

the focus from the environment to the individual as the carrier of the disease (Mitman, 

2007), but appear to construct the individual as ‘universal wo/man’. 
Bodies became universalised and standardised; drugs and vaccines worked their miracles 
regardless of the economic status, gender, or race of individuals or the environments in which 
they lived (Mitman, 2007, p.8). 

 
Mitman (2007) argues in Breathing Space that history shows that, by steadfastly 

ignoring the complexity of environmental interactions in the search for simple solutions, 

the human species has helped to create the allergic landscape.  Evidence (highlighted 

earlier) does suggest that the environment is an important causative factor (Eggleston, 

2007).  Indeed, whilst smoke and certain fumes do trigger many asthmatic attacks, 

many scientists are still trying to ascertain whether cigarettes, cockroaches, rodents, 

house dust mite, traffic and other air pollution actually cause asthma, or merely make it 

worse (Boseley, 2005; Eggleston, 2007).  Whilst some evidence aims to address US 

inner cities that have increased asthma morbidity and mortality (Eggleston, 2007), other 

evidence suggests that it is more economically wealthy countries that have a higher 

incidence of asthma (Mitman, 2007).  Mitman (2007) recognises that where there are 

few cars, where people sleep on the bare earth or mats, where they live, eat and play 
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close to land, asthma is rare.  For example, the relatively prosperous West Germany had 

a high incidence of asthma cases before the fall of the Berlin Wall; whereas the more 

economically deprived East Germany did not (Boseley, 2005; Mitman, 2007).  It is, 

however, more likely that people who live in poorer areas in the West are more likely to 

be housed nearer to Industrial plants (Eggleston, 2007).  Essentially, whilst research has 

attempted to identify causes, what has been scarce in the research is the need to 

understand how perceptions of the environment and asthma shape one another and the 

self.  Indeed, at a more individual level, research has not explored how body-selves-

environment may be intimately connected through an asthmatic individual’s attuned 

awareness or heightened sensitivity to the environment, commensurate with a 

phenomenological approach that focuses upon being-in-the-world. 

 

2.1.3 Role of medicine and sport 

 

Asthma treatment 

As previously indicated, there is currently no biomedical cure for asthma and so the 

main approach to managing asthma is via treatment of the symptoms.  This involves a 

complex set of strategies, and asthma management healthcare professionals often 

advocate the use of regular inhaled preventative or prophylactic medication in all but 

the more mild forms of the disease (Adams, Pills & Jones, 1997).  Many interventions 

in asthma treatment and management remain resolutely biomedical and individualistic 

and often embrace ‘single bullet’ explanations (Bearman, 2010; Scambler, 2009).  

Whilst most asthmatics respond well to anti-inflammatory treatment with inhaled 

corticosteroid therapy, it has been reported that 5%-10% of patients experience on-

going symptoms of asthma (Braman, 2006).  In some cases, patients do not take their 

medication because it has no discernible effect for them, and therefore they get labelled 

as ‘non-compliant’ (Russell, Daly & Hughes & Op’t Hoog, 2003).  Additionally, why 

people might not adhere to medical regimes might be grounded in their resistance to the 

power of such cultural norms in bodily experience (Becker, 1999).  Due to an increase 

in asthma-related hospitalisations, biomedical and psychosomatic research has tended to 

focus on the medical ‘compliancy’ of individuals, particularly teens (Alati et al., 2005; 

McCarthy, & Lenney, 1992; Rich & Schneider, 1996).   Furthermore there has been a 

tendency to label these ‘non-compliant’ individuals as ‘deviant’ (Lane, 2006).  

However, whilst some may be hospitalised more frequently, others may be finding 

alternative ways that help them manage their asthma (e.g., yoga). 
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Others who simply do not respond to such treatment have been labelled as 

having severe forms of therapy-resistant asthma (Ayres et al., 1998).  Recent 

physiological research by Tsitsiou et al. (2011) has been able to identify a novel 

mechanism that underlies severe asthma.  The team of researchers found that patients 

with severe asthma show activation of a specific group of immune (white blood) cells, 

called CD8+ T-cells.  The team is currently in the process of applying for funding to 

study reasons why CD8+ T-cells are activated in sufferers of severe asthma in order to 

determine whether it is a cause of extreme asthma or whether it is suffering with severe 

asthma that activates it.  This might lead to the development of a new approach to 

treating severe asthma. 
 

Whilst some might claim that medicines (e.g., inhalers) claim to empower 

individuals, they often do so on a ‘top-down’ and reductionist (to monocausal factors) 

basis, emphasising either information-giving/prevention or self-empowerment (Adam et 

al., 1997; Blaxter, 2005; Heijinders & Van der Meij, 2006; White, 2002).  The treatment 

plan consisting of medicines and objective measurements is aimed at empowering 

patients by recognising their need for autonomy with self-management, enabling them 

to have a safe and comfortable lifestyle, and being physically and mentally at ease with 

their peers, family, school, and work environments (Randolph & Fraser, 1999).  For 

some athletes, physical preventions, such as longer warm ups before exercise, special 

breathing techniques, and tricks with their inhalers appear to alleviate symptoms during 

more significant episodes of Exercise Induced Bronchoconstriction (EIB) within 

exercise known as the ‘refractory period’ (Arie, 2012; McArdle et al., 2007).  This type 

of management may be preferable for athletes, given the stigma attached to steroid 

treatment (Cardona, Mjaanes, & Becker, 2005).  These developments have been life 

changing for some and also help asthmatics to not only function better day-to-day but 

also to help athletes participate in sport, even at the top level.  Indeed, asthmatics can be 

successful at the highest levels, as demonstrated by several well-known athletes (such as 

Paula Radcliffe), cricketers (such as Ian Botham), footballers (such as Paul Scholes, 

Frank Lampard & David Beckham), and swimmers (such as Rebecca Adlington).  

However, not all athletes are elite and there are a significant number of non-elite 

athletes with asthma (Locke & Marks, 2007).  Here, I turn to the role of sport and 

research relating to athletes with asthma. 
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Sport 

Dr Nick Thomas from Asthma UK (Williamson, 2009) was reported to have stated that, 

“Asthma is particularly common among elite sportspeople.  Paul Scholes and Paula 

Radcliffe both suffer with the condition — proof that asthma needn’t stop you 

competing at the highest level”.  However, such sweeping comments might be 

detrimental to those who cannot play sport because of their asthma.  Whilst such 

narratives of achievements do serve to encourage defiance of expectations and limits, 

the narrative formula of ‘overcoming’ asthma does have its drawbacks (Couser, 1997).  

Hence, just because some athletes can perform at the highest level, not everyone who 

has asthma can.  Moreover, asthma can be a condition that might prematurely force an 

athlete out of sport.  Asthma could then be interpreted as a chaotic and disruptive 

(biographical) experience (Becker, 1999) akin to an injury.  Firstly, I explore research 

suggesting that the benefits of sport outweigh the risks (Becker et al., 2004). 

 

Whilst research (e.g., Hyde & Swarts, 1968; Pedersen & Saltin, 2006) has found 

that regular exercise does not ‘cure’ asthma, physical conditioning can decrease the 

amount of resting airway obstruction and enhance maintenance of a healthy weight, as 

well as improving socio-psychological components of the disease, e.g., social and 

mental wellbeing, self-image, health-related quality of life, and activities of daily living 

(Strine et al., 2004).  Therefore, exercise as an intervention has not been found to 

improve lung function in asthmatics, however it does increase the cardiorespiratory 

condition via effects on the muscles and the heart (Pedersen & Saltin, 2006).  

Nonetheless, like much of the previous research, the impact of training on the clinical 

management of the underlying bronchial asthma still remains controversial, particularly 

in the most severe cases (Welsh, Kemp, & Roberts, 2005). 

 

Whilst asthma has been found to influence physical daily activities, sporting 

preferences and participation levels (Colland et al., 2004), physical training poses a 

particular problem for asthmatics given that the majority of asthmatics are susceptible to 

EIB (Pedersen & Saltin, 2006).  On the one hand, exercise provides a potent stimulus 

for bronchoconstriction, which is provoked in the majority of asthmatics (Carlsen & 

Carlsen, 2002); on the other, regular physical activity demonstrates physical and 

psychosocial benefits and is deemed important in asthma rehabilitation and education 

(McArdle et al., 2007).  Exercise therefore appears to act as a ‘double-edged sword’ for 

the majority of athletes with asthma.  For example, whilst swimming has been found to 
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assist athletes with breathing patterns8, the risk of occupational asthma is especially 

increased among competitive swimmers (Helenius et al., 2002).  The level of exercise 

and training would therefore appear to be salient.  It seems then that physical activity to 

promote ‘wellness’ in asthmatics cannot be treated simplistically (Edgely & Brissett, 

1990). 

 
2.1.4 Psychological factors 

 

Psychosomatic disease 

Hippocrates (a Greek physician, 460-357 BC) was the first to report the link between 

emotions and asthma and suggested that avoiding one’s own anger could prevent an 

asthma attack (Douwes et al., 2010).  Coinciding with physiological asthma 

developments in the 19th century was the psychoanalytic theoretical viewpoint, which 

was applied to treat medical ailments and conditions like asthma (Gregersen, 2003).  

During these periods, doctors believed that there were two kinds of asthma (extrinsic – 

caused by allergies; intrinsic – no obvious external cause) (Brostoff & Gamlin, 2000).  

It was largely assumed that ‘intrinsic asthma’ was psychological in region and that it 

was ‘all in the mind’ (Brostoff & Gamlin, 2000).  One particular case in 1886, by 

MacKenzie found that the sight of an artificial asthma trigger, in this case an artificial 

rose, produced an asthma attack in a 32year old woman.  Whilst this study has been 

criticised for being deceptive and ‘unscientific’, MacKenzie (1886) highlights that this 

raises our awareness to the possibility that the association of ideas plays an important 

role in awakening the spasm. 

 

Freud’s own theory of psychoanalysis was developed in the 1890s.  He was a 

neurologist who wanted psychoanalysis to be recognised as a science and was interested 

in treating patients effectively with neurotic and/or hysterical symptoms.  Indeed, he 

argued that hysterical symptoms were rooted in repressed memories of distressing 

occurrences, almost always having direct or indirect sexual associations.  Freud (1932) 

interpreted asthma as a psychosomatic disease in which emotional stress was the key 

factor in its aetiology.  Consequently, early 20th century studies also focused on the 

premise that asthma was a psychosomatic disease (Gregerson, 2003).  During these 

times, as represented in the biography of Marcel Proust, suppositions rested on the 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
8 Breathing patterns are described by one of the participants (Lucy). 
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notion that emotions caused asthma.  For example, Freud presented a case in 1932 

about an asthmatic boy whom, he considered, carried the entire family’s burden of 

unresolved mourning for their late mother (Gregerson, 2003).  Jung (1977) also reported 

that asthma was due to a traumatic experience associated with breathing.  He reported a 

case of someone with a multiple personality disorder in which one personality had 

asthma whilst another personality (in the same body) did not have asthma, thus strongly 

suggesting that the subconscious mind is capable of creating asthma, so it is assumed on 

this basis that one is also capable of overcoming asthma if determined enough (Jung, 

1977).  The condition was therefore commonly referred to as ‘asthma nervosa’ (Douwes 

et al., 2010).  However, whilst emotions may play a part in asthma, they do not 

necessarily cause the condition. 

 

During the 1940s and 1950s, the popularity of psychosomatic approaches to 

asthma reflected a particular social and cultural context; the aftermath of World War II9 

(Jackson, 2005).  Whilst, in general, psychosomatic theories were mobilised in response 

to biomedical reductionism generally, Jackson (2005) also argues that: 
psychodynamic interpretations of the impact of mothers and families on health echoed and 
reinforced reactionary attempts to ensure women stayed at home to rebuild families and re-
establish domestic and social stability in the aftermath of the second world war (p.147). 
 

In the wake of Freud, researchers spent decades trying to establish a pathological 

‘asthmatic personality’10 and then failing that, an asthmatic mother’s personality11 

(Block, Harvey, Jennings, & Simpson, 1966; French & Alexander, 1941).  Clinical 

professionals tended to view the personality of the asthmatic child in terms of a 

stereotype engendered by a particular mother-child relationship (Graham, Rutter, Yule 

& Pless, 1967).  However, then beliefs about maternal over-affection causing nervous 

diseases also developed a ‘backlash’ and ‘protected child syndrome’ (Thornton, 1997) 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
9 Psychosomatic theories were mobilised in radical responses to biomedical theories (Jackson, 2008). The 
social and cultural context; in the Second World War: “in the wake of the problems caused by evacuation 
and homelessness amongst children, mothers were now needed to restore the mental and physical health 
of the nation” and “psychodynamic interpretations of the impact of mothers and families on health echoed 
and reinforced reactionary attempts to ensure that women stayed at home to rebuild families and re-
establish domestic and social stability” (Jackson, 2008, p.147) 
10 Children corresponding to this asthmatic personality are deemed to be over-dependent on their over-
protective mothers, anxious, tense, shy, afraid to show emotions, yet at the same time intelligent, 
ambitious, and perfectionist (Graham et al., 1967).  Evidence for this personality and stereotype is 
considerably lacking (Graham et al., 1967).  For example, the character of Piggy in the Lord of the Flies 
is a contemptuous view of the asthmatic. 
11 Something in the mother’s personality (e.g., concern with own inadequacy, is self-defensive, protective 
to others, sensitive to demands, in need of reassurance from others, irritable and tends to feel guilty) is 
deemed to trigger a child’s inner fears and anxieties, which in turn produces allergic reactions (Block et 
al., 1966).  Therefore asthma is the result of a child’s unresolved, excessive dependence upon a rejecting 
mother, the result of the ‘asthmatogenic mother’ (Block et al., 1966; French & Alexander, 1941) 
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which has now been used to label particular parents who are too protective with their 

child’s asthma.  Therefore, in attempts to avoid ‘protected child syndrome’, which was 

also deemed detrimental to an asthmatic child’s development and socialisation, research 

suggests that exercise is a good ‘medicine’, building physical and psychological skills 

which can help shed a sense of fragility (Thornton, 1997).  In the theoretical chapter I 

explore theories which might be useful in understanding treater-patient relationships.  

 

In the 21st century, it is difficult to untie psychoanalytic ideas from being 

embedded in Western culture, which has helped shape our understanding particularly in 

areas such as psychotherapy, childcare, education, literary criticism, cultural studies and 

mental health (Graham et al., 1967).  Indeed, as an asthmatic, Brookes (1994) argues 

that whilst it is not ‘all in the mind’, the mind “…can’t help getting involved, and in 

doing so it creates meanings…” (p.268).  Furthermore, he describes how his “throat 

became Pandora’s box12” (p.22). It seems then that psychoanalysis is partly responsible 

for some of the myths of asthma and the notion of hysteria largely influenced the way 

asthma was treated; for many years doctors held the belief that asthmatics were 

‘emotional people’ who could easily develop an asthma attack when upset (Carson, 

1987).  As a result of these assumptions, there was a stigma and harmful stereotype 

attached to having asthma (Brostoff & Gamlin, 2000), which seems illogical since 

psychological diseases should be no more shameful than physical diseases. 

 

Perceptual accuracy 

Researchers have also highlighted the ‘in/accuracy’ of symptom perception in patients 

with asthma: ‘perceptual accuracy’ (Fritz et al., 1996; Fujisaki, 2007; Fujisaki & 

Fujisaki, 2005; Lehrer et al., 2002; Main et al., 2003; Rietveld, Beest, & Everaerd, 

2000; Rietveld & Prins, 1998; Yoos & McMullen, 1999).  The inaccuracy is defined as 

a discordance between fluctuations in lung function and self-reports of breathlessness 

(Rietveld, 1998).  Research has found that inaccurate symptom perception has two 

extreme manifestations: blunted perception of airway obstruction (associated with 

complications and fatalities) and excessive breathlessness without airway obstruction 

(associated with excessive medication13) (Barnes, 1994; Creer, 1987; Rietveld & 

Brosschot, 1999).  Such studies have employed objective instruments to measure ‘lung 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
12 Pandora’s box” implies that it is a source of complexitiy and complication and may cause many new 
unexpected problems.	  
13 It is debatable as to whether this should be defined as ‘perceptual’ or whether excessive medication has 
a substantive cause 
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functioning’ (e.g., peak flow meters) and compared subjective experiences of 

breathlessness often finding that it is associated with increased symptom reporting and 

diminished ‘perceptual accuracy’, therefore seemingly devaluing subjective 

experiences.  Often this type of research has attempted to isolate and measure 

psychological components without considering the relationship between the body, the 

self, and the social and physical environment.  Therefore, this interdisciplinary gap in 

the literature will be addressed in this study. 

 

Emotional dimensions 

The majority of psychological studies of asthma have been quantitative (positivistic) 

and underpinned by psychoanalytical or psycho-physiological understandings.  Some 

research has attempted to induce emotional states in people in order to measure the 

impact on an individual’s asthma (e.g., Rietveld & Van Beest, 2006).  As indicated in 

the introduction, emotions and breathing are inextricably linked; everyone gasps with 

fear or pleasure, catches their breath when alarmed, and when breathing quickens it can 

make people anxious.  For asthmatics, these situations can also make airways tighten 

(Brostoff & Gamlin, 2000).  Crying, laughing, coughing may also trigger an asthma 

attack, just by making them breath more forcefully, which then stimulates the airways to 

contract (Brostoff & Gamlin, 2000).  These may be short-term reactions to emotional 

triggers, but Brostoff and Gamlin (2000) suggest that there can be longer-term, more 

durable reactions, particularly when under a lot of stress, which can lead to a gradual 

and sustained tightening of the airways.  Additionally, asthma can have an onset for the 

first time after a traumatic event, such as the death of a close relative (Brostoff & 

Gamlin, 2000).  It is likely that the person concerned was susceptible to asthma 

beforehand and the severe stress sparked the onset according to Brostoff and Gamlin 

(2000).  Emotional dimensions in asthma have been underpinned by physio-

psychological understandings. 

 

It seems that previous research strongly suggests that emotional stress 

(emotional stress is a highly debated term, but there is no scope here to delve into this 

issue  – See Klinnert 200314 for a detailed critical overview) can exacerbate someone’s 

asthma.  Indeed, for some asthmatics, it is only when the ‘stress’ is over that their 

asthma gets worse, which seems to be because of the relief from the tension that brings 

the asthma on.  Children with asthma who experience chronic stress and stressful life 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
14 Klinnert (2003) explains the different types of emotional stressors and gives a critical overview. 
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events have been found to be at increased risk of experiencing an acute asthmatic attack 

after the event (Alati et al., 2005; Strine et al., 2004).  This has been explained to a 

certain extent, again physiologically, by the action of the autonomic nervous system 

(ANS), which is partly responsible for controlling the widening and narrowing of the 

airways.  

 

The two branches to the ANS are called sympathetic (‘fight or flight’) and 

parasympathetic (‘rest and digest’).  Some argue (for example, Brostoff & Gamlin, 

2000) that adrenaline is released when a person experiences fear, anger, excitement or 

stress, the sympathetic nervous system is more active, which makes the airways open 

up.  This is why B-2 relievers such as Ventolin, which mimic the action of adrenaline 

on the airways, relieve asthma attacks.  Alternatively, however, when a person is 

relaxed, the parasympathetic nervous system is more active which makes the airways 

grow narrower, because less air is needed when a person is less active.  However, 

according to these explanations, asthma symptoms would get better not worse when 

stressed.  Therefore, these concepts do not necessarily explain why some people’s 

asthma gets worse when they are stressed.  This is an area which science has been 

unable to explain. One possible answer is that the person might be hyperventilating, 

making their airways narrow through over-breathing (perhaps through the mouth) 

(Brostoff & Gamlin, 2000).  In asthmatics, taking a deep breath means that sometimes 

the airways can get even tighter (Brostoff & Gamlin, 2000).  This is because breathing 

out is what requires the effort, and narrow airways make it hard for the air to escape. 

 

Research has explored the ways in which severe asthma attacks may result in a 

variety of psychological and psycho-social difficulties including fear, anxiety, loss of 

self-esteem, depression, substance abuse, and traumatic events (Miller et al., 2009; 

Greave, 2004; Gregersen, 2003; Rhee et al., 2007).  Asthma and its management may 

trigger anxiety among asthmatic children and influence social and emotional 

development (Alati et al., 2005; Colland et al., 2004).  Sharma (2001) suggests that the 

very word ‘attack’ is alarming, referring to the importance of how we might use 

metaphors.  Similarly, many of my participants described asthma attacks as ‘very scary’ 

and this metaphor is a point of discussion later in the thesis.  Equally, emotional 

stressors may play a role in the development of asthma or perhaps the worsening of its 

symptoms in childhood (Alati et al., 2005). 
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The emotional dimensions of asthma are somewhat unclear and to date 

researchers have taken a more positivistic approach, which leaves great scope for a 

qualitative exploration into these dimensions.  For example, Hochschild (1979) 

proposes an emotion-management perspective as a useful lens through which to inspect 

the self, interaction and structure.  This perspective differs from the Freudian model on 

emotion in its emphasis on the full range of emotions and feelings and, 
Its focus on conscious and deliberate efforts to shape feeling presupposes a human capacity for, 
if not the actual habit of, reflecting on and shaping inner feelings, a habit itself distributed 
variously across time, age, class, and locale (Hochschild, 1979, p.559). 
 

Hochschild (1979) refers to ‘emotional work’ as the act of trying to change in degree or 

quality an emotion or feeling.  He argues that ‘working on’ an emotion or feeling is the 

same as ‘managing’ an emotion or to do ‘deep acting’ (Hochschild, 1979).  ‘Emotional 

work’ refers to the effort (the act of trying, evoking or shaping) as well as feeling in 

oneself and may or may not be successful; it differs from ‘control’ or ‘suppression’ 

(Hochschild, 1979).  Various techniques, such as cognitive, bodily, and expressive are 

all required when managing emotions and feelings (Allen-Collinson, 2005; Hochschild, 

1979).  This perspective seems more appropriate and more aligned with the symbolic 

interactionist approach [detailed later in this chapter] when investigating sportspeople’s 

lived experiences of asthma. 

 

2.1.5 Summary of positivistic research 

To summarise the positivistic research, this has taken a predominantly psycho-

physiological approach, which has meant that even psychological research has generally 

relied on physiological explanations.  Whilst these findings have progressed how 

asthma patients are treated there are still those who struggle, either with complying with 

the medication because it does not work, or because of other reasons, which might be 

explained by more psycho-sociological reasons (for example, they find it difficult to 

‘accept’ the diagnosis).  Interestingly, the main goal in the majority of the research is to 

try and find ways to control the symptoms of asthma with the use of inhalers, yet 

Brookes (1994) argues controversially that, in a way, such control relying solely on 

inhalers is “the opposite of self-understanding” (p.99).  I understand this to mean that 

whilst inhalers ‘silence’ symptoms, Brookes (1994) argues that inhalers suppress 

symptoms instead of encouraging listening to one’s body or one’s symptoms and/or 

trying to understand what the trigger might have been.  In this way, inhalers are seen as 

a ‘quick fix’ and treat symptoms in the short term, but do not necessarily provide 

treatment and management for people in the long-term, particularly if/when inhalers fail 
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to work.  In Adams et al.’s (1997) study, many feared they would become too 

dependent on any medical treatment that had to be taken daily.  The idea of self-

understanding is worthy of note particularly in light of how people ‘return to their 

senses’ (Block & Block 2005). 

 

Since the 1960s, Brostoff and Gamlin (2000) argue, medical attitudes have 

changed and it is agreed that asthma is not ‘all in the mind’, but that the mind does 

influence and play a significant role in an individual’s asthma.  This is partly because 

our emotions and breathing (mechanisms of breathing are outlined in the literature 

review) are inextricably linked.  In an attempt to combine previous models, the 

biopsychosocial model (BPS) emerged in the 1960s as a way to better understand health 

rather than in purely biological terms (Gregerson, 2003).  This model posits that 

biological, psychological (entailing thoughts, emotions, and behaviours), and social 

factors, all play a significant role in human functioning in the context of disease or 

illness (Gregerson, 2003).  However, this approach has been critiqued by various 

sociologists, philosophers and psychiatrists, (such as, McLaren, Pilgram, Tavakoli) who 

suggest that the BPS model merely disguises the pervading influence of previous 

models which has continued to separate mind and body in much ‘Western’ thought.  

Some argue (e.g., Synott, 1993) that this history seems to have resulted in the treatment 

of symptoms rather than the person. Whilst one ‘reality’ is that medication for asthma 

can reduce morbidity and mortality and can benefit users with few costs to their 

everyday lives, qualitative studies suggest a rather different ‘reality’ for individuals 

(Tiihonen, 1994; Toombs, 1993).  It is now to the qualitative research I turn to. 

 

2.2 Sociological perspectives and qualitative research 

 

2.2.1 Nervous diseases of civilisation 

Elias’ theory of The Civilising Process provides a useful lens via which to consider the 

ways in which civilising processes might have influenced the management of asthma 

through the cultivated need for civilised bodies.  Elias’ (1994) theory focuses on one 

particular long-term social process around which he felt others tended to be organised 

by: the civilising process.  Alongside the development of asthma, were these civilising 

processes involving the long-term transformation of interpersonal relations, tastes, 

modes of behaviour and knowledge that accompanies the formation of a unified state 

capable of monopolising physical violence over the whole of its territory and 
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subsequently of progressively pacifying societies (Wacquant, 2004).  Civilisation 

tendencies, new technologies, the rational exercise of legal regulation, and new 

principles of social and cultural education and reform were based on the ideals of 

equality and self-improvement (Elias, 2000).  In The Civilising Process, Elias (2000) 

analysed society and the gradual downward spread of the absolutist-court civilité.  

Stricter self-control was expected of people, meaning that manners became 

progressively more ‘refined’ (Elias, 1994).  Over time, our ‘animal’ side was withdrawn 

from the public view and pushed towards the ‘private’ regions (Elias, 1994).  In the 19th 

century the industrial bourgeoisie continued the good work in the name of decency and 

labour discipline, finally resulting in Victorian society (Krieken, 1998).  The main 

vehicle of the representation of social identity was certain practices of etiquette and 

manners, because the rituals of etiquette both demonstrated each individual’s position 

and status within the social network, and were the means by which individuals could 

negotiate and manoeuvre that position (Elias, 1994, 2000).  The successful management 

of emotions was also crucial to these manoeuvres, and status and position advantage in 

society was given to those who could successfully control one’s emotions effectively 

(Elias, 1994, 2000). 

 

Through an understanding of the civilising process, asthma could be understood 

as a threat to one’s search for ‘distinction’ because displays of ‘bad manners’ such as 

coughing and wheezing, which are symptoms and associations of asthma, are seen as 

‘uncivilising’, distasteful and ungraceful bodily outbursts.  In addition, in sport, such 

bodily outburst and laboured breathing might draw (unwanted) attention to people as 

‘unfit’ and ‘unhealthy’, which could be stigmatising and affect their search for 

distinction in sport.  As Elias (1994) argues, the fear of losing face in the eyes of the 

others because of an ‘uncivilised’ body, instils a habitual reproduction of distinctive 

conduct and a strict drive control underlying it.  Therefore, in the educated and civilised 

upper classes it was more prevalent to regard asthma and hay fever as ‘nervous’ 

conditions (e.g., Marcel Proust15), which might have been because individuals were 

seemingly incapable of controlling their bodily functions. 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
15 Marcel Proust born on 10th July 1871 in Paris into an Aristocratic family (2006). He became a member 
of the creative elite who had asthma and appeared to be very deeply attached to his Jewish mother. Proust 
struggled with his Catholic father’s dismissive interpretation of his illness (2006). Proust became a 
chronic invalid in early adulthood, which shaped his daily rhythms and dictated his creativity as he was 
confined to his room, to his bed and attempted to manage his persistent ill health (Jackson, 2008). Many 
doctors, family and friends believed Proust to be a “malade imaginaire” regarding many of his illnesses 
as the product of nervousness, indolence and hypochondria (Jackson, 2008). These were beliefs embraced 
by theoretical development at the time. Proust’s (2006) detailed accounts of his chronic conditions 
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The fact of exemption from hay fever of savages and practically of the laboring classes in 
civilised countries, as well as other considerations, suggest that we must look upon hay fever as 
one of the consequences of higher civilisation (Dunbar, 1903, p.490). 
 
Repeatedly, Elias wrote that we see “how characteristic is this movement of 

segregation, this hiding ‘behind the scenes’ of what has become distasteful” (1994, 

p.103).  Gradually more and more aspects of human behaviour become regarded as 

‘distasteful’, and “the distasteful is removed behind the scenes of social life” (Elias, 

1994, p.103).  These concepts echo Goffman’s (1959) concepts about the way people 

employ a strict attendance to techniques to stage a successful performance in order to 

prevent embarrassment and disruption to social interactions; what Goffman (1959) 

refers to as ‘impression management’.  Firstly, it is important to address these concepts 

situated in symbolic interactionism. I now provide some detail on symbolic 

interactionism as one of my key theoretical frameworks. 

 

2.2.2 Symbolic interactionism and managing identities 

Mead, a symbolic interactionist, characterised the self and the mind in terms of social 

processes in terms of the ‘I’ and the ‘me’ (Silva, 2007).  The ‘me’ is the social self; the 

‘me’ is the organised set of attitudes of others, which an individual assumes from an 

accumulated understanding of ‘the generalised other’ (Silva, 2007).  The ‘I’ or the self-

as-subject, is the response to the attitudes of others and to the ‘me’ (Silva, 2007).  The 

establishment of a personal identity can be seen as the recognition that he or she exists 

as the ‘I’ or the ‘self-as-subject’ (Silva, 2007).  This is often referred to as the 

‘existential self’ (Silva, 2007).  For Mead, the thinking process, or ‘stream of thought’, 

is the internalised dialogue and the movements of the interaction between the ‘I’ and the 

‘me’ (Silva, 2007).  Mead rooted the self’s ‘perception and meaning’ in social 

encounters entwined with sociological existence (Silva, 2007).  For Mead, existence in 

community comes before individual consciousness (Silva, 2007).  First one must 

participate in the different social positions within society and only subsequently can one 

use that experience to take the perspective of others and thus become self-conscious.  

Another step in the development of a full sense of self is called the ‘me’, or the ‘self-as-

object’; known as the categorical self concerning the qualities or the characteristics 

individuals have in order to gain a certain level of self-awareness (of the existential 

self).  This is also deemed as the most influenced by social factors (Silva, 2007). 

Contrary to behaviourist approaches, symbolic interactionists, such as Mead (Silva, 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
offered additional insight into the triggers, strategies, management and impact of asthma, as well as the 
social perceptions of the disease (Jackson, 2008). 
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2007), claim that human interaction is mediated by social actors’ interpretation of the 

situation, and/or the way each other’s actions are defined (Silva, 2007).  Social actors do 

not simply react, but their ‘response’ is based on the meaning which they attach to such 

actions. The following ideas are central to this approach: 
• The focus on the micro scale social interactions between the actor, others and the world 
• A view of both the actor and the world as dynamic processes and not static structures 
• The actor's ability to interpret the social world 
 

This emphasis on symbolism, signification, negotiated meaning, and social 

construction of society, focuses attention on the roles people play (Silva, 2007).  This is 

not commonly explicitly recognised in the asthma research along with the 

understanding of its impact on the treater-patient relationship (Toombs, 1993).  

Goffman (1959) is a key advocate for studying roles dramaturgically by describing the 

way humans are role-playing actors following culturally-formulated scripts/ a 

theoretical perspective which provides one of the overarching frameworks for this 

research. 

 

Managing identities 

Much of Goffman’s work relates to the body and the ways in which people devise and 

maintain strategies for carrying out interactions with each other.  Goffman (1959) 

argues that the presentation of self concerns the maintenance of a positive and 

convincing self-image.  The body is the site where meaning is inscribed, which 

mediates the relationship between self-identity and social identity: consequently, the 

social meanings attached to the expression of bodily display are an extremely important 

factor in an individual’s sense of self, and in his or her feelings of inner worth 

(Goffman, 1959).  

	  

Goffman (1963) who was heavily influenced by the works of Mead suggests that 

in relation to a person’s identity what matters is not how the individual identifies 

him/herself but rather how others identify him/her.  He also believed that all participants 

in social interactions are engaged in certain practices to avoid being embarrassed or 

embarrassing others (Goffman, 1963) and thus to maintain the micro social order.  

Goffman (1963) states that in some cases where a person could be stigmatised, it is 

possible for them to make an attempt to correct their condition by devoting much 

private effort (in the ‘back regions’ of one’s life) to the mastery of areas of activity 

ordinarily felt to be closed on incidental and physical grounds to one with their 

‘shortcoming’.  In order to prevent embarrassment and disruption to social interaction, 
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Goffman (1963) refers to impression management and dramaturgical discipline.  

Goffman (1959) explains ‘impression management’ by employing the metaphor of 

‘dramaturgy’, which permits a sociological understanding of the vital emotion of 

embarrassment.  Embarrassment arises when the assumptions an interactant projects 

about his/her identity are threatened or discredited by the ‘expressive facts’ of the 

situation (Goffman, 1967, pp.107–8), which might lead to a ‘spoiled identity’.  It is to 

the concept of stigma that I now turn. 

 

Stigma 

The concept of stigma refers to a social process by which the reaction of others ‘spoils’ 

normal identity and occurs when an individual is identified as deviant (Goffman, 1963, 

1968).  For example, an ‘asthmatic sufferer’, might feel that have a corporeal 

‘difference’, particularly in a sporting environment, might mean a constant adjustment 

in an attempt to avoid stigmatisation, a ‘spoiled identity’ and a ‘discredited’ (Goffman, 

1963).  It is experienced or anticipated and characterised by “exclusion, rejection, blame 

or devaluation that results from experience, perception or reasonable anticipation of an 

adverse social judgement about a person or group” (Scambler, 2009, p.441).  Goffman 

(1963) terms the ‘discredited’ those who assume that their stigma or disability is 

immediately evident to others.  Goffman (1963) also considers those who have 

stigmatising attributes but which are not immediately visible to others and terms them 

‘discreditable’.  This person’s stigma may be revealed intentionally (with a degree of 

control over how) or by another factor she/he may not be able to control.  For those who 

are ‘discreditable’ it might be possible for them to successfully conceal the stigmatising 

feature, which Goffman (1963) terms ‘passing’.  In this way, a person is only concerned 

with the management of his/her’s identity by either revealing or concealing information 

in relation to the stigma. 

 

‘Passing’, however, may make the individual feel like they are not being true to 

themselves.  An inner sense of turmoil may lead to psychological strain for the person 

hiding their stigmatised identity (Goffman, 1963).  Social relationships may be strained 

and the individual may become more socially isolated (Goffman, 1963).  On the other 

hand, revealing their stigmatised feature may reduce psychological strain and cognitive 

dissonance 16  associated with ‘passing’ strategies (Goffman, 1963).  Nonetheless, 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
16 Cognitive dissonance is a term used in social psychology to describe the feeling of discomfort that 
results from holding two conflicting beliefs (Festinger & Carlsmith, 1959). When experiencing 
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revealing a devalued stigmatising identity may have many negative consequences (e.g., 

exposing oneself to prejudice and discriminatory treatment) and may be exacerbated in 

unsupportive environments (Goffman, 1963).  Goffman (1963) also stresses the 

importance that revealing is not necessarily a controlled or deliberate act (e.g., an 

asthma attack during sport). 

 

Additionally, Jones et al. (1984) built on Goffman’s premises and developed the 

six dimensions of stigma that are likely to influence whether a personal quality or 

condition is considered to be stigmatising within a particular cultural context: 

• Concealability: the extent to which others can see or discern the stigma. 
• Course of the mark: whether the stigma becomes more salient, prominent or debilitating 

over time. 
• Disruptiveness: the degree to which the stigma interferes with the flow of 

interpersonal/social interactions. 
• Aesthetics: others’ reactions to the (unattractive) stigma. 
• Origin - involves others’ perceptions of the stigmatising attribute as congenital (from birth), 

deliberate, or the result of accidental. One’s responsibility for the mark. 
• Peril – involves others’ impressions as to the apparent danger that the stigma presents to 

themselves. 
 

A good adjustment Goffman (1997) suggests involves acceptance of the 

standards of ‘normals’ and willingness to underplay the significance of one’s difference.  

The good adjustment line garners a ‘phantom acceptance’ for the stigmatised (Goffman, 

1984).  “Where such a repair is possible, what often results is not the acquisition of fully 

normal status, but a transformation of self from someone with a particular blemish into 

someone with a record of having corrected a particular blemish” (Goffman, 1963, p.20).  

Nonetheless, Williams (2000) emphasises that doubtless struggles can still occur. 

 

Burke and Stets (1999) argue that whilst the prominence hierarchy of identities 

addresses what is important to the individual, the salience hierarchy focuses on how an 

individual will likely behave in a situation.  Stryker and Serpe (1982, 1994) argue that 

what influences the salience of an identity is the degree of commitment one has to the 

identity.  If identity meanings are in opposition to each other it puts the actor in the 

impossible position of verifying multiple incompatible identities simultaneously (Burke 

& Stets, 1999).  Indeed, Goffman (1973) referred to what he termed, ‘felt identity’ as an 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
dissonance, an individual may feel surprise, shock, dread, guilt, anger or embarrassment (Harmon-Jones 
& Mills, 1999). For a detailed overview of cognitive dissonance theory see Harmon-Jones & Mills 
(1999). 
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identity grounded in self-feelings (McCall & Simmons, 1978) and it may be that 

asthma, akin to an injury (Petrie, 199317), can constitute a rupturing and threatening 

event disrupting the routine processes of everyday life and activities resulting in a 

‘disrupted body project’ (Sparkes, 2002) and also risk the potential stigmatisation of the 

asthmatic sporting self.  Burke and Stets (1999) argue that when a lack of verification 

exists between the goal of matching environmental inputs and the internal standard, 

behaviour is altered or modified to counteract the situational disturbances and restore 

perceptions to match the identity standard. 

 

In this sense, the complexity involved in the readiness to accept an asthma 

identity might differ greatly, particularly if this affects individuals’ other valued 

identities, which are perceived as more prominent.  For example, an individual might 

search for distinction through their sporting identity, which means that they may 

attempt to perform a ‘fit’ and ‘healthy’ body-self to others during sport, and asthma may 

disrupt their ability to maintain this distinction.  A paper by Adams et al. (1997) 

provides a key piece of research informing this study by questioning people’s readiness 

to accept and indeed to reject the social identity of ‘asthma sufferer’, which differs 

greatly.  Adam et al.’s (1997) research explored how people tend to fit into categories or 

ideal types, such as, deniers, distancers, pragmatists and accepters who all have varying 

beliefs about the nature of their asthma and the meanings of the medication prescribed 

to manage it.  In Adams et al.’s (1997) study, however, participants were categorised by 

their occupations and there was no description of their sporting identities or activity 

levels.  This might be because occupational identities were deemed more salient.  

However, there was a lack of consideration into how the readiness to accept the 

diagnosis may depend on the strength of an individual’s athletic identity (c.f. Brewer et 

al., 1993), amongst other factors, which may also link with the age of the individual and 

also, in the case of younger children, the parent’s readiness to accept the diagnosis.   In 

Adams et al.’s (1997) study, participants were categorised by their occupations and 

there was no description or consideration of their sporting identities or activity levels.  

Whether the readiness to accept the diagnosis depends on the strength of an individual’s 

athletic identity (c.f. Brewer, Van Raalte, & Linder, 1993), is therefore yet to be 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
17 Petrie (1993) stresses the serious impact of injury on an athlete: “Serious injury is one of the most 
emotionally and psychologically traumatic things that can happen to an athlete… because athletes are so 
dependent upon their physical skills and because their identities are so wrapped up in their sport, injury 
can be tremendously threatening to them” (p. 18-19). 
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explored.  This may also link with the age of the individual and also the parent’s 

readiness to accept the diagnosis. 

 

Additionally, research by Williams et al. (2008) reviewing physical activity in 

young children with asthma found that not being able to participate in sport was 

considered by the young children to be the worst thing about having asthma and was 

potentially stigmatising, thus leading to a ‘spoiled identity’ (Goffman, 1963).  In this 

instance, asthma ‘spoiled’ the young children’s sporting identity.  The strength of 

athletic identity or identity prominence was not a variable considered in this review.  

Alternatively, some individuals with asthma would rather participate in a physical 

activity at the expense of their asthma (Williams et al., 2008).  This may specifically 

aggravate their asthma but yet their overall well-being is at the core of their experience.  

One particular study (Fereday et al., 2009) found that a 10year old girl was allergic to 

horsehair, yet she still pursued horse riding because of the overall experience of well-

being she received.  Additionally, for parents in the same study, it was important for 

their child to participate in sport, not only because of the health benefits but because 

“being normal was participating in sport” (Fereday et al., 2009, p.12). 

 

When playing sport, asthmatic identity contestation may be enhanced given the 

‘culture of risk’ attached to many sporting cultures.  There are potential benefits of 

developing a strong athletic identity (e.g., the enhancement of a salient self-identity or 

sense of self, positive effects on athletic performance, and a greater likelihood of long-

term involvement in exercise behaviours) (Phoenix, Faulkner, & Sparkes, 2005).  

Furthermore, another potential benefit associated with a strong athletic identity might 

include it acting as a ‘buffer’ (against perceived negative attitudes (in relation to aging; 

see Phoenix et al., 2005) against the stigmatising attitudes attached to asthma.  

Individuals with a stronger developed athletic identity may find it more difficult to 

accept their diagnosis of asthma in an attempt to protect their sporting selves 

particularly if accepting asthma means accepting that they need to stop or limit their 

sports participation. 

 

Adams et al. (1997) have suggested that identity appears to be the most 

appropriate framework to analyse individuals’ experiences of being asthmatic and in 

particular to understand why people might not accept the label in the first place.  

Despite this suggestion, there has been a lack of follow-up inquiry.  It would be 
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beneficial to consider an individual’s athletic identity, social status, age and gender in 

relation to how people make sense of asthma in terms of their social identity.  It is likely 

that further study into this area, specifically into those who play sports, may enhance 

understandings of how individuals make sense of, and manage their asthma in terms of 

how people negotiate their identities.  This information can then be used to enhance 

understandings of athletes’ experiences with asthma, highlighting the benefits and the 

risks involved.  Given that social life is a process, changes to people’s health, which can 

be accompanied by medication and patient care, have to be accommodated with the 

patient’s lived ‘biography’.  These are points that are considered for Recommendations 

for Practice for healthcare professionals in the Discussion chapter. 

 

2.2.3 Managing asthma selves 

Some qualitative studies have focussed on the experiences of managing asthma and the 

strategies individuals employ.  Research findings also suggest that asthma can be a real 

social ‘handicap’ which can sometimes deleteriously affect levels of physical activity 

and sporting participation (Chan, Piira, & Betts, 2005; Coughlin, 1988; Williams et al., 

2008).  Studies, in particular by Prout, Hayes, and Gelder (1999) found that children 

relied on medication to manage their asthma, whilst Gabe et al. (2002) found that 

experiential knowledge to avoid asthma ‘triggers’, ‘acting normally’ and trying to ‘stay 

calm’ were also strategies that children had developed to cope with asthma.  Gabe et al. 

(2002) found that despite being actively involved in their asthma and medical treatment, 

asthma still restricted their lives at school and recreationally.  They also found that 

successful experiences of managing asthma appear to diminish the fear of dying from an 

asthma attack.  This could be because of enhanced awareness of bodily sensations given 

the severe effects of inflammation and constriction of the airways from asthma attacks, 

however this is yet to be explored.  Yet, very few studies have explored how negotiating 

the best form of treatment for individuals could be more empowering for individuals 

(Synnott, 1993; White, 2002).  Indeed, many individuals, particularly athletes, are 

concerned about medical dependency and experience ‘steroid phobia’ (Carson, 1987), 

however little attention has been given to the management of asthma specifically in 

sporting contexts.  Nonetheless, research has explored the concepts of stigma and the 

maintenance of ‘normalcy’. 
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Maintenance of ‘normalcy’ 

From a phenomenological perspective, Becker (1999) suggests that people generate 

categories of normalcy.  Specifically, social research on asthma has found that young 

people strive for maintenance of ‘normalcy’ and do not want to be identified as having 

asthma (Williams et al., 2008) and thus being ‘different’ (Becker, 1999).  As research 

suggests, maintaining membership of a valued social group and avoiding stigma or 

social exclusion, is an important factor for young people (Haslam et al., 2010; Williams 

et al., 2008).  As mentioned earlier, stigma is experienced or anticipated and 

characterised by “exclusion, rejection, blame or devaluation that results from 

experience, perception or reasonable anticipation of an adverse social judgement about 

a person or group” (Scambler, 2009, p.441).  Many individuals recognise that there is a 

potential risk of stigma with regards to asthma and being labelled as ‘an asthmatic’. 

 

More macro-sociological trends have drawn on the concept of ‘healthism’, 

sometimes called public-healthism, to describe a variety of ideological constructs 

concerning health and medicine (Crawford, 1980), which leads to those who are not 

‘healthy’, feeling stigmatised.  For the ‘healthist’, what is ‘healthy’ is moral, patriotic, 

and pure, while what is ‘unhealthy’ is foreign, polluted, and impure (Crawford, 1980).  

It might be that those with asthma are viewed as less healthy and consequently feel 

stigmatised, particularly in sporting contexts, where there is such a strong association 

between sport, fitness and health. 

 

Medication can also be significantly helpful in maintaining ‘normalcy’ (Bury, 

1991).  The inhaler could be seen as central in symbolising the relative normalcy of 

asthma (Gabe et al., 2002).  However, Adams et al. (1997) found that ‘deniers’ often 

used relievers ‘behind the machinery at work’, in the toilet, or by ‘sneaking’ into the 

kitchen if visitors were present, devising strategies of concealing use whether in or 

outside the home.  Even recently, David Beckham was photographed taking his inhaler 

‘in private’ and it was deemed and reported as the dropping of a ‘bombshell’ of a ‘big 

secret’ (Williamson, 2009).  For males, in particular, it has been argued that such 

embodied experiences are particularly important to expressions of masculinity, and the 

loss of physical function that might accompany asthma may threaten what it means to 

be a man, so that consequently male athletes might be at risk of suffering a crisis of de-

masculinisation (Kleiber & Hutchinson, 1999; Sparkes & Silvennoinen 1999; Tiihonen, 

1994).  Specifically, being normal for boys involves participating in sports or physical 
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activities and having a strong desire not to be last in competitive games (Williams et al., 

2008).  However, this can mean that some boys discounted what they knew about 

asthma management and push themselves too hard (Williams et al., 2008).  Conversely, 

for girls, Williams et al. (2008) suggest that this ‘normalcy’ was less likely to include 

physical activity.  It is, however, important to challenge how girls were classified as 

‘physically active’ in this particular study, and consider why this difference occurs and 

if indeed it does.  Sport might complicate the ways in which maintaining ‘normalcy’ 

and identities may interact and informs this study in terms of how sportspeople might 

negotiate their identities in different contexts (such as sport). 

 

2.3 ‘Alternative’ approaches  

 

2.3.1 Autobiographies and life histories 

As highlighted in the introduction, since 4 B.C. personal narratives have helped inform 

medical practitioners, but appeared to become increasingly marginalised during the 19th 

and 20th centuries.  Seneca (C. 4 B.C.- A.D.65), Floyer (1698), Proust (1871-1922), and 

Brookes (1994) are among those who have provided biographical and personal accounts 

of their asthma.  One significant figure who does not seem to have gained much 

attention in relation to his asthma is Che Guevara (1928 – 1955).  He did not offer 

personal accounts of his asthma, however, research into his biography revealed 

interesting elements.18 

 

Autobiographies and life histories on chronic illness are slowly becoming more 

commonplace again (Ellis, 1995) and describe the more subjective experiences.  More 

contemporary autobiographies, specifically about asthma include Brookes’ (1994) 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
18 Ernesto "Che" Guevara Lynch was born in 1928 in Misiones, a remote jungle backwater in Argentina. 
His parents were aristocratic but radical parents. Indeed, his father was quoted to say that, "in my son's 
veins flowed the blood of the Irish rebels".  As the family soon realised, Ernesto had developed a chronic 
asthma condition that would afflict him for the rest of his life and irrevocably change the course of their 
own. Similarly to Proust’s father, Ernesto’s father unfairly blamed his wife for her imprudence that day at 
the beach and blamed her for provoking their son's affliction. However, Ernesto’s mother was a highly 
allergic person and suffered from asthma herself and probably passed the same predisposition to Ernesto 
genetically. Because of his asthma the family travelled to the foothills of the Sierras Chicas, a small 
mountain range near Cordoba, with a fine, dry climate that had become a popular retreat for people 
suffering from tuberculosis and other respiratory ailments. Here his asthma condition stabilised. He was 
determined to overcome his ailment, and was very active in his youth becoming an excellent sportsman. 
He was an early fan of Nietszche, embracing death and despising weakness. Some have suggested that his 
brutality may partly have been related to his disability. Stigmatised for being asthmatic by being refused 
entry into the army meant that he hid his asthma and spent his life trying to prove that he could overcome 
asthma and even be better and stronger than others who did not have asthma. Because he had fought 
against his asthma, suppressed his own needs and triumphed through an act of will, Guevara showed no 
patience or forgiveness for the frailty of others. 
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account An Asthmatic Explores His Illness whereby he highlights the paradox of 

chronic illness: 
The patient grows around the disease, like an oak tree engulfing a barbed-wire fence.  My own 
habits and shortcomings probably perpetuate the condition; the asthma disappears under the bark 
of my character where I am least likely to look for it.  The answer, it would seem, is to remain 
vigilant, to inform oneself of the latest research, the newest medicines – but such vigilance 
shades into hypochondria; and, more importantly, anxiety brings on asthma (p.7). 

 

Brookes (1994) offers personal theories of his own on his experiences of 

asthma.  He uses his autobiography to critique the many theories that have failed to give 

him an adequate explanation of his disease, which he did not ‘grow out’ of. 

 

Jackson (2005) who is also asthmatic refers to his son’s asthma during the 

epilogue of Asthma: A Biography.  He remembers a trip away, where his son, Connall, 

“was struggling to breathe. Flushed and distressed, he lay in Siobhan’s arms, gasping, 

coughing, and wheezing” (p.199).  It seems that asthma can be more frightening for 

others who witness such attacks.  Jackson (2005), however, does not go into much 

personal detail about his own asthma.  Whilst some of these more descriptive accounts 

of asthma provide some powerful imagery, they lack theoretical interpretive 

frameworks. 

 

One of the very few theoretically framed accounts of how males experience the 

onset of asthma as a chronic illness is provided by Tiihonen (1994), who focused on 

understanding the social construction of male identity in Finland.  Tiihonen (1994) 

argued that sport eased his transition into manhood, reiterating the centrality of sport for 

many males (Sparkes & Silvennoinen, 1999).  Individuals shape their life narrative 

significantly around the body’s performance in sport (Sparkes & Silvennoinen, 1999).  

A bodily experience is often central in memories of our lives and hence our 

understanding of who and what we are (Connell, 1995).  Many of male athlete’s life 

experiences are embedded in sport, and the culture that surrounds it (Swan, 1999).	  	  

However, Cartesian beliefs regarding dualist notions of a mind/body split, reinforced 

through sport were disrupted by asthma for Tiihonen (1994), and asthma made it 

significantly difficult to maintain separate notions of the mind, body and spirit and 

physical and the psyche.  Tiihonen (1994) provided an in-depth account of how he 

negotiated his identity.  Asthma was not only physiological, but changed his self-image 

as a man, a sportsman and a healthy human being as well as having to explain his 

changed situation to all the communities where he lived and played sports.  For 
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Tiihonen (1994), asthma attacks brought on by stress were the most difficult to 

anticipate, despite Carson (1987) arguing that asthma attacks do not often come on, 

spontaneously ‘out of the blue’ – usually there are signs of deterioration for some time 

beforehand.  Problems of forced passivity, becoming dependent or subordinate threaten 

taken-for-granted masculine identities and lead to identity dilemmas that make men’s 

adjustment to ‘disability’ and their transition from sport difficult as Kleiber and 

Hutchinson (1999) also argue.  

 

Limited analogous research has to date been found about sporting females’ 

chronic illness experiences (Allen-Collinson, 2008 – explored in the next chapter).  It 

could be argued that transitions out of sport are made easier for women.  However, 

forced passivity, becoming dependent or subordinate, threaten taken-for-granted 

sporting identities and could reinforce existing stereotypes for women (about being 

inactive).  This reinforcement in itself could make transitions out of sport difficult for 

some women wanting to challenge these stereotypes.  The concepts raised by Tiihonen 

(1994) will be explored through the concept of totality (mind-body nexus) via a 

sociological phenomenologically-inspired approach [detailed in the next chapter], which 

seeks to analyse the mind-body-world relationship.  Additionally, given the limited 

qualitative research specifically in this area, the current research explores the 

complexities of the sport-asthma nexus, and the concept of sport as a ‘double edged 

sword’ whilst also considering the role of athletic identities in the lived experiences of 

asthma. 

 

Nonetheless, Becker (1999) provides one of the few autobiographical accounts 

of a female’s asthma in Disrupted Lives, intertwining her experiences of disruption with 

those of other men and women who shared their stories of disruption.  Whilst she does 

not seem to strongly identify as a sportsperson, she does refer to the way asthma 

affected her involvement in team sports.  For example, she describes her asthma at the 

age of ten: 
My eyelids would swell almost completely shut in the spring with the arrival of pollen carried by 
seasonal winds; my lungs were congested every winter from colds and flu.  I was absent from 
school often.  When there, I was a liability in team sports: I ran slowly and wheezed audibly.  I 
felt disfigured and grotesque (Becker, 1999, p.9). 

 
Her own experiences of feeling “singled out as being different” (p.9) were exacerbated 

when her Grandfather died, where she was expected to “tough it out” when she was 14 
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meant that she then felt “pushed out by society, disowned” (p.10-11).  In a manner that 

highlights her embodied responses to asthma, she describes: 
I felt the chaos of disruption at a visceral, bodily level long before my chronic illness – asthma – 
began to emerge when I was ten.  I listened to my body continuously as I tried to monitor 
symptoms such as wheezing and swollen eyes that identified me as ‘sick’.  My struggles to 
breathe left indelible memories that were embodied in my subsequent actions.  My bodily 
response to symptoms of asthma is informed by these memories even today (p.11). 

 

Becker’s (1999) narrative is one of disruption, of embodied distress, and how 

people create meaning amidst this chaos.  Indeed, she discusses disruptions starting with 

bodily experience.  The body is the medium through which people experience their 

cultural world, and bodily experience reflects the culture in which it occurs.  Becker 

(1999) also offers cultural explanations of why people might not adhere to medical 

regimes.  People might ground their resistance to the power of such cultural norms in 

bodily experience (Becker, 1999).  For example, as mentioned earlier, the idea that 

people might not adhere to medical regimes might be grounded in their resistance to the 

power of such cultural norms in bodily experience, as Becker, (1999) notes: 
A person with asthma may resist going to an emergency room (the recommended biomedical 
course of action for acute episodes of asthma) because they fear they will not receive appropriate 
treatment, but their resistance is tempered by their bodily knowledge; they listen to their bodies 
in deciding whether care is necessary (Becker, 1999, p.13) 
 

Becker (1999) argues that breathing is a process that is not just physiological but also 

cultural.  That is, when people with asthma listen for symptoms, they are engaging in a 

process that is culturally informed.  Western attitudes inform the way it is valued to be 

individually responsible for one’s illness; dealing with asthma maybe by ignoring, 

diminishing, or hiding symptoms. 

 

2.3.2 Biographical research 

Research by Bury (1991) and Williams (2000) on chronic illness has adopted a 

biographical approach.  Bury (1991) describes how a diagnosis of chronic illness can be 

understood in 3 key stages: onset, explanation and legitimisation and finally adaptation.  

Onset of chronic illness is associated with biographical disruption where the person not 

only suffers pain but also experiences the disruption of work and family relationships 

and future plans.  Nonetheless, whilst there are some autobiographical accounts of 

asthma, until 1994 there appeared to be little biographical research specifically on 

asthma in relation to social research on chronic illness (Adams et al., 1997).  This is 

perhaps because of a tendency to diagnose children at an earlier age in contemporary 

times, which has lead to a focus on childhood populations.  Even in early childhood, 
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disruptions at this stage of life are integral to an individual’s biographically embodied 

sense of self (Williams, 2000).  Indeed, as previously mentioned, according to 

McAdams (1993), ‘identity is a life story’ and people continue to ‘work on’ and live by 

their stories.  Also, late-onset of asthma is on the increase in adults in later life (Asthma 

UK, 2006) but has received limited attention in the research.  Whether this onset is 

newly diagnosed or as a result of non-diagnosis or the misperception that adults may 

‘grow out’ of asthma is yet to be established.  This research attempts to consider these 

concepts specifically in relation to the biographies of sportspeople with asthma. 

 

2.4 Summary 

 

2.4.1 Previous research 

Over the centuries, asthma has received extensive research attention in the academic 

literature predominantly through a biomedical, positivistic, quantitative perspective, 

which tends toward the reification of the body, treating the body as a thing to be 

measured (e.g., measuring asthma with a peak flow monitor) with sensory experience 

unavailable to patients (Couser, 1997).  It seemed that because of the stigma often 

attached to conceptions of asthma being ‘all in the mind’, those with asthma are 

correspondingly deemed to be ‘emotional’ and ‘weak’, therefore, the focus on 

objectifying the body served as a way of distancing emotion and therefore de-

stigmatising people with asthma.  However, much of this research has focused on 

establishing causes and searching for medical ways to treat and control the symptoms of 

patients who are constructed as either ‘compliant’ or ‘non-compliant’ with these 

medical regimes.  This has meant that sport has often been viewed as an ‘intervention’ 

for shredding a sense of ‘fragility’ for those with asthma.  Whilst, initially, personal 

narratives about asthma largely informed clinical practice, academically, more 

sociological aspects have been lacking.  More recently, research has focused on 

sociological aspects, but with a primary focus on childhood populations.  Sociological 

research on adult populations is scant and particularly sparse on adult sportspeople with 

asthma.  Therefore, one of the key purposes of this study is seeking an understanding of 

the body-selves of sportspeople with asthma in the totality of their lived experience. 

 

Whilst some psychological and qualitative research has identified the whats, it 

has not necessarily identified the whys or the hows of social life for sportspeople with 

asthma.  This has meant that the analysis of how people might negotiate their asthma 
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and sporting identities and how people create meaning during times of bodily disruption 

has largely been neglected.  Previous research has not explored how people might 

engage with sport and physical activity in conjunction with their asthma, and how they 

create meanings, behaviours and identities because of playing, or not being able to play, 

sport with asthma.  More in-depth and detailed qualitative research can be useful when 

investigating these questions.  For example, it might help explore personal and shared-

bodily felt sensory experiences of asthma as well as other overlooked issues such as: the 

meanings people give their sport and their asthma, how people might negotiate their 

identities, and the ways people might become attuned to listening to their breathing, 

resulting from bodily-felt experiences. 

  

Additionally, previous research has not always been able to explore the whys of 

people’s behaviour.  For example, why sportspeople do not appear to ‘comply’ with 

medical regimes, which aim to assist them with their breathing.  As mentioned 

previously, breathing is not only a physiological process, but it is also cultural.  Cultural 

understandings of breathing have also been neglected in much research, particularly in 

sporting subcultures.  When people with asthma listen for symptoms, they are engaging 

in a process that is culturally informed (Becker, 1999).  People may deal with their 

asthma symptoms in ways that reflect cultural attitudes embedded in sport.  For 

example, sportspeople may ignore, diminish, minimise or hide symptoms, therefore a 

focus on analysing why they adopt such perspectives may assist in understanding 

people’s sporting engagement with asthma and suggest that more appropriate strategies 

are developed for sportspeople with asthma. 

 

Positivistic research has been the predominant methodological research 

approach in academic literature on asthma.  Consequently, there has been a tendency to 

view asthma through bio-medical perspectives.  There has also been a move towards a 

more combined biopsychosocial approach in more recent times (Gregersen, 2003) but 

these have focused largely on childhood populations (particularly teens who are deemed 

to be the most ‘non-compliant’) also with a propensity to see exercise as an 

intervention, and education as a way to enhance the patient’s compliance with medical 

regimes. Perhaps one of the social-scientific questions we should be asking is: Why do 

people so consistently fail to act in their own apparent self-interest? at least according 

to medical perspectives, and these social-scientific questions have not been addressed in 

positivistic literature.  There has been limited research that has explored how people 
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with asthma think about medicine and how they might react to doctors and why people 

do or do not trust medicine.  This is explored in the theoretical chapter. 

 

The value of qualitative research lies in the way these questions can be explored. 

For example, some researchers have started to present the patients’ perspectives via 

qualitative methods, such as interviews to explore the meaning of medicine and 

medication-taking behaviour in the daily life of the participant.  Indeed, it seems that 

decisions that are taken are rational in the context of the beliefs, responsibilities and 

preferences of the interviewee (Gabe et al., 2002; Nunes et al., 2009; Prout et al., 1999).  

Within these qualitative studies (Gabe et al., 2002; Prout et al., 1999), there has, 

however, been very limited researcher’s reflexive voice about breathing disruptions, as 

well as an in-depth investigation positioned in a ‘friendship as method’ approach, which 

could also provide powerful and challenging insights into the participant-researcher 

relationship.  However, I will be focusing on addressing the gaps in the literature 

involving the challenges of employing ‘friendship as method’ as an approach as well as 

providing insights into the changing dynamics of the participant-researcher relationship.  

Additionally, I will add insights into the complexities of including family members in 

research. 

 

From other qualitative research in the field of chronic illness (e.g., Bury, 1982; 

Charmaz, 1987; Frank, 1995) it seems that the way people negotiate how they manage 

their illness seems inextricably linked to maintaining and protecting their sense of self.  

Therefore, similarly to injuries in sport, asthma could be seen as an attack on the self 

where people also have to engage in ‘emotion management’ and ‘emotion work’ (Allen-

Collinson, 2005; Hochschild, 1979).  Whilst Adams et al. (1997) did explore people’s 

social asthma identities the study lacked qualitative rigour as discussed earlier in the 

chapter.  Additionally, what this study also lacked was the exploration and 

consideration of prominent identities (identities in line with an ideal self), such as an 

athletic identity (Brewer et al., 1993).  The bodily disruption that asthma often generates 

is likely to be a trigger in itself of someone’s re-negotiation of identities in the way that 

an ‘asthma identity’ may itself be seen as particularly threatening to someone’s sporting 

identity.  This thesis combines concepts relating to identity and emotional work and 

continues these works on how sportspeople with asthma might manage their sense of 

self.  It also aims to form a foundation on which to carry out further research on asthma 

and other chronic illnesses through these lenses. 



	  

	  

57 

 

2.4.2 Shaping the study 

This chapter has focused on assessing and analysing previous studies of asthma.  From 

this literature review, I have acknowledged three considerations, which will inform and 

shape this study.  The first consideration is the different ways asthma has been analysed 

and defined through the historical development of research in asthma through the 

centuries and consequently, the different theories attempting to explain the causes of 

asthma through various physiological, psychological, environmental, and some western 

socio-cultural interpretations.  Whilst some argue that the physiological aspects of 

asthma have remained the same regardless of the changing definitions and various 

theoretical viewpoints; perceptions of the doctor-patient relationship, trust in medicine, 

medico-scientific faith and the ways people manage their asthma are continuously 

changing and evolving.  Instead, there has been a recent emphasis on the need for the 

uniting of such mind and body philosophies in health care and public health systems 

(Lando & Williams, 2006).  The gap between lived experience (body as subjective) and 

scientific explanation (body as an object) is fundamentally challenged in 

phenomenological analysis (Allen-Collinson & Hockey, 2007). 

 

Finally, there is dearth of studies that focus on adult populations and non-elite 

athletes.  Whilst elite athletes have been the ‘subjects’ of many physiological studies, 

other serious but non-elite athletes have been relatively neglected; for example, ‘club’ 

sportspeople such as serious runners who stand “no realistic chance of winning or being 

highly placed within a race” (Smith, 2000, p.18819), but remain highly committed to 

their activity nonetheless (Allen-Collinson, 2005).  These sporting subcultures have 

been significantly under-represented in the sport literature, and particularly in the 

asthma sporting literature.  Therefore, I shall employ a 

purposive/convenience/theoretical sampling with a focus on physio-cultural and 

individual differences, such as age, gender, occupation, sport, education and asthma 

condition (outlined in table 5.1.1).  This should provide a range of diverse and 

interesting experiences with a focus on sportspeople’s lived experiences with asthma 

and the different ways they negotiate their social identities.  Whilst the main focus on 

identity is based upon symbolic interactionist conceptions and has been outlined in this 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
19 Smith’s (2000) research relates directly to runners when making this distinction. Nonetheless, this 
quote and definition seems to be relevant in describing “club” sportspeople. 
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chapter, in the next chapter, I will outline additional theoretical perspectives, which will 

be drawn upon in the thesis to provide analytic insight. 
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3.0 Theoretical Frameworks 

 

As addressed in the literature review, the main focus on identity is based upon 

symbolic interactionist-inspired conceptions (e.g., Goffman, 1963, 1969).  These 

conceptions emphasise the processual nature of self and identity (Allen-Collinson & 

Hockey, 2007), where social actors and others engage in interactional work to actively 

develop and negotiate their selves in an intersubjective, dynamic, and ongoing social 

process (Mead, 1934).  However, Shilling (1993) criticises Goffman for a failure to 

engage with the interactive dimensions of body management, and by assuming that 

categorisations of stigma can somehow exist prior to social encounters, although this 

perception is open to some debate.  Shilling (1993) moves towards Frank’s (1993, 

1995) matrix of embodiment, which does engage explicitly with such interaction.  This 

will be discussed in the chapter, together with addressing Shilling’s (1993) developed 

ideas about placing the body at the centre of civilising processes; civilised bodies.  In 

this chapter, I explain how symbolic interactionism is used in combination with a 

phenomenologically-inspired approach in the thesis.  I draw upon the work of the 

following theorists in order to analyse the account of sportspeople’s lived experiences 

of asthma: Arthur Frank’s (1995) work on body types and body narratives, Shilling’s 

analysis of placing the body at the centre of civilising processes, Leder’s embodied 

phenomenological approach to the lived body, Csíkszentmihályi’s (1990) theory of flow 

and sensory work drawing from various researcher’s work (e.g., Hockey & Allen-

Collinson 2007, Paterson, 2009, & Sparkes, 2009). 

 
3.1 Shaping theoretical perspectives 

A sociological phenomenological approach inspires the research when investigating 

sportspeople with asthma by also exploring how the awareness of their bodily 

sensations might heighten an awareness of the world around them.  According to the 

phenomenological view, our body is always in relationship to itself, with others, with 

human space and time, and everything affects it in terms of how we experience 

ourselves and the world around us (Allen-Collinson, 2009).  Similarly, symbolic 

interactionists believe that consciousness is not separated from action and interaction; it 

is an integral part of both (Silva, 2007).  Symbolic interactionism is a somewhat 

distinctive approach to the study of human group life and human conduct; it premises 

that human beings act towards things on the basis of the meanings that they have for 

them (Blumer, 1969; Silva, 2007).  Therefore, this research explores how sportspeople 
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might act towards things associated with asthma.  The meanings that things have for 

humans (e.g., a sporting body) are central in their own right (Blumer, 1969).  Both 

theoretical perspectives do focus upon the importance of meaning making in everyday 

life and are used in the thesis in order to offer an insight not only into the individual’s 

meaningful asthma and sporting embodiment but also into the ways in which sports 

participants share their asthma embodied experience in various environments.  The first 

theorist I turn to is Shilling who combined Goffman’s and Elias’ work to coin the term 

‘civilised bodies’. 

 

3.2 Civilised bodies (Shilling, 1993) 

It is Shilling (1993) who combined much of Goffman’s and Elias’ work when 

discussing ‘the civilised body’.  Not only does the civilising process involve an increase 

in psychological control, but also bodily distancing (Shilling, 1993).  Shilling (1993) 

argues that another way to describe these concepts is through the development of 

civilised bodies involving a progressive socialisation of the body.  Norms and standards 

are taught through a socialisation of the body (hiding away of natural functions), a 

rationalisation of the body (differentiation of the body: less of a whole and separated 

into parts which can be controlled) and an individuation of the body (the body as a 

container for the self, separate from others).  This then increases the capacity for self-

detachment (Shilling, 1993). 

 

With the progression of the civilising process and this strict control on one’s 

psychology and bodily functions it means that whilst outbursts (psychological and 

bodily de-civilising moments) in everyday life may have been reduced, the struggles are 

internalised within the individual, against this supervising part of him/herself (Elias, 

1994, 2000).  This strict management of the body has been themed ‘health’ and this 

‘healthy state’ is viewed as a positive state in people’s perceptions.  Shilling (1993) 

posits that “in the affluent West, there is a tendency for the body to be seen as an entity 

which is in the process of becoming; a project which should be worked at and 

accomplished as part of an individual’s self-identity” (pp.4-5).  He argues that the 

‘healthy body-self’ is the most common form of body project in ‘Western’ societies.  

From the personal accounts reported in the Discussion chapters, many participants 

(particularly Contesters) appear to view asthma as an attack on the self, particularly the 

‘healthy body-self’. 
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From these understandings, we might question how asthmatic sportspeople 

manage their ‘body-self projects’ in everyday life and the ways in which identities (e.g., 

asthma identity and athletic identity) are negotiated and re-negotiated in different 

contexts (such as sport).  These concepts appear as a component of key theoretical 

lenses that are woven throughout the thesis and provide an overarching framework in 

which to engage with the development of asthma as a chronic disease and how this may 

have influenced sportspeople’s lived experiences of living with asthma and 

consequently how identities are ‘worked out’ (Allen-Collinson & Hockey, 2007) in the 

context of sport. 

 

3.3 Arthur Frank (1993, 1995) 

 

3.3.1 Remission Society 

Contrary to Parson’s modernist concept of the ‘sick role’ which carries the expectation 

that ill people get well, cease to be patients and return to normal, Frank (1995, p.8) uses 

the term ‘remission society’ to describe people who are effectively well but can never 

be considered cured; people do return to a certain state of wellness, but perhaps with 

changed obligations and expectations and they permanently have to periodically renew 

their healthiness. Frank (1995, p.8) argues that these people are all around us, but often 

invisible.  For example, a person who starts having trouble with their breathing and 

takes their inhaler means that suddenly their previously invisible ‘condition’ becomes 

an issue.  Once their breathing returns to normal, their ‘remission’ status disappears into 

the background.  Frank suggests that the physical existence of the ‘remission society’ is 

modern: the technical achievements of modernist medicine, such as an inhaler, make 

these lives possible.  However, people’s self-consciousness of what it means to live in 

the wake of illness is postmodern; the foreground and background of sickness and 

health constantly shade into each other.  Sontag’s (1978) metaphor of illness as travel 

refers to the idea that the remission society is left to be either a demilitarised zone in 

between two kingdoms (the kingdom of the well and the kingdom of the sick), or else it 

is a secret society within the realm of the healthy (Frank, 1995). 

 

Frank (1995) goes on to argue that most ill people remain willing to continue to 

play the medical ‘patient’ game by modernist rules without question, and almost all do 

so when required.  Members of the ‘remission society’ are demanding, in various and 

often-frustrated ways, that medicine recognise its need for them (Frank, 1995, p.8).  
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Refusing to be reduced to ‘clinical material’ in the construction of the medical text, 

patients are claiming voices (Frank, 1995).  Furthermore, in the remission society, the ill 

person takes responsibility for what illness means in his or her life. 

 

The ‘remission society’ described by Frank (1995) is also relevant.  People are 

not only potentially ill, but ill-in-remission, or ill but technologically returned to 

(functional) ‘normality’ by prostheses, pacemakers, transplants, and mechanical body 

regulators (e.g., inhalers) of many kinds.  The problem is that people are left needing a 

new map for their lives and a need to restory the self (Smith & Sparkes, 2005).  

Predictive testing for asthma conditions provides the opportunity to ‘know’ one’s fate, 

but there are psychological and emotional difficulties in receiving this information if 

therapy is not available (Frank, 1995).  Frank (1995) argues that in all social groups 

there are contemporary pressures to identify health with youth, strength with 

independence – positive cultural values which mean that one is unwilling to admit to 

being intrinsically ‘unhealthy’.  Sport, in particular, also values the state of ‘health’.  

For example, an athlete with asthma may ‘hide’ their asthma as it could risk ‘making 

the team’. 

 

The presence of health reflects correct behaviour, self-discipline, willpower and 

virtue, and its absence is often considered a sign of weakness.  The metaphor of 

‘fighting’ illness, not ‘lying down’ to it, overcoming adversity, is pervasive in accounts 

of illness in western society.  ‘Fighting’ illness is a way of talking about it, which is 

strongly culturally approved.  Individuals may see health as fundamentally part of their 

identity, but illness is perceived as something both inside and outside the body.  To the 

extent that it takes over the body, it becomes part of the self. At the same time it is an 

invasion.  Disease becomes reified, an ‘it’ separated from the body and by extension 

parts of the body also become ‘it’ not ‘me’ (Allen-Collinson & Hockey, 2001).  In 

health we take the body for granted – in illness this unity is disrupted and the body 

becomes separate from the self (Williams, 2000). 

 

A need for self-responsibility is argued to be especially strong among those 

suffering from chronic conditions (Frank, 1995; Shilling, 1993).  Women, especially 

have a moral duty to manage illness because they care for others, but for everyone, 

moral character is assessed through the response to ill health and adversity (Frank, 

1995).  Furthermore, as mentioned in the literature review, Gabe et al. (2002) found that 
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self-reliance and ‘comeback’ strategies were coping mechanisms for young people (11-

16yrs) in managing chronic illness.  Therefore, similar strategies are no less apparent in 

young people than in adults.  These responses may be seen as part of a growing culture 

surrounding illness, in what Frank (1995, p.8) has termed the ‘remission society’, where 

large numbers of people live with chronic disorders, or their aftermath. 

 

3.3.2 Body types 

Frank’s work (1993, 1995) provides a means of studying stories of illness through an 

examination of the body, which seems to be particularly useful for the current study, to 

enhance understanding of the ways in which stories are culturally constructed.  Frank 

(1995) argues that “people telling illness stories do not simply describe their sick 

bodies; their bodies give their stories their particular shape and direction” (p. 27). 

 

Frank refers to Kleinman’s (1988) sophisticated analyses of the interweaving of bodies, 

cultures, and lives, to reinforce the importance of understanding how bodily symptoms 

are the infolding of cultural traumas into the body and as these bodies continue to live 

and create history, these symptoms outfold into the social space of that history.  Frank’s 

(1995) focus is on body problems proposing four general problems of embodiment: 

control, body-relatedness, other-relatedness, and desire. Furthermore, each body 

problem is a problem of action: to act, a body-self must achieve some working 

resolution to each problem.  Frank (1995, p.30) provides a continuum or range of 

possible responses through a matrix of four ideal typical bodies displayed below: the 

disciplined body, the mirroring body, the dominating body and the communicative 

body.  
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                  CONTROL 

 

           Predictable               Contingent 

 

 
Lacking Dissociated 

              
 
                     BODY- 
DESIRE   RELATEDNESS 

 
 

     Productive  Associated 

 

 

             Monadic          Dyadic 

 

        OTHER-RELATEDNESS 
Figure 3.3.2: Frank’s (1995) Matrix of embodiment.  

 

Frank (1995) argues that any of the body types are perfectly appropriate modes 

of being; the problem, as with any mode of being, is becoming fixated in one of these 

bodies because it can serve to limit individual’s ‘choices’ that body-selves act out.  He 

describes the body types as follows.  The Disciplined body-self is primarily concerned 

with predictability through actions of self-regimentation, which might be in the form of 

conformist medical compliance or alternative treatment.  The single-minded pursuit of 

regimens means the self becomes dissociated from the body as an ‘it’.  The disciplined 

body becomes monadic20 (‘understanding itself as existentially separate and alone’), 

lacking desire and lacking association with others (Frank, 1995, p.36).  For sportspeople 

with asthma, the disciplined body-self might, for example, manage asthma by 

conforming to medical compliance in a single-minded pursuit. 

 

Similarly, the Mirroring body-self seeks predictability and both the mirroring 

and the disciplined bodies are also monadic.  However, the mirroring body-self is 

primarily both an instrument and object of consumption with the main sense of it being 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
20 Frank (1995) discusses the relationship, as a body, to other individuals who are also bodies. He 
describes two ways of relating to other bodies: monadic, which understands itself as isolated, existentially 
separate and alone; dyadic, which understands itself as relating to-, communicating with-, and existing for 
other through the task of discovering what it means to live for other bodies (Frank, 1995, p.36-37). 
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visual.  Consumption enhances the body by feeding it, clothing it, grooming it, and in 

the consumption of medical services, curing it.  The mirroring body is concerned with 

appearance and is compulsively associated with its body, which produces desires, but 

its desires are monadic. 

 

The Dominating body-self shares with the disciplined body the qualities of 

dissociation and lacking desire, but in contrast it is dyadic; it is against others rather 

than for others.  This dyadic force of other-relatedness, while dissociated from itself, 

and while lacking desire, is dangerous.  The dominating body assumes contingency 

(uncertainty and unpredictability) of disease but never accepts it.  Whereas the 

disciplined and mirroring bodies turn the focus on themselves, the dominating body 

turns its focus on others in an aggressive and somewhat abusive way (Frank, 1995).  For 

sportspeople with asthma, this might mean ‘fighting asthma’. 

 

The Communicative body-self, however, realises the ethical ideal of existing for 

the other.  The body itself is the message where communication transcends the verbal 

through touch, tone, facial expression, gestural attitude and in breath.  The 

communicative body is associated with itself and dyadic. In this sense, communication 

is less a matter of content than of alignment.  The communicative body communes its 

story with others as a productive desire whereby the story invites others to recognise 

themselves in it.  The communicative body learns to live and accept the inevitable 

contingency of life; “how much any of us can really depend on our bodies” (Frank, 

1995, p.20).  For sportspeople with asthma, it might be that ‘accepting’ asthma means 

accepting the unpredictable nature of asthma and learning to live with contingency. 

 

3.3.3 Basic Narrative types 

Frank (1995) also created three basic narrative types: Restitution, Chaos, and Quest, as 

useful listening devices.  To avoid risking creating yet another ‘general unifying view’, 

he suggests that these narratives encourage closer attention to the stories an ill person 

tells and emphasises that no actual telling conforms exclusively to any one of the three 

narratives. 

 

Restitution narrative is a response to body-self interruption, but the narrative 

itself is above interruption. It is the comeback story, where people believe they are 

going to recover fully, and is generally associated with the disciplined body.  The 
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typical storyline of people who tell a restitution narrative is, according to Frank (1995, 

p.77): “Yesterday I was healthy, today I’m sick, but tomorrow I’ll be healthy again” or 

commonly say phrases, such as, “As good as new” “I’m fine”.  The ill person practices 

his or her own behaviour of heroism and a language of survival.  The body types seems 

to fall somewhere between the Disciplined body and the Mirroring body because the 

restitution story usually demands adherence to some disciplined regimen and requires 

the body to re-image itself from its own history before illness or from elsewhere. 

Images of health can model behaviour that many people can adopt and adapt to 

themselves.  This has affinity with Charmaz’s (1987, p.285) restored self where people 

aim to construct a similar physical self as before illness. Within this is the entrenched 

self (Charmaz, 1987) – these people have habits/patterns, which have been a source of 

respect before illness.  Resuming these is a priority.  The restitution story is a story told 

by a self, but not about that self (Frank, 1993).  A problem arises when the ill person 

does not find restitution (Smith & Sparkes, 2005). 

 

 Chaos is a non-plot, an anti-narrative; the opposite of restitution, which is also a 

non-self-story: its plot (as such) imagines life never getting better.  Stories are chaotic in 

their absence of narrative order, which is one of the reasons why chaos stories are 

difficult to hear, because they are considered too threatening.  Those truly living the 

chaos cannot tell in words.  The body lives in a contingent immediacy (being suddenly 

out of control of one’s body) (Frank, 1995, p.30).  Desire is dangerous just as 

relationships with others have become dangerous. Chaos feeds on the sense that no one 

is in control.  “People living these stories regularly accuse medicine of seeking to 

maintain its presence of control – its restitution narrative – at the expense of denying the 

suffering of what it cannot treat” (Frank, 1995, p.100).  The chaotic body can be 

described in terms of the dimensions of control, body- and other-relatedness, and desire, 

but the resulting permutation does not fit any of the four ideal types that Frank (1995) 

suggests; contingent, monadic, lacking desire, and dissociation are what characterises 

the chaotic body.  Indeed, the chaotic body and chaos narrative also have associations 

with those who have experienced trauma where detachment and personal 

disengagement often occur. 

 

Also, the chaotic body might have affinity with Charmaz’s (1987) contingent- 

and salvaged-self, where individuals realise that their future self is uncertain due to 

illness but may try and attempt to define their self as worthwhile.  Beck’s (1963, 1964, 
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1967) cognitive theory of depression highlights the impact of negative views of selves 

(worthlessness, unlovable, deficient), the environment (overwhelming, filled with 

obstacles), and futures (no effort will change their lives) (cited in Beck, Rush, Shaw & 

Emery, 1976, p.10).  Beck et al. (1976, p.11) refers to these as the ‘cognitive triad’ and 

these negative thoughts can guide perceptions, and interpretations resulting in going 

global with these views and leading to depression (Gonca & Savasir, 2001).  Belief in 

one’s personal efficacy, corresponding to a person’s belief in their own competence, is a 

key personal resource in self-development, successful adaptation, and change (Bandura, 

1997).  Bandura (1997) argues that these beliefs can affect whether individuals think 

optimistically or pessimistically and in self-enhancing or self-debilitating ways. 

 

Quest narrative is about meeting suffering ‘head on’ where people tend to accept 

illness and use it in a positive way (e.g., to help others).  This is associated with a 

communicative body. Quest stories tell of searching for alternative ways of being ill.  

As the ill person gradually realises a sense of purpose, the idea that illness has been a 

journey emerges.  The meaning of the journey emerges recursively: the journey is taken 

in order to find out what sort of journey one has been taking.  The ‘hero’s’ journey may 

be divided into three stages: departure, initiation, return, which, I would argue, may 

coincide with, and have some affinity with Bury’s (1982, p.176) stages of illness 

diagnosis: onset, explanation and legitimisation and finally adaptation.  People telling a 

quest narrative abide by an ethic of recollection, solidarity and commitment and practice 

an ethic of inspiration (Frank, 1995).  These are also facets of the communicative body.  

Voice is found in the recollection of memories (Frank, 1995).  It is important to be wary 

of the risks of quest stories, however; it is like the risk of the phoenix metaphor: 
they can present the burning process as too clean and the transformation as too complete, and 
they can implicitly deprecate those who fail to rise out of their own ashes (Frank, 1995, p.135). 

 

What separates the types of narratives is the issue of responsibility, concerning 

what sort of agency the narrative affords the ill person (Frank, 1995).  In the restitution 

narrative, the responsibility is limited to taking one’s medicine and getting well, 

wellness being defined in contrast to illness (Frank, 1995).  Alternatively, other 

narratives understand the experience of illness in a way that makes returning to the 

same life that was lived before illness impossible as a moral choice (Frank, 1995).  

Responsibility is based on an on going sense of solidarity with the ill, this solidarity 

transcending the present health or illness of one’s own body (Frank, 1995).  Whereas, 

for those ‘telling’ a chaos story, “exercising responsibility requires a voice and the 
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chaotic body has no voice” (Frank, 1995, p.109).  Muteness begins in the body and 

“being a mute witness, caught within the chaos itself, is a condition of horror” (Frank, 

1995, p.109).  Participants may experience a condition of horror, during an asthma 

attack, where the body has no voice and muteness: ‘a silent chest’ (see chapter 9.0) is 

when participants really have to worry.  In contrast to the muteness of the chaos 

narrative, the quest narrative has a sense of responsibility as a moral agent whose 

primary action is to witness (Frank, 1995). 

 

3.3.4 Relationships 

When an individual has asthma they enter into a relationship with their doctor or asthma 

nurse. Additionally, relationships with significant others (e.g., parents, coaches, school 

teachers) are also key (Thornton, 1997).  Initially establishing a good trusting and open 

relationship underpins any consulting situation so that a working alliance can be formed 

(Egan, 2006; Ravizza, 1998).  Research shows that the treater-patient relationship 

dynamic is vital in the continuing management of asthma into adulthood; “Effective 

physician-patient interaction is an important component of health care delivery” (Love, 

Mainous, Talbert, & Hager, 2000, para 4) and medical practitioners might gain 

considerable knowledge about the dynamics of the practitioner-client interaction by 

considering such theoretical explanations.  Yet, it seems that limited attention in the 

medical and sports literature has emerged about the healthcare giver’s self-awareness in 

the treater/patient dyad.  The concept of transference21 has been thought to reflect a 

powerful resistance to treatment (Kruhlanski & Pierro, 2008).  Early attachments 

formed by children with their caregivers might also have a tremendous impact that 

continues throughout life (Bowlby, 1969).  Bowlby describes attachment as a “lasting 

psychological connectedness between human beings” (1969, p. 194).  “The propensity 

to make strong emotional bonds to particular individuals [is] a basic component of 

human nature” (Bowlby, 1988, p.3).  Attachment theory22 describes the dynamics of 

long-term relationships between humans and is centralised around the notion that 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
21 Freud’s identification of the phenomenon of transference was first viewed as a disturbing factor and a 
negative aspect of the caregiving relationship (Racker, 1982).  Much of the research emerges from the 
counselling literature and transference is when clients begin to respond to a caregiver in similar ways to 
how they have responded to significant others in the past, such as parents, or in ways they would like to 
respond to fantasised figures (Anderson, 2000).  This parental transference can be a positive experience 
for a patient, or it may infantilise the patient and may cause a strong resilience to change in treatment 
(Strean & Strean, 2005).  An awareness of the concepts of transference and countertransference (when 
similar transferring of past responses, perceptions, and behaviours occurs from the practitioner and is 
directed to the client) can be important in understanding and managing “the complex, dynamic, 
intersubjective system” that comprises the helping relationship (Robertson, 1999, p.151). 
22	  See Rholes & Simpson (2004) for attachment theory overview.	  
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mothers who are available and responsive to their infant’s needs establish a sense of 

security in their children (Bowlby, 1988).  The 4 key components of attachment are: (a) 

safe haven (b) secure base (c) proximity maintenance, and (d) separation distress 

(Bowlby, 1969).  A safe dependency creates a secure base for this child to then explore 

the world (Bowlby, 1969).  Rowles and Simpson (2004) argue that experiences in 

earlier relationships create internal working models and attachment styles (secure, 

ambivalent/resistant, avoidant, disorganised) that systematically affect attachment adult 

relationships (secure, anxious–preoccupied, dismissive–avoidant, and fearful–avoidant).  

These types of attachments might impact on the relationship with one’s healthcare giver 

through the concept of transference.  It has been suggested that these psychoanalytical 

concepts may be beneficial to be incorporated into any practitioner’s theoretical 

perspective (Anderson, 2000; Conroy & Benjamin, 2001; Giges, 1998).  Considering a 

secure base and types of attachments with caregivers (e.g., parents, medical 

practitioners, asthma nurses, sports coaches) may assist an individual’s management of 

asthma.  However, it is difficult to see how this could be achieved in the time-limited 

appointments that are allocated for patients.  Therefore, taking a phenomenogically-

inspired approach focusing on the lived experiences of sportspeople with asthma might 

help practitioners empathise with patients. 

 

3.4 Taking a phenomenologically-inspired approach 

In this next section, I consider some of the phenomenologically-oriented work germane 

to analysing the lived body experience of asthma amongst sportspeople.  Taking a 

phenomenologically-inspired approach requires the study of the lived body; attempting 

“to bring the body back in” (Allen-Collinson, 2009, p.279).  As opposed to theorising 

asthma as being ‘all in the mind’, to begin with the lived body is to understand the 

physiological as always intertwined with, and an expression of, the body’s 

intentionality23; the concept that consciousness is always consciousness of something, 

and thus intentional – always directed towards something (Merleau-Ponty, 2001; Leder, 

2001).  As such, some argue that asthma or various other chronic illnesses, which may 

intertwine with each other, should be understood in the context of the person’s 

existential grasp of the world (Leder, 2001; Merleau Ponty, 1962).  As research 

suggests, individuals with asthma may have to manage medication and their bodies over 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
23 Merleau-Ponty (2001) focuses on bodily intentionality - the body as an attitude directed towards an 
existing or potential task.  For him, intentionality, perception and action are fundamentally intertwined.  
See Allen-Collinson (2011) for examples of Merleau-Ponty’s existential approach and the concept of 
intentionality. 
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a whole lifetime, and in different contexts (e.g., sport, and when retiring from sport) 

rather than for a limited duration.  Moreover, when people participate in sports, the 

medicalised approach of reducing the body into an object, a corpse-like thing (Körper) 

for examination does not seem practical for investigating the moving, sweating, flesh 

and blood of the phenomenal body, the lived body (Lieb). 

 

There has been a further recent emphasis on the need for the uniting of such 

mind and body philosophies in health care and public health systems (Lando & 

Williams, 2006).  The putative gap between lived experience (body as subject) and 

scientific explanation (body as an object) is specifically challenged in 

phenomenological analysis (Allen-Collinson & Hockey, 2007).  It is also argued 

(particularly by symbolic interactionists) to be at the root of a fundamental distortion of 

meaning in the doctor-patient-relationship (Toombs, 1993).  Salient questions emerging 

from this are: What types of doctor-patient-relationships are helpful to how asthmatics 

manage their asthma?  How might the doctor-patient-relationship influence the way in 

which asthmatics manage or experience their asthma?  I address these questions in the 

analyses.  Furthermore, an individual’s response to treatment may depend upon such 

subjective and intersubjective factors as one’s affective state, one’s ‘will to live’, or the 

quality of the treater-patient relationship (Leder, 2001, p.121).  I also provide 

implications for practitioners in the discussion chapter, which is based on the empirical 

findings.  “Such humanistic variables continually peek through the cracks in the facade 

of the mechanistic medicine”, as Leder (2001, p.121) notes.  It is to Leder’s work that I 

now turn. 

 

3.4.1 The Absent body (Leder, 1990) 

Leder (1990) provides an embodied phenomenological approach to studying the body, 

which is a particularly useful guiding phenomenological theory for this study.  Leder 

(1990, p.149) refers to ‘phenomenological vectors’ that are structures of experience in 

which the person is lead in certain practical or interpretive directions.  Leder (1990) also 

notes the importance of acknowledging the phenomenological vector in relation to its 

cultural manifestations; “the vectors established by the lived body, and the cultural 

context in which they unfold, are mutually engendering structures” (p. 152). Allen-

Collinson and Hockey (2010), adopting a sociological phenomenological approach also 

acknowledge the importance of understanding how lived experiences can vary between 

cultures and subcultures, in this case, sporting and physical subcultures.  The 
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domination of one corporeal ‘vector’ can also involve the repression of others.  For 

example, the domination of the cultural belief in the disassociation of mind from body 

leads to an increase in disassociative practices and to the disbelief and practice of 

sensorimotor awareness (Leder, 1990).  Thus, a sportsperson with asthma may minimise 

or ignore asthma symptoms and continue to play sport (without stopping, pushing 

oneself through respiratory pain, and/or without taking their inhaler), which might put 

them at an increased health risk. 

 

The phenomenology of sporting activity offers an insight not only into the 

individual’s meaningful sporting embodiment but also into the ways in which sports 

participants share their embodied experience in various environments (Hockey & Allen 

Collinson, 2007).  The subjective experience of one's own body can be very different 

from the ‘objective’ or scientific picture of a body in physiological terms.  The specific 

ways we experience ourselves as embodied thus become prime data for theorising about 

knowledge and experience.  The embodiment approach posits that cognition, attitudes, 

and emotions are all grounded in the body and that bodily states produce affective 

experiences in others (Winters, 2008).  To explain embodiment for the purposes of this 

research about asthma, I shall draw on Becker’s (1999) example as someone with 

asthma. Becker describes how bodily knowledge informs what we do and say in the 

course of daily life and argues that, “the past is ‘sedimented’ in the body; that is, it is 

embodied” (1999, p. 12). 
People usually breathe without thinking, but when breathing becomes difficult, they become 
self-consciously aware of their bodies, that is, of being a body.  People who have asthma 
perennially ‘listen’ to their bodies, anticipating as well as monitoring the symptoms of the 
illness, wheezing or shortness of breath. Bodily experience thus encompasses the past, the 
present, and the anticipated future (p. 12-13). 
 

Leder (1992) argues that taking a phenomenological approach offers the 

possibility of a “sensitive analysis of the relationship between the self, identity and the 

body” (cited in Nettleton, 1995, p.108).  To date, such a research approach has been 

limited with sportspeople with asthma.  Having asthma may amplify how sportspeople 

listen to their own embodied selves when engaged in sporting action and therefore 

sportspeople may become even more acutely aware of, and attuned to, their breathing in 

ways that link the physiological, the psychological and the social (Hockey & Allen 

Collinson, 2007; Sparkes, 2009).  Given the physical, kinaesthetic and sensuous 

experiences of asthma and sport, it seems productive to explore the physicality and 

embodiment through the lived experiences of those with asthma who play sport and 
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exercise.  This focus on bodily experiences brings to the fore elements of subjectivity, 

such as emotional life and embodiment, which stress the importance to people of 

specific experiences.  The following phenomenologically-inspired concepts used by 

Leder (1990, p.11-102) are highly relevant when exploring such experiences; 

specifically the ecstatic (p.11-35), recessive (p.36-68) and dys-appearing body (p.69-

102) summarised in the Table below. 

The ecstatic body The body projects outside itself into the world. 
The recessive body The body falls back from its own conscious perception and 

control. 
Draws on the body’s sensory powers; divided into three 
categories: 
Interoception: refers to all sensations of the viscera (the internal 
organs of the body) 
Exteroception: our five senses open to the external world 
Proprioception: our sense of balance, position, and muscular 
tension, provided by receptors in muscles, joints, tendons, and the 
inner ear. 

The dys-appearing body As long as perception presents no problem the body disappears. 
To ‘disappear’ in this sense is simply not to appear. The very 
term disease (dis-ease) expresses well the experienced loss of 
comfort and possibility that often accompanies physiological 
disruption. 
Differentiates between ‘disappearance’ as a whole and ‘dys-
appearance’; ‘dys’ being a pre-fix signifying ‘bad, 
uncomfortable, abnormal’ No longer absent from experience, the 
body may yet surface as an absence, a being-away within 
experience. 
In the case of health: the body is alien by virtue of its 
disappearance 

Table 3.4.1: Leder’s (1990) body types 

 

Leder (1990) characterises the lived body as an ecstatic/recessive being, engaged 

both in a leaping out and a falling back.  Through its sensorimotor surface it projects 

outward to the world and at the same time it recedes from its own apprehension into 

anonymous visceral depths (Leder, 1990, p.69).  The body is never a simple presence, 

but that which is away from itself, a being of difference and absence (Leder, 1990). 

 

3.4.2 Flow (Mihalyi Csíkszentmihályi, 1990) 

In line with phenomenological concepts and given the exploration of sensatory 

experiences, Csíkszentmihályi’s (1990) theory of flow is also a useful theory for this 

study.  The meaning of flow refers to the idea about circulating, moving or running 

smoothly, steadily and easily with unbroken continuity, as in the manner characteristic 

of a fluid (online dictionary).  Csíkszentmihályi (1990) has studied the phenomenon 

extensively and has also linked diverse reports (to mundane activities such as driving a 
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car) under the general umbrella term flow.  

 

Flow is an optimal psychological state, which enables athletes to optimise their 

potential and to perform at their personal best, and which has been portrayed across a 

whole spectrum of sports and physical activity participants, such as rock climbers 

(Csíkszentmihályi, 1975), American mountaineers (Mitchell 1983), Japanese 

motorcycle gang members (Sato 1988), Canadian chess players (Puddephatt 2003), 

Dutch ballet dancers (Aalten 2004), and distance runners (Allen Collinson, 2003).  As 

Csíkszentmihályi (1997) delineates: 
These exceptional moments are what I have called flow experiences.  The metaphor of ‘flow’ is 
one that many people have used to describe the sense of effortless action they feel in moments 
that stand out as the best in their lives.  Athletes refer to it as ‘being in the zone,’ religious 
mystics as being in ‘ecstasy,’ artists and musicians as aesthetic rapture.  Athletes, mystics, and 
artists do very different things when they reach flow, yet their descriptions of the experience are 
remarkably similar (1997, p.29). 

This can also take the form of an adrenaline rush and undoubtedly denotes an intense 

sensory experience.  Jackson and Csíkszentmihályi (1999) designated nine antecedents 

of flow, which are termed: challenge-skills balance, action-awareness merging, clear 

goals, unambiguous feedback, concentration on the task at hand, sense of control, loss 

of self-consciousness, time transformation and autotelic experience.  

 

These elements are linked to the particular personal satisfactions and sensory 

and bodily experiences people derive in the course of participating in an activity, such 

as sport.  Notably, a defining feature of this state is that of a profound subjective loss of 

self-consciousness (Csíkszentmihályi, 1997).  Samudra (2008), drawing upon 

phenomenology, defines this further by suggesting that such a state of flow, which 

involves effective body-mind harmoniousness, is hyperconscious rather than 

unconscious.  She draws on her own experiences as a martial artist. Samudra makes 

reference to Csíkszentmihályi, (1990) and argues that martial artists are expected to: 
act with lightning speed against opponents, without having to think or reason about the best 
defensive or offensive moves to make.  Those who can perform it well claim that . . .  the 
everyday experience of duality between mind and body is transformed into a harmonious one-
pointedness of mind (p.106, cited in Samudra, 2008, p.678). 
 
She also argues that developing this extrasensitive somatic consciousness marks 

the emergence of a martial identity (Samudra 2006).  For this study, experiences of flow 

can be empirically examined through people’s lived experiences because they are of 

noticeable duration and can therefore be retrospectively reflected on as being out of the 

ordinary (Samudra, 2008).  As Samudra (2008) suggests, it might also be related to an 
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athlete’s identity.  Given the idea of sport as a ‘double-edged sword’, an exploration of 

athlete’s sensatory experiences might help explain why athletes are able to seemingly 

‘blunt’ their asthma perceptions when playing sport. 

 

Personal engagement 

By exploring flow, which involves personally engaging in an activity, it would be 

helpful to understand what might disrupt such flow and explore the concept coined by 

Kahn (1990) as personal disengagement.  Kahn’s (1990) premise is that people have 

dimensions of themselves that they prefer to use and express in the course of role 

performance.  To employ such dimensions is to drive personal energies into physical, 

cognitive, and emotional labours.  In line with the concept of ‘flow’ he refers to 

personal engagement to mean the simultaneous employment and expression of a 

person’s ‘preferred self’ in task behaviours that promote connections to the activity and 

others, personal presence (physical, cognitive, and emotional), and active, full role 

performances.  A person’s ‘preferred self’ links well with Burke and Stets (1999) ‘ideal 

self and Goffman’s (1963) notion of the ‘felt identity’ given the dimensions of personal 

energies underpinning the concept of flow. 

 

Personal disengagement 

In contrast, personal disengagement is the simultaneous withdrawal and defense of a 

person’s ‘preferred self’ in behaviours that promote a lack of connections, physical, 

cognitive and emotional absence, and passive, incomplete role performances.  To 

withdraw such preferred dimensions is to remove personal, internal energies from 

physical, cognitive and emotional labours.  Such unemployment or under-employment 

of the self underlies task behaviours researchers have called automatic or robotic 

(Hochschild, 1983), apathetic or detached (Goffman, 1962).  To defend the preferred or 

core self is to hide personal identity, thoughts, and feelings during role performances 

(Hochschild, 1983).  According to Kahn (1990) personally disengaging involves 

consciously and deliberately uncoupling self from role, meaning that social actors 

become physically uninvolved in tasks, cognitively unvigilant and emotionally 

disconnected from others in ways that hide what they feel, think, their creativity, their 

beliefs and values and their personal connection to others.  In sport, personal 

disengagement can be highly detrimental and may even be dangerous, particularly if an 

asthmatic disengages from listening to her/his own breathing patterns with a ‘mind over 

body’ approach. 



	  

	  

75 

 

Private and public self-consciousness 

In addition to the temporary heightening of self-awareness that people experience from 

time to time as a result of the situation, some people are chronically more likely to 

experience self-awareness, which has been referred to as self-consciousness (Froming et 

al., 1990).  People who are high in private self-consciousness experience chronically 

heightened private self-awareness; they therefore experience more intense emotions, are 

more likely to remain true to their personal beliefs and have more accurate self-

perceptions.  People who are high in public self-consciousness are particularly 

concerned with how they are perceived by those around them.  As a result they are more 

likely to adhere to group norms, more likely to avoid embarrassing situations (Froming 

et al., 1990), more concerned with their own physical appearance and more likely to 

judge others based on their physical appearance.  This has links with Goffman and 

literature from psychology on ‘self-presentation’ (see for example Snyder, 1974 on 

‘self-monitoring’). 

 

3.4.3 Sensory dimensions 

Phenomenology offers a strong theoretical tradition, which also highlights the crucial 

role that the senses play in how sport is understood and experienced (Hockey & Allen-

Collinson, 2007; Allen-Collinson & Hockey, 2011; Sparkes, 2009), including amongst 

those with asthma who experience ‘laboured breathing’.  When engaging in sport, for 

example, runners, might “become acutely aware of, and attuned to, their breathing in 

ways that link the physiological, the psychological and the social” (Hockey & Allen-

Collinson, p.120).  Allen-Collinson (2008) stresses that it is how runners are breathing 

that is a major indicator of how runners are ‘going’ in a session and the sound of the 

respiration of others allows those who are ‘running together’ to evaluate how colleagues 

or competitors are ‘going’ and react accordingly: 
As I suffer from exercise-induced asthma, my co-runner has, over the years, become particularly 
attuned to the importance of breathing cues as indicators of my running with relative ease and 
fluidity, or conversely, struggling to maintain the pace....  Reciprocally, I attend to his breathing 
patterns.  If receiving signals that the other’s breathing is more laboured than usual, we tend to 
reduce our individual pace, taking into account, of course, other contextual factors that might 
produce a degree of breathlessness, such as steep or uneven terrain (pp. 53–54). 

Hockey (2006) and Hockey and Allen-Collinson (2007) both argue that there can be a 

direct relationship between respiratory patterns and an athlete’s subjectivity, which 

produces particular feelings or emotion states.  The importance of sounds (Sparkes, 

2009), particularly bodily sounds, when breathing in sport (Hockey & Allen-Collinson, 
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2007) has also been highlighted in research, but not specifically within asthma research.  

The focus on the senses is important in informing this study given the noisy symptoms 

often associated with asthma, such as coughing and wheezing.  There has been an over 

portrayal of the visual in much of the research on senses therefore other sensory 

dimensions have been neglected, yet Sparkes (2009) stresses not to “advocate replacing 

one sensory bias with another” as part of an “anti-visualist agenda” (p.31).  As Paterson 

(2011, para 6) argues “we never perceive by vision alone” and he further questions how 

haptic or “more-than visual” knowledges are conceptualised and operationalised.  For 

example, Paterson (2011, para 6) argues that: 
We have many expressions about ‘knowing’ that invoke touch, such as wanting a ‘hands on’ 
experience.  Especially in our relation to ‘things’, we desire to know them through closeness and 
the mediation of our touch. 
 
These bodily (somatic) senses inform our perception of ‘inside’ and ‘outside’, of 

inner and outer space (Paterson, 2009).  “Rather than discrete and separate, these senses 

act in concert to help give us our embodied perceptions of space” (Paterson, 2009, 

p.768).  In order to contribute towards the analysis of the sensory dimension, and the 

importance of other somewhat neglected senses, this study explores the different bodily 

sounds associated and experienced with sporting asthmatics, which might produce 

particular feelings and emotional states, and how these sounds might influence the 

athlete’s subjectivity and respiratory patterns (see Allen-Collinson & Owton, 2012).  In 

addition, aspects of taste and smell emerged from the data and there is a developing 

body of sensory work theorising the dimensions of smell (Classen, Howes, & Synott, 

1994) and taste is greatly under-researched (Korsmeyer, 1999), particularly in relation 

to the taste of medicine.  These will be aspects I will focus on in future directions.  To 

date, no research has focused on the bodily sounds of asthma in relation to the lived 

experience of asthma in sporting embodiment and how this relates to identity 

negotiation. 

 

3. 5 Summary of theoretical perspectives 

This chapter provided further detail on theoretical perspectives through a symbolic 

interationist and phenomenologically-inspired approach.  Goffman provides a coherent 

and overarching framework, which I outlined in chapter 2, in which to understand how 

sportspeople negotiate asthma and sporting identities in different contexts.  I have also 

outlined the work of: Arthur Frank (1995), Shilling (1993), Leder (1990), 

Csíkszentmihályi’s (1990), Hockey and Allen-Collinson (2007).  These theorists 

provide a combined lens in order to analyse and understand the lived and sensory 
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experiences of asthma and sporting embodiment.  This leads me to the next chapter 

where I outline the design, methodological techniques, data analysis, and also provide a 

rationale for the various ways of representing the data and writing up this thesis. 
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4.0 Methodology 

 

In this chapter, I outline the methodological approach and techniques selected for this 

project.   Firstly, I explain the underlying philosophies underpinning the different 

paradigms, and situate my own approach in ‘friendship as method’.  This approach 

informs how the methods: in-depth interviews, diaries and photo elicitation, were 

appropriately employed to explore the research questions.  Ethical considerations are 

highlighted and I describe how the data were analysed, verified with the participants, 

and provide justifications for how I represented the different forms of data.  I now invite 

the reader to engage with the general discussion about paradigms. 

 

4.1 Paradigm discussions 

All research is built up from philosophical foundations based on assumptions about how 

the world is perceived and how one can best come to understand it (Denzin & Lincoln, 

2000; Sparkes, 1992).  Such philosophical foundations are known as paradigms. 

Paradigms are an overarching set of beliefs and provide orientations towards how 

researchers see the world and how this view is used to break down the complexities of 

the ‘real’ world (Markula & Silk, 2011; Patton, 2002). 
Paradigms are important because they provide the boundaries for the researcher's ethics and 
values, actions in the social world, the control of the study (who initiates the work, and asks 
questions), the voices deployed in the accounts of the research, and indeed, the very basic and 
fundamental understanding of the world the researcher is investigating (Markula & Silk, 2011, p. 
25). 

Not only is the positivistic paradigm particularly prevalent in the field of sport and 

exercise sciences, it often serves to subordinate all other paradigms.  Positivism is based 

on notions of an objective measurable reality, employing quantitative methods to 

predict and control research, with concepts of hypotheses, reliability, validity, and 

objectivity (Sparkes, 1992; Willig, 2003). “Methods within positivism are taken to be 

the guarantors of truth, and knowledge is believed to rest on firm foundations” 

(Sparkes, 1992, p.24).  Furthermore, researchers working within this paradigm tend to 

view emotions as irrational, unscientific and/or contaminating of the research project 

(Johnson, 2009; Tillmann-Healey & Keisinger, 2001).  In contrast, however, in recent 

decades, many have argued that researchers who do not draw upon and discuss their 

own personal experiences and emotions during the research process are actually being 

dishonest.  What is more, the reader is not made aware to what extent the researcher is 

conscious of his or her own biases and assumptions.  Whilst traditional approaches have 

been extremely useful in social sciences, and in asthma research, it is not an appropriate 
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approach when aimed at investigating the more complex, interchanging, subjective and 

individual lived experiences.  For these reasons, I follow the interpretive paradigm, 

which guides the way in which I approach and write up the research.  Before describing 

the interpretive paradigm, I detail how paradigms may be understood in terms of 

axiological, ontological, epistemological, rhetorical and methodological assumptions 

(Sparkes, 1992). 

 

Axiological assumptions concern the questions about ethics within the social 

world (Denzin & Lincoln, 2005).  Ontological assumptions concern the nature of the 

world, ‘reality’ and human beings in social contexts (Bryman, 2001).  One’s 

epistemology or theory of knowledge, is dependent upon beliefs and perceptions of 

truth, and refers to the ways we acquire the knowledge and indeed what actually 

constitutes knowledge (Denzin & Lincoln, 2000; Giacobbi, Poczwardowski, & Hager, 

2005).  Methodological assumptions focus on the rationale for and analysis of the 

methods used for gaining the data (Sparkes, 1992).  According to Sparkes (1992) 

ontological assumptions give rise to epistemological assumptions which have 

methodological implications for the choices made regarding particular techniques of 

data collection the interpretation of these findings and the final ways they are written 

up.  In this way, paradigms guide all aspects of undertaking research (questions asked, 

ethical stances, actions, method choices, relationships to the participants, judgment of 

the quality of the research) (Markula & Silk, 2011).  Below is a table outlining some of 

the key paradigmatic frameworks that make up the world of research design. 

Assumptions Positivist Interpretivist Critical 

Ontology External-realist Internal-idealist, 
relativist 

External-realist or 
internal-idealist 

Epistemology Objectivist-dualist Subjectivist, 
interactive 

Subjectivist, 
interactive 

Methodology Nomothetic, 
experimental, 
manipulative 

Ideographic, 
heumeneutical, 
dialectical 

Ideographic, 
participative, 
transformative 

Interests Prediction and 
control (technical) 

Understanding and 
interpretation 
(practical) 

Emancipation 
(criticism and 
liberation) 

Table 4.1. Sparkes’ (1992) Philosophical assumptions underlying the different paradigms (p.21) 
 

Interpretativism also has deeply embedded historical roots since the nineteenth 

century, yet in many ways stands in opposition to the positivistic paradigm (Sparkes, 

1992; Willig, 2003).  Contrary to positivism, the interpretative paradigm is underscored 

by very different ontological and epistemological assumptions as Table 4.1 highlights 
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(Sparkes, 1992).  Interpretativism beliefs include a commitment to a multiple realities 

perspective and the mind and body nexus plays a central role (Sparkes, 1992; Willig, 

2003).  Under the umbrella of the interpretative paradigm, approaches include: 

ethnography, autoethnography, hermeneutics, naturalism, phenomenology, symbolic 

interactionism, constructivism, social constructivism, ethnomethodology, case study; 

essentially qualitative research (Sparkes, 1992).  In-depth qualitative researchers do not 

aim to act as distant, disembodied, objective scientists or dispassionate observers (Gould 

& Nelson, 2005).  These researchers allow, acknowledge and integrate emotional 

experiences into their research (Tillmann-Healey & Keisinger, 2001).  In qualitative 

research, the researcher’s voice, is always present in the research showing his/her role in 

the research process.  The influence of the relationship between the researcher and 

participant is also acknowledged producing data emerging from that interaction meaning 

that qualitative research cannot be reproduced exactly the same way. 

 

4.2 ‘Friendship as method’ approach 

At this juncture, it is important to declare my position in more detail. Working from an 

interpretivist perspective, it is also a symbolic interactionist and phenomenologically-

inspired approach in search for understanding.  Specifically, as a symbolic interactionist 

(as detailed in chapter 2), I believe that the meaning that individuals give to their 

experiences and their process of interpretation are essential, not accidental or secondary 

to the experience itself (Becker, 1999).  People interpret things from their past, from 

writings, families, TV, personalities, work and play (Becker, 1999).  It is in the 

interaction with these combined influences where an individual constructs meaning.  

Therefore, my aim is to work toward an understanding of the social milieu that is 

consistent with the experiences of the participants and to represent their accounts on a 

deep and meaningful level.  Additionally, as opposed to searching for facts, I seek 

invitation into the intersubjective meanings (Geertz, 1993; Gergen & Gergen, 2003); 

that is of shared meanings, subjective states and processes of psychological energies 

moving between people.  

 

I am also guided by feminist principles; as opposed to ‘speaking for’ or even 

‘giving voice’ I adopted a ‘friendship as method’ approach in an attempt to get to know 

others in meaningful and sustained ways (Fine, 1994; Tillmann-Healy, 2003). 

Friendships, like fieldwork, have similar endeavours in that they both involve being in 

the world with others (Tillmann-Healy, 2003).  Friendship is described by Rawlins 
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(1992) as an interpersonal bond characterised by the on going communicative 

management of dialectical tensions, such as those between idealisation and realisation, 

affection and instrumentality, and judgment and acceptance.  This method encourages 

pathways towards actively undermining and disrupting the power imbalance between 

researcher and participant, reducing the hierarchical separation between them, which 

can be attempted through dialogue, relationships, and an ethic of caring that invites 

expressiveness, emotion and empathy (Tillmann-Healy, 2003).  It is unrealistic for a 

mutual, close and/or lasting friendship to develop between researcher and every 

participant and so it is important not to unduly ‘mislead’ participants.  Tillmann-Healy 

(2003) reassures us that there is no need to adopt the ‘whole vision’ to benefit from 

‘friendship as method’, therefore I approached respondents from a ‘stance of 

friendship’, meaning that I treated them with respect, honoured their stories, and tried to 

use their stories for humane and just purposes.  In the study, therefore, I use the concept 

of ‘friendships’ as shorthand for this latter form of relationship and now turn to 

methodological techniques employed in my approach. 

 

4.3 Methods of data collection 

In this research process, methodological techniques involved collecting data from the 

participants through a variety of means that suited each individual, reflecting an 

emergent research design.  Previous limited qualitative research into asthma has relied 

on participants reflecting back on their experiences allowing them to perhaps re-story 

their accounts in order to suit the interview schedule or, more importantly, to fit with 

their current values and beliefs.  Whilst this research explored people’s biographies, in 

addition, people’s lived experiences of asthma were followed over a period of time (6-

18 months) to provide a longitudinal dimension.  Hence, this research both explores 

people’s life courses as well as their on-going lived experiences.  Initially, one-to-one 

interviews were employed to gain access to the individual’s biographical experience of 

asthma and sport, and follow up methods consisted of further interviews and solicited 

reflective diaries, both of which are described in detail below.  Given the open-ended 

aspect of qualitative research the unpredictable nature was taken into account and 

different methods (e.g., photo elicitation) were used relevant to each participant and to 

their changing life situation.  For example, two participants travelled abroad for a period 

of 3-6 months during the research and agreed to keep diaries to record their experiences 

when travelling which is the first method I now provide detail about. 
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4.3.1 Diaries and photo elicitation 

Where participants were training for a particular event or upon some change in 

circumstance (e.g., travelling to a different country), diaries were endorsed as an 

effective tool, as researchers (such as Almeida & Kessler, 1998; Day & Thatcher, 2009) 

suggest that they are time efficient and record events soon after and also before events 

on a daily basis (Alaszewski, 2006; Corti, 1993).   Furthermore Corti (1993) suggests 

diaries are a valuable method of eliciting data of a sensitive or emotional nature and it 

allows the researcher to better understand the experiences of their participants.  

Therefore, in order to record their daily experiences, two participants completed diaries 

for an agreed amount of time.  This period of time was negotiated for each individual so 

that entries were made soon before and after events (Corti, 1993).  A solicited diary was 

created based on ideas from Alaszewski (2006).  Ideas included the following attempts 

to lower ‘response fatigue’: 
i) a meeting to discuss requirements and the commitment involved in completing the 

diary 
ii) sending emails or text messages to remind participants 
iii) diaries were pre-marked with date headings 
iv) written guidelines at the beginning of the diary 

 
Corti (1993) suggests that a combination of a solicited diary followed by an 

unstructured interview focused on the events chronicled in the diary is a beneficial 

method of obtaining rich data.  Therefore, for individuals who completed diaries, the 

subsequent interview incorporated the diary as a focal point to stimulate conversation 

(see also Thomson & Holland, 2005). 

 

During the research process, some participants spontaneously started sharing 

photos with me.  Through these photos I was introduced into their world.  They spoke 

freely about the photos and I encouraged them to tell their stories surrounding the 

images.  The introduction of photos produced a new level of engagement between us.  

Because of this, I asked other participants to describe a photo, which was meaningful to 

them (e.g., their sport, their asthma, their life).  Whilst the discussion of himself or 

herself in the photo creates a new role for the interviewee, it also permitted me another 

window into their lives.  By including pictures or images of themselves, it provided a 

more extensive understanding of participants.  Their photos gave me an additional 

insight as to what they thought was important and meaningful to them.  Joanne, for 

example, was one participant with whom I had interacted, only by email and by 

telephone and so the picture added great insights into her and her life.  What is also 
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insightful about employing photos is the perception other people (behind the camera) 

have of the participant. 

 

An ‘analysis’ through drawing representations of these photos is a contribution 

to the method of photo elicitation as a form of qualitative analysis of visual data.  

Photo-elicitation is a complex and multi-layered process and visual data are becoming 

both the subject matter and the method of social scientific inquiry.  The variety of 

methodological approaches in the analysis of photography is so vast that a common 

ground has yet to be achieved (Knoblauch, Baer, Laurier, Petschke, & Schnettler, 2008; 

Prosser & Loxley, 2008).  The analysis of these photos is emergent from the researcher-

participant interaction.  Through the inclusion of their photos together with a storied 

account, they can illustrate the interactional nature of meanings.  Indeed, Pink (2008) 

outlines an agenda for a visual ethnography that seeks to research and represent human 

experience for both academic and applied fields.  I adopted her agenda in which she 

suggests that an interdisciplinary approach to analysis allows a reflexive, 

phenomenologically-inspired and theoretical approach to visual ethnography that 

focuses on our everyday, celebratory, sensorial and practical engagements with the 

material and social environments (Pink, 2008).  The way the elicited photos are 

represented in this research is outlined later in the chapter: Narrative Art and integrating 

arts-based methods.  However, interviews were the first mode of engagement with most 

participants, which is now detailed. 

 

4.3.2 Interviews 

In qualitative research, interviews are a key venue for exploring the ways participants 

feel, experience and understand their everyday worlds (Kvale & Brinkmann, 2009).  

Most interviews focus on the individual and are a sensitive and powerful method for 

capturing these experiences and lived meanings (Kvale & Brinkmann, 2009; Markula & 

Silk, 2011).  By seeking to understand the meaning of central themes of their world, 

interviews can introduce substantial new knowledge into a field (Kvale & Brinkmann, 

2009).  Kvale and Brinkmann (2009) refer to two contrasting metaphors of interviewer 

– as a miner or a traveller - illustrating the different epistemological conceptions of 

interviewing as a ‘process of knowledge’ or a ‘process of knowledge construction’.  The 

‘miner’ interviewer has an understanding of knowledge as uncontaminated, buried, 

valuable, metal waiting to be unearthed by the interviewer (Kvale & Brinkmann, 2009).  

The miner metaphor is more in line with positivistic epistemologies about knowledge 
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conceived as objective real data that can be extracted from participants.  Alternatively, 

the traveller metaphor is more in line with interpretive epistemologies about knowledge 

as a co-construction between the researcher and interviewee.  The ‘traveller’ interviewer 

journeys to a distant country wandering through the landscape and enters into 

conversations with the people she or he encounters leading to many tales to be told upon 

returning home (Kvale & Brinkmann, 2009).  Indeed, Kvale and Brinkmann (2009) 

highlight the original Latin translation for conversation is “wandering together with” 

(p.19).  In this way, the journey of a traveller interviewer may not only lead to new 

knowledge, but the researcher might also change (Kvale & Brinkmann, 2009).  I 

adopted the ‘traveller’ interviewer approach, which was in line with the interpretive 

approach guiding my research.  

 

Therefore, the interview is a setting for the negotiation of meaning in social 

conversation.  Tanggaard (2009) and Smith et al. (2009) are among those who 

understand interviews as productive, constituting a specific setting for the dialogical 

production of personal narratives and social life. 
 ‘Personal meaning’ is not something purely private and subjective, nor is it exclusively public 
and ‘true.’  To tell our stories in an interview, we have to perform in a borderline area...  There is 
no one stable and true story to be told about participants in an interview study (Tanggaard, 2009, 
p.1500). 
 

Through this understanding, researchers do not conduct interviews to determine whether 

the meaning expressed in an interview actually corresponds to events that have really 

occurred.  Again, this is in line with interpretive ontological beliefs when conducting 

qualitative research. The researcher does not view the interview as a ‘conquest’ (Ezzy, 

2010).  The ‘truth’, sought by many interview researchers are ‘narrative truths’, not 

‘historical’ truths (Tanggaard, 2009).  From a personal narrative perspective, 

interviewing is like a communion. Smith et al. (2009) argue that: 
our lives and the stories we tell about them can be seen as social and knitted into not only 
monological relationships but also dialogical relations....  None of us is ever self-sufficient; two 
is the minimum number for the constitution of self.  As such, dialogue can be only created 
between people and it requires mutual participation (p.345). 
 

There are many different types of interviewing and below is a table outlining the 

characteristics of the various interview processes.  
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Table 4.3.2 The different characteristics of the different types of interviews by Markula and Silk (2011, p. 

100-101) 

 

Specifically, semi-structured life-world interviews were employed to attempt to 

“understand themes of the lived daily world” from the participant’s own perspectives 

(Kvale & Brinkmann, 2009, p.10).  What is meant by semi-structured is that it is neither 

an open everyday conversation (unstructured interview) nor a closed (structured 

interview) questionnaire (Kvale & Brinkmann, 2009).  The semi-structured interviews 

were organised as individual, face-to-face (occasional telephone), consisting of open-

ended questions, which enabled me, the researcher to follow-up the answers given by 

the interviewees in an attempt to capture their points of view without predetermining 

those viewpoints (Biddle et al., 2001; Patton, 2002).  These interviews were face-to-face 

with 13 participants digitally recorded and took place in a comfortable setting selected 

by participants, lasting between 40 minutes and 2 hours with follow-up face-to-face 

interviews with 9 interviewees and telephone follow-up interviews with 4 participants 

(approx. 45 hours of interviewing time in total). 

 

4.3.3 Telephone interviews 

There were times when telephone interviews were necessary because of the practical 

benefits of having extended access to participants (Opdenakker, 2006).  I conducted 

telephone interviews as a solo method with one participant and used telephone 

interviews as a follow up method with 4 other participants.  Much research seems to be 

of the view that telephone interviewing is ‘second best’ (Holt, 2010).  However, Holt 

(2010) provides some additional benefits of using telephone interviews highlighting 

how telephone interviews can increase social space for both the researcher and the 

Type Setting Interaction Participants Interviewer Types of 
questions 

Type of 
information 

Structured Formal Face-to-
face, 
telephone, 
electronic 
(e.g., 
email) 

Individual, 
group 

Objective, 
controlling 
leader 

Closed To identify 
adequate 
indicators for 
chosen 
variables 

Semi-
structured 

Formal Face-to-
face, 
telephone, 
electronic 
(e.g., 
skype) 

Individual, 
group 

Subjective 
leader, 
(participant) 

Open-ended In-depth 

Unstructured Informal Face-to-
face 

Individual, 
group 

Subjective 
participant 

Open-ended 
conversational 

In-depth 
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participant.  It can also enable the participant a greater degree of privacy control over 

the conversation, which can protect them from being interrupted by other family 

members.  It may also be a preferable method for some when discussing more sensitive 

topics.  Moreover, it may avoid further ‘professional gaze’ being invaded into a 

participant’s life if they have already been subjected to other ‘interviewing’ experiences 

from social workers, education officers, police, and other ‘psy’ professionals where they 

feel their homes are under judgment.  Therefore, the use of the telephone interview may 

reduce the intensity of the ‘surveillant other’.  This does mean that a lack of face-to-face 

interaction reduces the number of physical cues that can be used as a source of 

information (Holt, 2010).  Therefore, the interviewer/ee have to rely more heavily on 

voice and intonation (Opdenakker, 2006).  I also found that I had to phrase my 

questions very clearly and Holt (2007) found that unlike face-to-face interactions, 

everything had to be verbally articulated by both the participants and myself.  It could 

be argued that this need for full articulation meant that a much richer text was produced 

than if we had been face-to-face.  Indeed, I was surprised how rich Joanne’s responses 

were.  I had access to a recording system, which was connected to my telephone and 

fortunately I did not encounter any problems with equipment. 

 

Telephone interviewing process 

When deliberating the employment of telephone interviews, I considered how 

comfortable both the researcher and participant are with using the telephone for social 

intercourse.  The conversation with Joanne seemed to flow quickly and well; she 

seemed very open about telling ‘her story’.  It is likely that the email contact prior to our 

telephone conversation may have facilitated ‘breaking the ice’ as mentioned in Getting 

to know the participants.  Indeed, Joanne had a story to tell and so perhaps another 

participant who did not have ‘a story’ to tell might have found it more difficult.  Given 

that it was only with one participant that I used solely telephone interviewing as a 

method, it is difficult to make comparisons.  Nonetheless, I found Joanne and other 

participants (when using telephone interviews as a follow-up method) open and chatty 

and I was comfortable using the telephone, but I did find the listening labour more 

intense and also find myself more focused on the interview guide (appendix III) when 

engaged in telephone interviews. 

 

Interview guide 
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Initially, an interview guide (see appendix III) was developed based on existing 

literature (Maykut & Morehouse, 1996).  This interview guide was tested in a pilot 

interview, which was also an opportunity to explore my personal biases and raise self-

awareness assumptions (Silverman, 2000) commensurate with a sociological 

‘bracketing approach24’ (Allen-Collinson, 2011).  Whilst ‘bracketing’ is a heavily 

debated concept, here I understand bracketing as engaging in a reflexive process 

regularly and systematically raising an awareness of my assumptions and standpoints, 

and to attempt to make these explicit (Allen-Collinson, 2011).  With the semi-structured 

nature of the interviews, additionally, a phenomenologically-inspired and open ‘go with 

the flow’ approach (see appendix III for interview examples) also allowed the 

introduction of new questions as each interview proceeded, thus the interviews became 

more interviewee orientated (Allen-Collinson, 2011; Gubrium, & Holstein, 2002; 

Reinharz, 1992).  Upon follow up interviews, the interview guide was also open to new 

and unanticipated directions to account for individual differences and emergent themes 

(c.f. Charmaz, 2004).  The interview guide was revised according to each individual so 

that they were interviewee-led, as has been recommended (Kvale, 1996).  As the 

interviews progressed, they became more about their stories than rigidly adhering to the 

‘interview guide’.  Indeed, interviewing was a valuable learning experience and I now 

turn to the ways I approached the interviewing process. 

 

4.3.4 Interviewing process 

As Kvale and Brinkmann (2009) reiterate, interview research is a craft, which is learned 

through practising interviewing.  Good interviewing goes beyond knowledge of formal 

rules and encompasses more than mastering the technical skills of the craft, to also 

include a personal judgment about which rules and techniques to invoke or not invoke 

(Kvale & Brinkmann, 2009).  Kvale and Brinkmann (2009) highlight Heidegger’s 

analysis of craftwork, which stresses that it is not the hammer the carpenter focuses on, 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
24	  Bracketing approach is subject to much debate and underpinned by different phenomenological 
philosophies but a concept derived from Husserlian phenomenology (investigations of consciousness) 
(e.g., transcendental (Descriptive e.g., Husserl, Schutz), hermeneutic (Interpretive e.g., Heidegger), 
existential (Subject of perception e.g., Sartre, Merleau-Ponty, 1962).  A deep ambiguity runs through the 
works of phenomenology and for a detailed and critical overview of phenomenological philosophical 
debates see Allen-Collinson (2011).  Briefly, Husserl’s bracketing is understood as an attempt to suspend 
all taken-for-granted assumptions and presuppositions about a phenomenon.  For sociological-
phenomenological researchers, ‘complete bracketing’ of the socio-cultural situatedness of one’s 
descriptions and understandings is acknowledged to be impossible because it is impossible to stand 
outside our cultural frame of reference (including our language structures) (Allen-Collinson, 2011).  
However, it is possible to “take the descriptions provided by participants themselves and subject these to 
analysis by bracketing as far as possible our prior assumptions regarding the phenomenon, for example 
by making the familiar strange, explicitly recording and critically questioning our own conceptualisations 
of the phenomenon, or using researcher triangulation” (p. 306). 
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but the wood and the table to be built; the method is not the focus, but the task that faces 

them.  With this focus on the task, Douglas (1985) described creative interviewing as 

involving “the use of many strategies and tactics of interaction, largely based on an 

understanding of friendly feelings and intimacy, to optimise cooperative, mutual 

disclosure and a creative search for mutual understanding” (p.25).  Ezzy (2010) goes on 

to draw from Douglas’ (1985) creative interviewing and argues that good interviewing 

is facilitated by considering the interviewer’s emotional framing of the interview as 

‘conquest’ or ‘communion’. 
Good interviewing, like good romance, engages with precisely the tension between self-
confidence and emotional dependence.  To ask questions, and to listen to the answers, requires a 
simultaneous sense of one’s own sense of self as an interviewer independent of the interviewee 
and an openness to, a dependence on, what the interviewee has to say because without this the 
relationship is impossible.  Good interviews are not dominated by either the voice of the 
interviewer or the agendas of the interviewee.  Rather, they feel like communion, where the 
tension between the research question and the experience of the interviewee is explored (Ezzy, 
2010, p.16). 
 

Ezzy (2010) discusses the importance of emotional independence, which is detailed 

later referring to the emotional risks involved in qualitative research.  In communion 

interviews, individuals in interaction experience themselves as mutually interdependent.  

This self-awareness needs to lead to a self-understanding so that emotions can be 

regulated when interviewing.  Indeed, Ezzy (2010) argues that good interviewing is 

facilitating by “reflexive awareness of, and engagement with, the emotional, embodied, 

and performed dimensions of the interview” (p.163).  He argues that the role of 

emotions is central when interviewing and understands interviews as emotional and 

embodied performances.  For research purposes, Inckle (2007) argues that self-

awareness and deliberate self-reflection of the researcher opens up the research process 

for the reader as well as the participants. 

 
Through the epistemological understanding of all types of talk being co-

produced (Tanggaard, 2009), researchers are “actively involved in co-constructing 

stories by inviting stories and asking curiosity-driven questions that help thicken, 

deepen, and re-create existing stories” (p.345).  Rapley (2007) describes interviewing as 

‘mundane interaction’ whereby it does not involve extraordinary skill, but just involves 

trying to interact with that specific person (Rapley, 2007) therefore there can perhaps be 

‘bad practice’ which rests upon the ideal notions of “rapport and neutrality”.  

Consequently, Tanggaard (2009, p.1508) made some suggestions for interviewing for 

personal narratives and analysis, which helped guide me through the interviewing 
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process.  Nonetheless, there were still unforeseen challenges and demands during the 

interviewing process. 

 

4.4 Challenges and demands 

Challenges and demands involved in my interviewing experiences evolved around the 

art of listening, self-disclosure, boundaries and recognising emotional risks. In-depth 

qualitative researchers must examine, scrutinise, and critique ourselves in ways not 

required by traditional qualitative inquiry (Tillmann-Healy, 2003).  Moreover, the 

academic environment can promote an impersonal attitude and ‘objective methodology’ 

(Sparkes, 2002, 2007).  Consequently, according to psychoanalytical research, it seems 

that people are often either unaware, or only half aware, of the role of emotions in 

shaping their behaviour.  It is likely that this is due to a focus on cognition in scientific 

research. 
Cognitively articulated accounts often serve to avoid, cover over, or reinterpret actions 
motivated by emotions experienced during performed interactions.  The emphasis on rational 
cognition and intentional action allows humans to avoid, or underestimate, the role of emotions 
in shaping their actions (Ezzy, 2010, p.163). 
 
 
However, emotions can be very powerful and influential.  Contrary to belief in 

an impersonal, detached academic approach, effective use of emotions enables 

individuals to control their instinctive reactions to stressful conditions, to learn to better 

communicate their emotional state, to develop healthy relationships, increase empathy 

levels and become ‘successful’ in education, work and life (Elias & Weissberg, 2000; 

Gore, 2000; Ulutaş & Ömeroğlu, 2007).  Arguably, if interviews and indeed research 

are always emotionally framed, evaluated, and embodied, then the dispassionate, 

disembodied, and detached model of research leaves intricate aspects of the research 

process unexplored (Ezzy, 2010).  Therefore, my interviewing ‘travels’ were part of my 

journeys towards ‘becoming a reflexive researcher’ (Etherington, 2007) where 

interviews were more communions “towards a creative search for mutual self-

understanding” (Douglas, 1985, p.25) as opposed to ‘conquests’ of data 

accomplishment. 

 

Listening and body language 

Firstly, I discuss the skills of listening and how I managed this art in my interviews.  

Many researchers acknowledge and understand how the interview itself is a 

performance in which each performer (or social actor) actively selects how they will 

respond to each other (Denzin, 2001; Ezzy, 2010).  This understanding has grown out of 
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symbolic interactionist traditions including via Denzin’s (2001) appreciation of 

Goffman’s work that argues that we inhabit a performance-based, dramaturgical culture 

where the dividing line between performer and audience blurs, and culture itself 

becomes a dramatic performance.  Therefore, to listen effectively involves seeing as 

well as hearing that person.  More importantly, this also involves being aware of one’s 

own non-verbal messages (gesture, body-posture, eye contact, facial expression), which 

is an important part of communication (<55%) and even may be inadvertently creating 

barriers of disclosure.  Along with my open approach, I tried to adopt an open-minded 

and relaxed stance (such as unfolded arms, warm eye contact, open hands to show that 

nothing is being concealed) with timely encouraging gestures (nodding, smiling, 

laughing).  Because body language is built upon clusters of signals and postures 

dependant on the internal emotions and mental states, I prepared myself both mentally 

and emotionally as much as possible before interviewing. 

 

Nonetheless, one can never guarantee what might arise in an interview due to 

the unpredictable nature of qualitative research.  During telephone interviews, these 

body language cues were missing and so with Joanne, in particular, the relationship 

appeared to be built up from written and verbal communication; the focus was shifted to 

rely more heavily upon voice and intonation.  Joanne seemed comfortable to discuss 

sensitive issues over the phone; this might have even been a preferable method for her.  

However, sensitive issues were not always raised when I conducted follow-up 

interviews with other participants.  A shifting between a self-awareness of body and 

verbal cues were challenges throughout the research process.  For example, during 

telephone interviews, I used ‘uhuh’ and ‘yes’ to encourage conversation and show that I 

was listening, whereas, in a face-to-face interview I could nod, smile, and employ other 

subtle gestures. 

 

Self-disclosure 

Regardless of the interview method, a challenge of interviewing is to make an interview 

feel like a conversation (with a purpose) and an expectation of a conversation is 

reciprocity: the exchange of matching self-disclosure with self-disclosure (Rapley, 

2007; Reinharz & Chase, 2002).  However, I tried to be careful not to take the focus off 

their experiences or influence behaviour unduly, as this could ‘distort’ data (Reinharz & 

Chase, 2002), whilst acknowledging that, as noted above, the interview is inevitably a 

co-construction, with interviewer and interviewee influencing each other.  I found that 



	  

	  

91 

self-disclosure also requires ‘emotion work’.  This refers to the act of evoking or 

shaping, as well as suppressing, feeling in oneself (Hochschild, 1979). Various 

techniques, such as cognitive, bodily, and expressive are all required when managing 

emotions and feelings (Hochschild, 1979).  In addition, such ‘emotional work’ when 

employing ‘friendship as method’ (Tillmann-Healy, 2003) is more likely to involve 

‘deep acting’ where the emotions are experienced authentically with a more genuine 

outward display as a result of a self-induced actual feeling (Allen-Collinson, 2005).  

Whilst we can never really be sure of the extent of the impact that self-disclosure can 

have on the interview interaction, I recognised the labour involved, this genuineness 

was aimed at building close relationships with participants to gain trust. 

 

Relationship boundaries 

Additionally, I was careful not to assume that I could ‘merge with the other’ and was 

aware of constantly negotiating boundaries in research situations, as Smith et al. (2009, 

p.343) question:  
• How close is too close? 
• How far is too far?25 
 

I found these useful questions to consider, particularly in relation to the risk of 

experiencing vicarious trauma.  Specifically, it is through this introspective emotional 

self-awareness that qualitative researchers can develop a more open and attentive 

interviewing practice in which the interview is framed as communion rather than 

conquest (Ellis & Bochner, 2000; Ezzy, 2010).  It is through such self-awareness that 

researchers are able to listen more openly and attentively to the stories of their research 

participants.  Part of becoming a ‘reflexive researcher’ (Etherington, 2007) involves the 

awareness and understanding of our own emotions.  At this juncture, I would like to 

refer the reader to an, ‘unconventional’ source from Counselling for Toads (de Board, 

1998, p.134), but one that nevertheless captures the in-depth insights relating to emotion 

work, alterity and inter-subjectivity.  Ezzy (2010) suggests calling on some of the 

insights of autoethnography to extend and reframe ethnographic and qualitative 

interviewing. 
Autoethnography is an autobiographical genre of writing and research . . .  focusing outward on 
social and cultural aspects of . . .  personal experience . . .  [and] inward, exposing a vulnerable 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
25	  These questions are “complex and context dependent, shifting in time and space, ebbing and flowing, 
as people move between merging and unmerging, self-sufficiency and non-self-sufficiency, and finalizing 
and unfinalizing practices” (Smith et al., 2009, p.353).  Smith et al. (2009) draw from Frank (2005) who 
points out that “it risks losing the mutual otherness that sustains the boundary between persons and thus 
sustains a fundamental condition for dialogue—that it be between persons who remain mutually other” 
(p. 295). 
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self that is moved by and may move through, refract, and resist cultural interpretations (Ellis & 
Bochner, 2000, p. 733). 
 
The risks involved in such practice are worthy of note.  For example, I had to 

consider what to disclose to participants as well as address ‘unresolved’ personal issues 

when I identified strongly with an emotional aspect of a participant’s story.  I also found 

the dual role of friend/researcher or family member/researcher made it even more 

difficult to manage emotional aspects.  I was forced to look both inward and outward, to 

be reflexive and self-conscious in terms of positioning to be both self-aware and 

researcher-self-aware and to acknowledge the intertextuality that is a part of both the 

data gathering and writing processes (Taylor, 2011), which was also linked to an ethic 

of care and loyalty to my participants.  This leads me to raise ethical issues about the 

research, which I now explore in more detail. 

 

4.5 Ethical procedures and implications 

Researchers must try to ensure the rights, privacy, and welfare of the people and 

communities that form the focus of their study (Berg, 2004).  Therefore, standard 

ethical procedures were followed according to the University of Exeter Sports and 

Health Science guidelines and the Sport and Health Sciences ethics committee approved 

the project.  Informed consent from the participants was revisited regularly during the 

research, including at the beginning, which was relevant to the participants’ decisions 

about whether to commit [Appendix II] and then subsequently after verifying the rounds 

of the interview transcripts and the diary to be employed in the project.   Participants 

again provided informed consent after having read the interpreted discussion. 

Confidentiality was emphasised to encourage participants to be as honest as possible.  

Participants were reassured that a pseudonym would be employed and that only my 

supervisors and I would see raw data.  As suggested by Lincoln and Guba (1985), all 

interviews were conducted and transcribed by myself as the researcher to further 

enhance quality and integrity of the data collection.  Whilst the transcribing processes 

were long and hard work, it was an opportunity to start ‘getting a feel’ for the data.  

Moreover, Schwalbe and Wolkomir (2002) reinforce the idea of on going data analysis 

by stating that, to delay analysis until ‘all the data are in’ is to miss the chance to make 

midcourse adjustments and go after precisely the data needed to strengthen an emerging 

analysis. 
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Participants received copies of their own interview transcripts but I soon found 

that this ‘member checking’ was quite fruitless and might have even been unhelpful 

given some responses from participants about their lack of ‘good English’ and their 

worries about the number of ‘ums’ they said.  If anything, it might have contributed to a 

heightened sense of self-consciousness, which was not something I wanted to 

encourage, as it seemed to provoke uneasiness.  It seemed more beneficial to take 

writings back to participants for examination, critique and opportunities for further 

discussions and reflexive elaborations, as advocated by qualitative researchers (such as 

Creswell, 2009; Sparkes, 1992; Tillmann-Healy, 2003).  This taking back of the 

findings to the participants is not seen as a test of ‘truth’ but as opportunities for 

reflexive elaborations (Sparkes, 1992).  Respect for the participant was upheld by 

means of treating the participants with dignity even when not always necessarily 

condoning their beliefs and actions (Charmaz, 2004).  Along with a consideration of 

informed consent issues, I continuously negotiated ethical issues about how much of my 

‘self’ to reveal, and considered which boundaries not to cross (Smith et al., 2009).  

Ethics, however, relate to more than issues of informed consent, and I now consider 

ethics of care and loyalty. 

	  

4.5.1 Ethics of care and loyalty 

Ethics of care emphasise the importance of relationships and there are basic beliefs 

within which were developed by feminists, specifically Gilligan in the 1960s.  Since 

part of my research included relatives, ethical issues seeped into family life as well.  

When considering which boundaries not to cross it meant taking care to maintain family 

harmony as far as possible.  These risks must be understood in relation to the ethics 

involved in qualitative research, and previous research (although limited) was drawn 

upon to also explore potential risks.  The limited literature I drew from outlining the 

risks involved in researching relatives was mainly Garton and Copland (2010) 

suggesting that prior relationships influenced interpretations of power, breeched 

interactional ‘norms’ of interviewing and both interviewer/ee worked hard to maintain 

relevance of previous relationships.  Indeed, the closer the prior relationship, the harder 

the participants worked to reconcile their diverse identities.  Therefore, it is likely that 

many researchers avoid such ventures because of the emotional and potentially 

exposing risks involved for the researcher (Irwin, 2006).  Indeed, “to reveal what is 

usually hidden is to cross emotional borders in fieldwork accounts” (Blackman, 2007, 

p.701; Hubbard Backett-Milburn, & Kemmer, 2001).  I share the views of those (e.g., 
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Allen-Collinson, 2005) who see emotional reflexivity as a resource rather than a 

methodological ‘problem’.  Moreover, referring to Ezzy (2010) who argues that 

interviewing is an embodied emotional performance, emotions are central to the 

conduct of interviews; “the idea of an emotionally neutral interviewer is […] doomed to 

fail” (p.168).  By taking such ‘risks’, these moments of dialogue and interactions 

attempt to provide unique insights about my interview experiences with ‘Granny’ and 

another relative. 

 

With ‘friendship as method’ where relationships were built between participants 

and myself, loyalties were also developed.  During the research process, I found that 

sometimes I had multiple loyalties and some loyalties were stronger than others.  ‘Blood 

is thicker than water’ states an aphorism, explaining that loyalties that have biological 

ties as their bases are generally stronger than loyalties that do not.  I have a loyalty to 

represent my participants’ stories as respectful and true to the wider social fields and at 

the same time consider more personal friendships and family loyalties.  Specifically, 

loyalty is actively engaged upon, not passively expressed merely as a strong feeling 

about something and there are ‘codes of practice’ which ensure the loyalty is maintained 

and is an important consideration before deciding to involve relatives. 

 

During the research process, I questioned myself by asking where my loyalties lay.  

My loyalties always lay with the participants, ensuring that I “write so that the voice of 

those written about is respected, strong and true” (Sparkes, 2002, p.23).  Given this, I 

considered whether I may have a ‘fear of offending’ my participants because of this 

loyalty which may also rise from feelings of fear of claiming the role of ‘expert’ 

(Hoskins & Stolz, 2005).   Instead of tiptoeing around this dilemma, however, whilst 

many researchers understand this on an intellectual level, the challenge seems to lie in 

the ability to embody it in practice; holding an analytic perspective, while remaining 

empathetically attuned to the ways participants make sense of their lives (Hoskins & 

Stolz, 2005).  Considerable care needs to be taken when venturing into researching your 

own family, but care also needs to be taken when loyalties are developed with any 

participants.  These considerations of care and ethics emphasise the ever-important 

growing need for researchers to engage in sustained processes of reflection. 

 

4.6 Researcher role and reflexivity 
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The researcher needs an awareness of the flexibility needed between striving for 

‘inclusion’ and needing to ‘back off’ (Smith et al., 2009).  Therefore, a ‘go with the 

flow’ open attitude was incorporated into the research to allow the introduction of new 

ways of exploring participants’ experiences and following new avenues (Gubrium, & 

Holstein, 2002; Reinharz, 1992).  I also engaged in the process of ‘bracketing’ 

regularly, through various strategies (e.g., pilot interview, rigorous reflection in a 

reflexive diary, conversing with my supervisor).  Through this phenomenologically-

inspired approach, I subscribe to the phenomenological quest to, “attempt to suspend 

our ‘adult’ knowledge and preconceptions in order to view the world through the fresh, 

excited, ‘naive’ eyes of childhood” (Allen-Collinson, 2011, p.4).  Further, and 

commensurate with the phenomenologically-inspired approach, Merleau Ponty (2002) 

describes reflection as not withdrawing from the world’s basis: 
it steps back to watch the forms of transcendence fly up like sparks from a fire; it slackens the 
intentional threads which attach us to the world and thus brings them to our notice; it alone is 
consciousness of the world because it reveals that world as strange and paradoxical (p, xv). 

 

Reflexive diary and management strategies 

Given the challenges and demands discussed earlier, during this research I tried to 

recognise, acknowledge and deal with emotions that I experienced throughout the 

research experience.  I did this by keeping a reflexive diary and employing various 

management strategies.  Whilst my reflexive diary allowed me space for emotions, 

maintaining a reflexive diary was part of my ongoing reflective bracketing process and 

was an aid to reflect and monitor thought processes, reasoning, and actions throughout 

the project.  In line with Silverman (1997) I used the diary to help make reasoning 

transparent to myself as well as to one’s readers and it encouraged me to be meticulous 

and reflective with an open-minded and critical approach. The Confessional Tales are 

also demonstrative of this awareness. 

 

Alongside supervision, through the research process I attempted to ‘manage 

myself’ to enhance reflexivity and monitor my own development, which is in line with 

strategies suggested by other researchers.  For example, Brackenridge (1999) discusses 

strategies for personal survival as a researcher investigating sensitive issues serving to 

emphasise the importance of researcher ‘self-care’.  Brackenridge (1999) proposed a 

‘self-management framework’ involving coping with stress, coping with being alone, 

and privileging the personal, political or scientific self.  I drew from this framework to 

assist me through my research journey which involved coping with stress, coping with 
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vicarious trauma, and managing work-life balances.  I also drew support from network 

circles in my field of research.  My reflexivity and management strategies were attempts 

to enhance trustworthiness, authenticity and credibility of the research (Creswell, 2009).  

 

Whilst researcher reflexivity is an important process in qualitative research, it is 

also important to consider the possibility that participants may tell you what they think 

you (as a researcher) would like to hear so they present themselves in a particular way 

(Lee & Roth, 2004).  This does not mean that what they tell you is not ‘the truth’ (Lee 

& Roth, 2004).  As symbolic interactionists would highlight, self-presentation and 

identity are specifically managed in interviews and discursive ‘doing’ of identity and 

self-presentation during research interviews is a pervasive effect (Lee & Roth, 2004).  

This cautions practitioners against treating interviews as an unproblematic methodology 

(Lee & Roth, 2004).  However, as noted above, it is ‘narrative truths’ that were sought 

in this study, and given that this can be subjected to criticism from more traditional 

approaches, this approach needs to be understood in relation to how qualitative research 

is judged so that it receives a fair examination.  This leads me on to discussion of issues 

of ‘validity’. 

 

4.7 Issues of ‘Validity’ 

Intense debates surround issues of validity in Qualitative inquiry.  In the traditional 

positivist definition, validity is the extent to which a test measures what it claims to 

measure and it is vital for a test to be valid in order for the results to be accurately 

applied and interpreted (Jary & Jary, 2005).  Many scholars (e.g., Dale, 1996; Denzin, 

2009, 2010; Sparkes, 1998; Sparkes & Smith, 2009) suggest that the traditional criteria 

(validity, reliability and generalisability) used to evaluate research are inappropriate to 

apply to research which is underpinned by different philosophical assumptions, and thus 

requires different judgement criteria more aligned with its naturalistic orientation.	  	  

Sparkes’ (2001) ‘letting go’ perspective26 is where some researchers have chosen to 

question, or even completely abandon the notion of validity.  Indeed, Wolcott (1994) 

talks about the ‘absurdity of validity’ and argues that he does not accept validity as an 

appropriate criterion for guiding or judging his research.  Given my research approach, 

the concept of validity is similarly problematic.	  

	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
26 Sparkes (2001) considers four different perspectives in relation to validity: replication perspective; 
parallel perspective; diversification of meanings perspective; letting go perspective. 
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Recently, there has been a ‘backlash’ against qualitative inquiry (e.g., see Morse 

et al. 2009, 1034-1035) and Denzin (2009) argues that qualitative researchers are ‘under 

fire’.  Specifically, those targeted are who engage in these more innovative forms of 

representing data.  Denzin (2010) argues for a ‘call to action’ from qualitative 

researchers to continue to write about ‘real’ people and position themselves as moral 

witnesses to the radical changes going on in society.  In the field of sport and exercise 

science, many researchers (e.g., Gilbourne, 2010; Smith, 1999; Sparkes, 1998, 2002, 

2007) continue to experiment with alternative forms of writing (e.g., creative writing, 

poetic representations, autoethnography).  It is this encouragement that inspires me to 

“break away from the conventions of social science inscription to experiment with 

polyvocality, poetry, pastiche, performance and more” (Gergen & Gergen, 2002, p.14) 

whilst recognising the risks.  Gergen and Gergen (2003) reassure us that there is no ‘one 

best way’ in the matter of representation.  Indeed, creative, artistic modes of expression 

can produce findings and insights not readily discoverable via more conventional 

research methods and forms of representation (Gilbourne & Anderson, 2011; Owton, 

2011a, 2012; Sparkes, 1992, 2002). 

 

Therefore, in my research I adopt Sparkes and Smith’s (2009) suggestion of 

judging qualitative work based on a list of ‘characterised traits’.  This does not mean 

that ‘anything goes’; quite the contrary!  Instead the open ended lists of characteristic 

traits are brought to judgment with the permanent capacity to add items to and subtract 

items from the lists (Smith & Deemer, 2000).  For example, when judging creative 

analytical practices, perhaps one would consider whether these ‘contribute to 

knowledge’, or whether there is a ‘comprehensiveness of evidence’, or whether it is 

‘respectful’.  These lists are not exhaustive and later I clarify how the way I represent 

the data might be judged by listing characterised traits for specific purposes.  Firstly, I 

explain how the data were analysed. 

 

4.8 Data analysis 
 

There is no one way to do interpretive qualitative inquiry.  We are all interpretive bricoleurs 
stuck in the present working against the past as we move into a politically charged and 
challenging future (Denzin, 2010, p.15) 

 
4.8.1 Interpretive Biographical Analysis (Denzin, 1989) 

The subject matter of the biographical method is the life experiences of a person 

(Denzin, 1989).  Denzin’s interpretive biographical analysis (IBA) (1989) is an attempt 
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to translate Mills’ (1959) message (The Sociological Imagination) into a simple set of 

rules.  Denzin (1989) does so by describing the notion of ‘epiphany’ as the moment 

where the individual in the biographical context recognises a societal relation or 

phenomenon.  Denzin (1989) argues that these moments carry the sting of memory, and 

leave a mark on us.  Given the biographical approach and the literature that suggests 

that the onset or diagnosis of chronic illness can be a biographical disruption, this 

research draws upon Denzin’s IBA method as a way to describe “turning point moments 

in individuals’ lives” (1989, p.7).  For example, for sportspeople, a diagnosis of asthma 

may be a significant turning point (or not) in their lives.  The history of a person’s 

memories, emotions and volitions can also provide a window into the understanding of 

an individual’s chronic illness within a particular socio-cultural framework.  
People are guided to act in certain ways, and not others, on the basis of the projections, 
expectations, and memories derived from a multiplicity but ultimately limited repertoire of 
available social, public, and cultural narratives (Somers, 1994, p.614). 

 
Narratives provide a structure for our very sense of selfhood and identity (Smith & 

Sparkes, 2009a, 2009b; Sparkes, 2004).  Frank proposes that “To think with a story is to 

experience it affecting one’s own life and to find in that effect a certain truth of one’s 

life” (1995, p.23).  Stories are at the heart of human and social meaning making which 

is why narrative theory and practice is reshaping qualitative inquiry in every area of 

social science.  As Connelly and Clandinin (1990) highlight: 
Humans are storytelling organisms who, individually and collectively, lead storied lives. Thus, 
the study of narrative is the study of the ways humans experience the world (1990, p.2). 
 

Narrative inquiry was employed using stories to describe human experience and action 

(Oliver, 1998).  More specifically, narrative inquiry allows for interdisciplinary study of 

the activities involved in generating and analyzing stories of life experiences (e.g., life 

histories, personal narrative interviews, journals, diaries, memoirs, autobiographies, & 

biographies) and representing this research (Schwandt, 2007, p. 204).  Such meaning 

making by individuals and communities can be insightfully explored by an analysis of 

these narratives.  

 
The collection of the data attempts to explain the lives of individuals, the 

collection of individuals’ stories and their experiences, and the meaning of those 

experiences and then make sense of them.  In addition, narratives are dialogical and 

multi-voiced (Smith & Sparkes, 2009a; Tanggaard, 2009).  This can make the analysis 

particularly challenging because each participant has many different ‘voices’ crossing, 

delimiting, contradicting or refusing to interact with one another, which is why narrative 
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researchers must be cautious about making claims of causality, finality and 

transferability (Tanggard, 2009).  Nonetheless, building on recent criticism of certain 

social constructionist approaches, it is argued that narrative psychology approaches tend 

to lose touch with the phenomenological and experiential realities of everyday, practical 

life (Crossley, 2000).  Therefore, they can overplay the disorderly, chaotic, variable and 

flux-like nature of self-experience (Crossley, 2000).  I considered these concerns when 

analysing personal narratives, which is where I turn to now. 

 

4.8.2 Narrative analysis procedure 

Together with Denzin’s (1989) IBA, I draw from Crossley’s (2000) steps of narrative 

analysis which firstly involves repeatedly reading through the whole interview 

transcript about 5 or 6 times to gain familiarisation and a general gist of emerging and 

significant themes.  The second stage involves grasping principal elements of the 

personal narrative, which include: narrative tone; imagery; and themes (McAdams, 

1993).  In addition, I draw from Denzin’s (1989) IBA, specifically to explore epiphanies 

or turning-point experiences, moments of existential crisis when a person’s identities 

are forcefully and dramatically called into question.  Such moments may be similar to 

Dewey’s (1933) ‘periods of reflection’ or to the ‘fateful’ or ‘pivotal moments’ of 

Giddens (1991).  McAdams also referred to (1996) ‘nuclear episodes’ as: 
A declaration of change, a person may single out a particular event as an epiphany, throughout 
which the Me experienced rather sudden or decided transformation, as I a ‘loss of innocence’, a 
‘fall from grace’, a ‘lucky break’, and so on (p.309). 
 

I now outline the principal elements of the analysis. 

 

Narrative tone 

Crossley (2000) suggests that the tone of a personal narrative is perhaps the most 

pervasive feature.  The tone is conveyed both in the content of the story as well as the 

form or manner in which it is told.  As Reissman (2008) argues, it is both the whats and 

the hows.  For example, the tone can be optimistic (hopeful that things will improve), 

progressive (moving forward), pessimistic (things perceived in a negative light), or 

regressive (deterioration or decline).  McAdams (1993) argues that the most formative 

influence on narrative tone derives from the achievement of secure or insecure 

attachment relationships during the early childhood years. 

 

For example, in relation to Matt, as will be seen from the data extracts below, 

the tone of his account of asthma is predominantly pessimistic and he reports his early 
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years of his life being embedded in violence and chaos, a lack of control over external 

events, and false hope from doctors.  He describes a series of bad events and bad 

experiences with doctors.  Alternatively, Peter’s tone of his account is predominantly 

optimistic and he reports that his early years of his life meant that he was lucky, 

fortunate and even though bad things have happened in his life, he remains hopeful that 

things will improve.  It seems that there were three tones that emerged from the data: 

optimistic, pessimistic, and pragmatic. 

 

Imagery 

Imagery sheds light on narratives, on psychological and social realities (Crossley, 2000) 

and so paying attention to the kind of language that is used to describe and characterise 

stories is a way to recognise, capture and portray imagery.  Considering the genesis of 

images, (symbols, metaphors) helps with the study of how they might be located more 

widely in dominant discourses embedded in one’s culture, or subculture (e.g., sport) 

(Crossley, 2000).  For example, the metaphor of ‘fighting’ illness, not ‘lying down’ to 

it, overcoming adversity, is pervasive in accounts of illness in western society (Frank, 

1995).  ‘Fighting’ illness is a way of talking about it, which is strongly culturally 

approved (Frank, 1995).  Fighting metaphors were evident in the data, such as Ivor 

saying, “I can beat you, I don’t need that and to give in to medication” and Eve 

describes an asthma attack: 
it’s like breathing out against something that’s on your face and has only got a few holes, so 
it’s like... takes a while, takes a while, takes a while, takes a while and then you suddenly like, 
blow the um... like cling film away 
 
Through this exploration, I also took a phenomenologically-inspired approach to 

conduct a sensory analysis, which was inductively instrumental in developing the body 

types of sound.  Indeed, Leder (1992) argues that the phenomenological approach offers 

the possibility of a sensitive analysis of the relationship between the self, identity and 

the body.  However, Crossley (2000) suggests that it is useful to explore imagery and 

themes together, which then helps to explain the implications of kinds of language. 

 

Themes 

This involves searching for the dominant themes in personal narratives by actively 

searching for meanings and patterns.  Themes capture something important in relation 

to the research question and represent some level of patterned response of meaning 

within the data (Braun & Clarke, 2006). These themes or patterns were identified 

inductively, in a ‘bottom-up’ way.  In this way, the identified themes were strongly 
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linked to the personal narratives (Braun & Clarke, 2006).  Braun and Clarke (2006) 

stress that “there is no hard-and-fast answer to the question of what proportion of your 

data set needs to display evidence of the theme for it to be considered a theme” (p.10).  

Following the interpretation of the data, themes were clustered and personal narratives 

were ‘weaved together’ providing detailed descriptions of their experiences (Creswell, 

2009; Smith, 2008).  Participants’ reflections are conveyed in their own words where 

possible connecting data to theory.  Themes were continuously and meticulously 

reviewed, defined and redefined in order to identify themes-within-a-theme (Braun & 

Clarke, 2006).  This closely links to strategies for constructing ‘interpretative 

omnipotence’ (Biddle et al., 2001).  Towards the end phases of my analysis I draw from 

some of the questions that Braun and Clarke (2006) offer, which help guide the 

discussion of the findings: 
• What does this theme mean? 
• What are the implications of this theme? 
• What conditions are likely to have given rise to it? 
• Why do people talk about certain things in a particular way? 
• What is the overall story the different themes reveal about the topic? 

 

Having collected stories from 14 participants, I inductively created conceptual 

groupings of the data and thematic analysis was useful for theorising across a number of 

cases and identifying shared-felt bodily meanings and experiences (Riessman, 2005).  

Indeed, the overall story that the different themes (Narrative affinities; Mind-body self 

relations; Medico-scientific faith; Self-environmental associations; Sport and spatiality) 

revealed about the topic was then constructed into a typology where I identified 3 ideal 

types: The Conformers, The Contesters, and The Creators.  Therefore, I represented 

sportspeople’s personal narratives about asthma as a typology drawing from Max 

Weber’s (1904/1949) notion of ideal types (detailed in the next section about 

representations of data).  A typology of narratives organised by theme (which were 

inductively created) is the typical representational strategy for oral narratives of personal 

experiences.  The results from the sensory analysis inductively constructed the four 

body types of sensory knowledge (aural and visceral): Breathing, Wheezing, Coughing, 

and Breathless bodies. 

 

Turning points 

Denzin’ s (1989) epiphanies or turning-point experiences, moments of existential crisis 

is when a person’s identity are forcefully and dramatically called into question.  Denzin 

further (1989) argues that in these epiphanic moments the social order is revealed in 



	  

	  

102 

ways that are normally not seen.  At these times, reflection can lead to a continuation of 

previous forms of social interaction or changes in these forms.  Denzin argues that “a 

given epiphanic moment ...  can deepen the person's internalised oppression to a 

gendered sexual identity, lead to open rebellion, or produce a deeper commitment to it.” 

(1989, pp. 211-212).  From the symbolic interaction perspective, reflection, 

interpretation, and meaning are important aspects of each action (or inaction) 

(McDonald, 2005).  These are means that individuals, in social interaction with others, 

both express and create the self (McDonald, 2005).  However, Denzin (1990) describes 

four types of epiphanies: the major, the cumulative, the minor or illuminative, and the 

relived: 
In the ‘major’ epiphany, an experience shatters a person’s life, and makes it never the same 
again…  The ‘cumulative’ epiphany occurs as the result of a series of events that have built up in 
the person’s life…  In the ‘minor or illuminative’ epiphany, underlying tensions and problems in 
a situation or relationship are revealed…  In the ‘relived’ epiphany, a person relives, or goes 
through again, a major turning point moment in his or her life (p.17). 
 
It might be that individuals experience what Athens27 (1995) refers to as 

‘Dramatic Self Change’.  I can relate to Denzin’s (1989) different types of ‘epiphanies’ 

in different ways. My father dying at the age of 11 was a ‘major’ turning point in my 

life (see Owton, 2012).  Additionally, I have experienced the ‘cumulative’ epiphany, 

which resulted in another ‘major’ turning point when my daughter was born.  During 

my PhD, I have both experienced many ‘illuminative’ and ‘relived’ epiphanies which 

were both painful and re-traumatising for me.  It is through experiencing these moments 

that I can identify at various different levels with my participants.  Participants 

described the onset or diagnosis of asthma and various traumatic events.  For some, the 

onset of asthma was a traumatising experience.  For example, Peter’s onset of asthma 

was experienced as a ‘major’ epiphany, which was “the most significant single 

experience where I changed from someone who didn’t appear to have asthma to 

someone who did. So that was quite a dramatic change”.  Whereas, Joanne seemed to 

experience a ‘cumulative’ epiphany; she explains that it was “lots of contributing 

factors” and “had a, a really bad few years”. 

 

4.9 Representation of data 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
27 Athens (1995) suggests that dramatic self-change is an arduous and long process.  Athens (1995) draws 
on five stages involved when people experience a dramatic self change:  Fragmentation (a splintering of 
selves), Provisionality (struggling to assemble a new unified self), Praxis (a test for new self), 
Consolidation (embracing new unified self, if supported), social segregation (Gravitation towards groups 
in which they feel most comfortable.  They are discarded from old social groups).  Once this process has 
begun, it may never be completed (Athens, 1995).  Such frameworks might be relevant when people 
perceive the onset of asthma or a severe attack as a traumatising experience and/or a biographical 
disruption.  
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4.9.1 Ideal Types (Weber (1904/1949) 

Weber (1904/1949) argued that in order to understand something we must go beyond 

mere description, and proceed to interpret it.  For Weber, interpretation means, amongst 

other things, classification and he made use of abstract ideal types.  Calhoun and 

Gergeis (2007) state that Weber’s ideal type is formed from characteristics and elements 

of the given phenomenon, but it is not meant to correspond to all of the characteristics 

of any one particular case.  The inductive narrative analysis was instrumental in 

developing the ‘ideal types’.  It is not meant to refer to perfect things, moral ideals nor 

to statistical averages but rather to stress certain elements common to most (but not 

necessarily all) cases of the given phenomena.  The ‘Ideal Type’ never seeks to claim 

validity in terms of a reproduction of or a correspondence with social reality (Calhoun 

& Gergeis, 2007).  Similarly to Frank’s (1995) point, it is important to stress the fluidity 

and context-dependency of the types; people do not always fit neatly in the typology 

and may be a mixture depending on the circumstances.  Furthermore, they may cross 

the categories depending upon time/context.  At certain times, people may change from 

one dominant aspect to another, for example, during the period of winter, which might 

‘flare up’ their asthma.  I have designed the typology, however, for heuristic purposes, 

given the uncertain and illusive nature of asthma and acknowledges the mutability and 

flux of identities/subjectivities.	  

 

Whilst a typology was useful for describing ‘ideal types’, I also wanted to 

represent people’s stories in a way that blurred the boundaries between researcher and 

researched, self and other and which also “blurs the edges between text, representation 

and criticism” (Denzin, 2010, p.29).  Therefore, data were represented where 

appropriate as poetic representations, art representations and my own research as 

Confessional Tales.  These attempt to capture the whats and hows and aim to show 

rather than tell (Riessman, 2008).  Firstly, I explain how these creative analytical 

practices (CAP) or arts-based methods might be epistemologically situated. 

 

Denzin (2010), a leading figure in the qualitative community, argues for a 

performance studies paradigm: one, which “understands performance simultaneously as 

a form of inquiry and as a form of activism, as critique, as critical citizenship” (p.18).  

“Performance is a way of knowing, a way of creating and fostering understanding, a 

method that persons use to create and give meaning to everyday life” (Denzin, 2010, 



	  

	  

104 

p.30).  Denzin (2001) argues that we inhabit a performance-based, dramaturgical culture 

where the dividing line between performer and audience blurs, and culture itself 

becomes a dramatic performance.  The move to performance has been accompanied by 

a shift towards a willingness to experiment with alternative new representational forms 

(Denzin, 2010).  Engaging participants in this research was not a top-down process of 

gathering data, but a reciprocal relationship in which insights were developed and 

shared.  Given this, narrative poetry and narrative art were appropriate and particularly 

powerful tools for achieving this aim.  This means that I am making my performative 

role explicit in reading these poems, drawing art representations and writing 

confessional tales. 

 

Confessional tales are distinguishable by their highly personalised styles that 

emphasise the researcher’s point of view (Sparkes, 1992).  Confessional tales are aimed 

at showing how each particular work came into being in ways that reveal the dilemmas 

and tensions contained in the process that often including events of researcher shock and 

surprise (Sparkes, 1992).  Confessional tales show more the methodological issues 

involved in the research process.  Therefore, these are offered as a way to allow others a 

way of experiencing “something of the struggle and excitement of the research act” 

(Sparkes, 1992, p.72) and are woven into ‘getting to know the participants’ as well as 

Confessional Tales.  These confessional tales and autobiographical accounts are also 

offered through poetry as modes reflecting my own reflexive position in the research 

process.  These researcher-voiced poems are written reflectively and differ from the 

data-informed poetic representations.  Given the extent of poetry in my research project, 

I argue, in detail, why narrative poetry and narrative art are also appropriate forms of 

representation. 

 

4.9.2 Why poetry? 

Given the phenomenologically-inspired approach, I wanted to share my participant’s 

stories in ways that painted pictures in the mind, allowing us to walk inside these 

pictures and to step into someone else’s world (Sissay, 2006).  I wanted to represent 

each person’s stories in a way that also embraced the bond between us.  Furman (2004) 

argues that “the images inspired by a poem engage the reader in a creative relationship 

that moves beyond passivity to co-creation” (p.163).  When poets use words that appeal 

to our senses (e.g., sight, hearing, touch, smell, taste, and balance etc) the poet ‘shows’ 

us rather than simply telling us (Sparkes, 2002) and perhaps can transport us to place, 
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time, and experience, which, if the image is effective allows us to understand the 

emotion being conveyed in the poem (Hogue, 2006).  According to some 

phenomenologists, we can know the world only through the senses; we must perceive 

first and reason second. 

 

Poetic inquiry, which evokes embodied responses in others, may also heighten 

the ways in which these felt-bodily states produce affective experiences in others, which 

is my intention (c.f. Richardson, 2000).  Poetic representation is also a way to capture 

the nuances of any one’s experiences and often, listeners and readers tend to be moved 

by a poem’s simplicity and power (Poindexter, 2002).  The power of poetic 

representation (if done well) lies in its ability to create evocative and open-ended 

connections to the data for the researcher, the reader and the listener (Rapport & 

Sparkes, 2009).  Poetic representation is designed to stimulate and encourage multiple 

interpretations which invite and allow readers a greater interpretive freedom to make 

their own conclusions so that they are able better to understand this as they transfer this 

understanding into their own lives (Rapport & Sparkes, 2009; Sparkes et al., 2003).  

Therefore, whilst taking a sociological-phenomenological approach (see Allen-

Collinson, 2009), poetic representations were employed as a way of seeking to reveal 

something of the essence of people’s key experiences. 

 

4.9.3 Judging poetic inquiry 

As with other experimental approaches, poetic inquiry is often critiqued with regard to 

issues of ‘validity’, ‘reliability’ and that ‘it is naturally not science’.  It can be argued 

however that, once we realise that the claims to ‘scientific truth’ are suspect, 

“influenced by the culturally bound nature of the researcher’s text, we can free 

ourselves to write in ways that name feeling, story, and relationship” (Cahnmann-

Taylor, 2009, p.22).  Poetry is a risky business and qualitative researchers in general 

have to always ‘prove’ themselves (Cahnmann-Taylor, 2009).  One might also ask: 

What qualifies you to conduct poetic inquiry?  Etherington (2007), among others, have 

highlighted the therapeutic aspects of poetry and further suggest that we are all really 

poets.  This may be so, nonetheless, researchers, such as Butler-Kisber and Stewart 

(2009) highlight such discussions about the professional practices of those who employ 

poetry as a tool of inquiry and urges them to read more poetry, take creative writing 

classes, and take more risks in our field notes and articles.  My own experience in 

poetry stems from childhood exposure to poetry, poetry modules when studying English 
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for two years at university, poetry readings and further attendances (and performances) 

at poetry evenings in the public and academic domain.  I also publish poems with poetry 

publishers (Owton, 2006, 2011b).  Many researchers (Denzin, 2010; Prendergast, Leggo 

& Sameshima, 2009; Richardson, 2000; Sparkes et al., 2003) are confident that 

alternative, arts-based methods (Leavy, 2009) are rigorous, relevant, and insightful and 

they have taken risks and explored new methods for analysis and publication that 

experiment at the scientific perhymeter to push our questions outward and enhance the 

field.  Drawing on Hugo’s (1992) concept of ‘triggering towns’ and ‘obsessive ears’, I 

also argue that if we enhance our ability to notice, name and make sense of regularities 

and irregularities in the stress patterns of everyday speech in our commonplace settings, 

we gain a heightened sense of language through the ‘art of listening’ (Back, 2007; 

Cahnmann-Taylor, 2009).  

 

Part of the reason that poetic representations can be risky is precisely because 

they violate a sense of safety and security for those committed to sociological and 

psychological traditional forms of judgment which abide by questions of validity, 

reliability, and truth (Sparkes & Douglas, 2007; Sparkes & Smith, 2009).  Poetic 

representations problematise traditional conceptions of reliability and validity from 

‘knowing’ and ‘telling’ and bring other more relevant criteria into play for judging the 

work (Sparkes & Douglas, 2007).  As mentioned and argued previously, many have 

long argued that it is inappropriate to apply traditional criteria to experimental forms of 

representation if they are to be given a fair chance to prove their worth.  Therefore, 

different and emerging criteria need to be evoked that call upon multiple sources, 

including the arts and aesthetics as well as the sciences (see Denzin, 2009; Faulkner, 

2005; Leavy, 2009; Sparkes, 1998; Sparkes & Smith, 2009).  As a result of such 

criticism, poetic representations come with high risks involved.  I express the same 

sentiments as other researchers who have chosen to venture into experimental ways of 

representing data: “the risks involved are worth taking because when this genre does 

work, it provides a powerful means of understanding phenomena in new and exciting 

ways” (Sparkes et al., 2003, p. 169).  Sparkes et al. (2003) together with Douglas (2004) 

calls for researchers in sport and physical education to consider harnessing the power of 

poetry using it as a resource for not only understanding their own experiences and the 

experiences of others but also as a means of communicating this understanding to 

different audiences.  I invite the active reader to consider the poetic representations as 

an attempt to offer an alternative “lens through which to view the same scenery”: the 
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scenery of qualitative journeys in sport and exercise science (Sparkes et al., 2003, 

p.155; Sparkes, 2002). 

 

4.9.4 Characterising ‘Artful Science’ 

I draw from Sparkes and Smith (2009) to construct a list of characterised traits.  

Specifically, Faulkner (2005) blends artistic and scientific concerns from Richardson 

(2000), Bochner (2000), Clough (2000), Denzin (2000), and Hartnett (2003) to create 

guidelines for an, ‘artful science’.  Through the conjoining of artistic and scientific 

criteria she reveals an intersection locating poetic criteria as shown below: 

 

 
 

 

 

 

 

 

 

 

 

Table 4.9.4: Poetic criteria from Faulkner (2005, p.24). 

 

SCIENTIFIC CRITERIA 
 
- Depth 
- Authenticity 
- Trustworthiness 
- Understanding of human 
experience 
- Reflexivity 
- Usefulness 
- Articulation of craft/method 
- Ethics 
	  

POETIC CRITERIA 
- Artistic concentration: focuses attention on considerations of the history and presence of 
craft in poetry 
- Embodied experience: recognises the need for audiences to feel with, rather than about a 
poem, to experience emotions and feelings in situ. 
- Discovery/surprise: the poem teaches us to see something familiar in new ways or ways 
that might be surprising. We learn something new about the human condition and ourselves. 
- Conditional: the partiality of the story should also be recognised through poetry, point of 
view as conditional while presenting what we may call narrative truth. 
- Narrative truth: the facts presented should ring true, regardless of whether events, feelings, 
emotions, and images ‘actually’ happened. 
- Transformation: is about providing new insight, giving perspective or advocating for 
social change. 

ARTISTIC CRITERIA 
 
- Compression of data 
- Understanding of craft 
- Social justice 
- moral truth 
- Emotional verisimilitude 
- Evocation 
- Sublime 
- Empathy 
 

SCIENTIFIC CRITERIA 
 
- Depth 
- Authenticity 
- Trustworthiness 
- Understanding of human 
experience 
- Reflexivity 
- Usefulness 
- Articulation of craft/method 
- Ethics 
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These poetic criteria could also be applied to narrative art, however, as opposed 

to ‘criteria’ (reinforcing the problematising notion of ‘criteriology’) we might call them 

characterised traits (Sparkes & Smith, 2009), which are aimed at maintaining a good 

standard of research that merges artistic and scientific principles.  These characterised 

traits can be used as a flexible guide as a way to judge the narrative poems and narrative 

art.  As Butler-Kisber and Stewart (2009) argue, a poet can write from first-hand 

experience of the world, and in this sense is an empiricist; making observations of the 

world, where knowledge arises from evidence gathered via a sense experience.  As Eliot 

(1921) argues: 
Poetry is not a turning loose of emotion, but an escape from emotion; it is not the expression of 
personality, but an escape from personality.  But, of course, only those who have personality and 
emotions know what it means to want to escape from these things (Section II: 36-39). 
 

Furthermore, Burns (2003) argues working viscerally and deeply means that readers 

may identify with the stories; they may learn from them or they may find them 

irrelevant.  Working viscerally, Burns (2003) argues that we are more likely to be 

“drawn into it because something there speaks to our deeper selves, gets inside us and 

takes hold” (p.1).  Therefore, I call for active readers and listeners to be ‘active 

interpreters’. 

 

4.9.5 Narrative art and integrating arts-based methods 

Like poetry, visual images are unique and can evoke particular kinds of emotional and 

visceral responses (Leavy, 2009; Phoenix, 2010).  The expansion of the visual arts into 

interdisciplinary methodological innovations is a relatively new approach (Leavy, 

2009).  Increasingly, researchers are using visual images, particularly in the field of 

sport and exercise (e.g., Gravestock, 2012; Phoenix, 2010; Phoenix & Smith, 2011) as a 

part of data analysis as well as a medium to represent data, often with the intent of 

confronting and challenging stereotypes and prevailing ideologies that normalise them 

(Leavy, 2009).  Phoenix and Smith (2011) suggest that the strengths of visual research 

are in creativity, expressivity and uncertainty.  Furthermore, the analysis of the photos 

that are elicited in my research are emergent from the researcher-participant interaction 

where insights are developed and shared.  As such, I chose to draw from these photos to 

represent participants with narrative art.  

 

Representing visual research seems to be a contested area within the field of 

visual studies (Phoenix, 2010).  By asking my participants to provide a photo that was 

meaningful to them, it offered an opportunity for them to use their bodies and the space 
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around them to show rather than just tell about their lives (see Riessman, 2008).  Whilst 

Westcott (2007) highlights that drawings as opposed to photographs can allow 

participants to shape how they see themselves and are potentially seen by others, 

drawings done by the researcher can provide visual interpretation and representation, 

offering a co-constructed creation developed from the researcher’s drawing from the 

photo elicitation.  Whilst Gold (2007) uses predominantly photography, he places a high 

value on researcher-created visual data as a way of ‘gaining orientation’ and forcing 

fieldworkers to engage and empathise with participants.  This importance of close 

engagement and adopting a reflexive approach to researcher created visual data is a 

pivotal issue (Prosser & Loxley, 2008). 

 

I recognise that by adding another dimension (the visual) I am touching on on-

going debates about issues of representation, which often appears to be about the 

prioritising and valuing of verbal knowledge over visual knowledge (Phoenix, 2010).  

Moreover, there appears to be a prioritising of the written word over verbal and visual 

word (Richardson, 1997).  By offering a poetic narrative together with an artistic 

representation it is not meant to de-value the importance of either, but it is aimed at 

seeing how these arts-based methods and creative analytical practices might interact 

with each other and unite to offer knew ways of ‘knowing’ and ‘seeing’ (Leavy, 2009; 

Phoenix, 2010).  Chamberlain, Cain, Sheridan, and Dupuis (2011) argue that multiple 

methods function smoothly if they are closely aligned.  Therefore, poetic narratives and 

narrative art are only integrated if they are deemed to align closely.  Otherwise they are 

represented independently, which offers the audience a chance to engage in the debate 

surrounding visual representations whereby Harrison (2002) considers whether visual 

data should speak for itself.  Firstly, I discuss the poetic and artistic procedures. 

 

4.9.6 Poetic analysis procedure 
I was working on the proof of one of my poems all the morning, and took out a comma. In the 

afternoon I put it back again (Wilde, 1902, p.72) 
 

In order to construct a poem, firstly, one needs to know what a poem is.  A poem is a 

written expression of emotion or ideas in an arrangement of words/verse most often 

rhythmically (Shadow poetry, 2010).  Rhythm is significant in poetry because poetry is 

so emotionally charged and intense (Roberts, 1995).  Such techniques, rhythm, rhyme 

and repetition is what differentiates poetry from prose.  However, the danger in writing 

poems using strict and patterns of rhyme and meter is that a poet will ‘force’ words into 
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lines for the sake of such rules and will end up changing the meanings of the 

participant’s narratives.  When writing participant voiced poems (‘Vox Participare’) 

(Prendergast, 2009), I work to extend or accentuate the meaning and the concept of the 

poem, as opposed to prioritising sound, rhyme and rhythm, particularly given the 

emphasis on the participants and their use of diction in the poem. 

 

I chose poetry to re-tell some people’s stories, particularly because poetry allows 

the heart to lead the mind rather than the reverse and was aimed at authentically 

‘showing’ the bond between us (Butler-Kisber & Stewart, 2009; Pelias, 2004).  I 

employed a poetic form referred to by Prendergast (2009) as ‘Vox Participare’ 

(participant voiced poems) where the words from the interview transcription are used to 

form the poem.  Similarly to others (e.g., Richardson, 2000; Douglas, 2004) I adhered to 

the ethic of imposing rules on myself when constructing the poems. 

 

The procedure involved firstly searching through the transcript.  The poems 

emerged from the transcript in ways, which captured the ‘whys’ and/or the ‘hows’ of 

their experience.  Poindexter (2002) described her search for poetic representation by 

looking for unambiguous phrases, strong statements, eloquent expressions and wording 

that appealed to her.  I likewise used the transcript to search for sections in the narrative 

that I felt strongly captured the feelings and emotions of the person I interviewed.  I 

acknowledge that the poems are crafted by me where I make interpretations and decide 

how the poem will be constructed, choosing which words and how it takes shape.  I may 

weigh up changing the order of someone’s words so that it may rhyme if the 

opportunity is there, as long as this does not change or ‘distort’ the meaning of their 

experience.  Here is an example of how I might craft someone’s interview data into a 

poetic text: 

 
J: if I’m getting stressed and I’m rushing around, then I, I do start coughing, and just every 

now and again, they get really it ,it takes over, my husband will say, look just sit down and 
just you know, let it happen and it becomes a sort of coughing fit. Not so often recently, but it 
has sometimes got uncomfortable and quite bad. 

H: Hmmm, yeah and your husband, he sounds like he looks after you then? 
J: Well, he, yes he does. He knows, he knows me well and my, my family too, if I start coughing, 

they’ll say, Mum just go and sit down, just, just don’t try and to, that’s what they say, stop 
talking mum, just don’t talk [laughing]. And, and just relax and I think it is, it’s probably 
training to relax the throat muscles and just, not, not keep, I try to keep going and you have 
to just stop and let it, let it sort of die itself out. 

 

This part of the conversation was then crafted into the following verse in one of her 

poems: 
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If I’m rushing around, getting stressed, 
I start coughing; just every now and again, 
My husband will say, “Look just sit down, let it happen!” 
Becoming a sort of coughing fit, 
“Mum just go and sit down, 
stop talking, just don’t talk Mum!” 
Relax; training to relax the throat muscles, 
I try to keep going; you have to just stop and let it, 

let it sort of die itself out... 
 

Through this crafting into poetry, one may also notice the significant reduction 

in words whilst also maintaining the meaning.  As Mallarme (1896, online, 30th March 

2012) says, “it is the job of poetry to clean up our word-clogged reality by creating 

silences around things”.  Given the obsession with language that often accompanies 

qualitative researchers, the reduction of word content, appears to be quite a vantage 

point.  In addition, at times, the size of the font and placing of sentences were adapted to 

visually enhance the meaning of the written text. 

 

Then I took every poem back to the participants to check that the poem was an 

accurate and respectful representative of their experience.  I was reassured on every 

occasion and provide some responses from my participants below: 
I really appreciated your last poem - and it was a little unexpected so it hurt a little to read 
it.  Nevertheless, it captured my feelings very well so well done on your listening skills! 

 
That really is it. That really encapsulates everything. Yes. 
 
You didn’t re-traumatise me but it was kind of reading it, felt like a bit of a saga which I had 
kind of forgotten. It reminded me of how traumatising it was. The effect it might have on others 
of your condition. It was a felt experience. I liked it. 
 
It was fun to read and also added something to the tale that almost made a humdrum everyday 
experience just a little like some ancient bard's tale. 
 
It is so accurate. 

	  
Many thanks for sending the poem. I think you’ve caught an atmosphere, brilliantly., and it’s 
very sensitive. I’m pleased to have a copy. 

 

4.9.7 Narrative art procedure 

I chose narrative art to show some people’s stories, particularly because art can tell 

stories or express an ‘aesthetic truth’ or feeling.  Similarly to poetry, narrative art was 

aimed at authentically ‘showing’ the bond between us (Gold, 2007).  I employed 

narrative art, where the photos elicited from the participants are used to form an artistic 

impression.  I took pictures of the narrative art along the way to ensure a reflexive 
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approach to the drawings.  Here is an 

example of how a drawing might evolve 

from an elicited photo: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Chamberlain et al. (2011) argue that multiple methods encourage creativity and 

innovation, extends the scope and depth of data, demands time, forces reflexivity, 

deepens and intensifies relationships between researchers and participants and raises 

issues of analysis and interpretation, which I previously highlighted.  Given the fluid 

nature of identity, poems and art also reject static or unitary meaning and instead reveal 

the multiplicity of meanings (Leavy, 2009). 
The increasing popularity of qualitative methodologies in the study of health, illness and health 
care has reflected an epistemological commitment to the ways participants themselves interpret, 
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give meaning to and make sense of, their experiences.  These might be ‘ordinary’ everyday 
experiences and events, or those which disrupt and require new responses from both self and 
others, including the construction of new identities (Harrison, 2002, p.864). 
 

By encompassing a multitude of different forms/representations they might provide 

specific information about our existence and act as powerful indicators regarding 

multiple meanings embedded within our culture (Phoenix, 2010).  Therefore, by mixing 

alternative and multiple methods, arts-based methods are aimed at exploring personal 

and shared bodily-felt sensory experiences of asthma as well as other overlooked issues 

such as the meanings people give their sport and their asthma, how people might 

become attuned (or not) to listening to their breathing in acute ways resulting from 

bodily-felt experiences. 

 

4.10 Summarising thoughts 

Amongst other purposes, this research aims to inform clinical practices by identifying 

and understanding the perceived barriers to using evidence-based medicine and its 

limitations in informing decisions about treatments (Green & Britten, 1998).  

Furthermore, perceptions about a patient’s possible interpretations of chronic illnesses, 

their symptoms, medication and diagnosis are essential to understanding meanings in 

people’s lives.  This also has implications for treatment regimes, which might also vary 

in different contexts (e.g., sport, work).  This research is being approached through 

qualitative methods in order to examine subjective meanings that are central to an 

understanding of how chronic illnesses and their treatments integrate with everyday and 

sporting life.  I embrace the ambiguity of the diverse meanings used by participants and 

seek to study each one and how they can simultaneously exist and be co-constructed in 

the interview interaction. 

 

As humans, we are constantly reinventing our world and ourselves, and it is still 

possible to say something new, or perhaps something old in a new or novel way by 

using new forms, new ideas in language, infusing the truly new world of 

science/art/technology/reality with the very, very old questions of humanity (Hogue, 

2006).  However, Hogue (2006) argues that there must be some reason other than just 

the process of writing poems.  Alternatively, themes express the unity of human 

experience, and through poems we see that we are more alike as a human race than 

different (Hogue, 2006): What makes us all the same is that we are all different. 
The world consigns its myths, its religions, its dreams and deepest feelings to poetry for 
safekeeping: and somehow, even its critics and doubters know where to find it in time of need 
(Boran, 25th March 2012). 
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There are moments in life when we feel a sense of belonging - there is a sense of 

togetherness when standing, sitting, jumping in a crowd, watching athletes who excite, 

enlighten and inspire you.  I want you to feel the lines of poetry in your veins flowing 

through your body, in your heart washing you with emotion, in your soul reminding you 

of your moral humane duty to feel compassion.  I want you to experience the poems 

viscerally, remember them in the windows of your ‘dramaturgical’ imagination, think 

about them and reflect on them.  I also want you to ‘get to know’ the participants so that 

you can engage more personally with the data.  The next chapter is about introducing 

you to how participants were selected and giving you an insight into how the 

researcher-participant relationships developed. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

5.0 Getting to know participants 

 

In this chapter, I introduce you to the participants in some depth in order to 

contextualise the study and to provide some reflections on research relationships.  

Firstly, I highlight our first encounters and how these relationships formed and 

developed.  It has been widely suggested that the presence of the researcher can change 



	  

	  

115 

the behaviour of the people he/she is studying, which is known as the Hawthorne effect 

(Lansberger, 1958) meaning that it is impossible to observe something without 

influencing what is seen; the outcome of the study therefore is the scientist’s interaction 

with the objects of knowledge.  As such, ‘friendship as method’ encourages pathways 

towards actively undermining and disrupting the power imbalance between researcher 

and participant, reducing what can be a hierarchical separation between them.  This 

method can be attempted through dialogue, relationships, and an ethic of caring that 

invites expressiveness, emotion and empathy (Fine, 1994; Tillman-Healy, 2003).  

Therefore, I would like to invite the reader also to get to know the participants to some 

extent and to understand how the relationships between us developed.  I provide a 

summary of demographic information about the participants in Table 5.1.1 below before 

then describing the individual research relationships in some depth. 

 

5.1 Sampling 

Finding participants was via a convenience and snowballing process.  The sample size 

of 14 participants permitted in-depth investigation, which was appropriate given the 

ideographic nature of the research.  A purposive sample consisted of the following 

groups: (a) Male and female sportspeople with asthma (different severities) N=10; (b) 

Male and female retired sportspeople with late onset asthma (different severities) N=4. 

Participants all varied in how much they played sport and what sports (team & 

individual) they played.  Occasionally, asthma had dictated what type of sport they 

played, often influenced how much they played, had been a reason why they had played 

sport, and why they had stopped playing sport.  The severity (mild – severe) and type of 

asthma (EIB – brittle) also differed between individuals (see Table 5.1.1).  Participants 

lived in middle class areas, however standard of living varied between each participant.  

Some had even had to move locations geographically because of advice they had 

received from doctors.  Essentially, this research attempts to provide an in depth picture 

of those living with asthma, presenting individual accounts from 14 different stories 

with a range of different backgrounds and perspectives. 
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5.2 Blurring boundaries: Researching family members, friends and acquaintances 

As mentioned in the methodology chapter, there were relationships with some of the 

participants prior to the research; specifically two of the participants were/are family 

members.  There seems to be very limited literature outlining the risks involved in 

researching family members.  Garton and Copland (2010) have found that where prior 

relationships exist (e.g., colleague or friend), the researcher may find themselves involved 

in complex negotiations which reveal much about how the participant and interviewer 

view each other.  They suggest that prior relationships influenced interpretations of 

power, breeched interactional ‘norms’ of interviewing and both interviewer and 

interviewee worked hard to maintain the relevance of previous relationships.  Indeed, the 

closer the prior relationship, the harder the participants worked to reconcile their diverse 

identities (Garton & Copland, 2010).  As previously discussed in the methodology, 

therefore, it is likely that many researchers avoid such ventures because of the emotional 

and potentially exposing risks involved for the researcher (Irwin, 2006).  “To reveal what 

is usually hidden is to cross emotional borders in fieldwork accounts” (Blackman, 2007, 

p.701).  I share the views of Hochschild (1983) and Brackenridge (1999) who are among 

those who see emotional reflexivity as a resource rather than a methodological ‘problem’.  

As Oakley (1981, p.31) reminds us regarding all interviews: 
Interviewing is rather like a marriage: everybody knows what it is, an awful lot of people do it, and 
yet behind each closed door there is a world of secrets. 
 

It can be argued, therefore, that interviewing family members raises to consciousness 

some of the emotional elements of interviewing often left under-explored in the literature. 

 

5.3 First encounters: Betty, Peter, Brian, Eve, and Joanne 

The interview’s interpersonal relations are likely to vary over time and initially the early 

stages are structured around getting to know each other.  Whilst friendships can develop 

with some participants, in contrast, emotional distance can occur in cases where there 

have been prior relationships.  Whilst we do not know the extent of influence that self-

disclosure from the interviewer can have, we can be more sure that resistance from the 

interviewer to disclose information is likely to create a feeling of imbalance and increase 

the distance between conversers (Wenger, 2002).  These first encounters can highlight 

some discomforts, tensions, negotiations and also delights of interviewing with each 

participant.  In order to protect the identity of participants, names and places have been 

changed to preserve their privacy.  Participants were offered the chance to choose 
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pseudonyms, but as all declined to, I did so.  The following introductions aim to provide a 

more holistic view of how the research relationships developed as well as painting a more 

vivid portrait than the table 5.1.1 of demographic characteristics.  This allows for greater 

contextualisation of the research findings.  Methodological issues involved in interview-

based research are also in relation to each participant. 

 
Betty 

Betty is 31 years old and meets me at the train station.  She agreed to participate in the 

research through shared acquaintances.  She is a physiology lecturer and a marathon 

runner and takes a well-controlled approach to her health and fitness; evident in her small, 

fit and toned frame.  Originally from South Africa, she developed asthma whilst she was 

moving countries in her 20s.  She walks me to her house, which is round the corner.  

Even though I was invited to her house, it feels like quite a formal interaction because we 

sit at her dining table with her one side and me on the other.  In addition, Betty’s husband 

is in the room for most of the interview and her housemate, walking in halfway through, 

also interrupts us.  Her husband’s presence comes and goes in the interview when she 

asks her husband about the time when she is trying to remember how long ago it was 

when she was going through a difficult period with her asthma: 
I’m trying to work out when I was struggling with my asthma, wonder how long ago that was 
[asking husband who was sat on the sofa – he muffles inaudible] No, no, no, yeah it was when we 
were in the [place] […] probably about a year and a half or a year and a quarter ago um… but 
since then it’s been, it’s been much, much better controlled (Interview 1, 11/12/09, 442-447). 
 
These interruptions tended to disrupt the flow of the interviews, and we were not 

ever left in privacy, which meant that there was a certain distance.  In addition, because 

Betty knew I was doing a PhD, she assumed that she was telling me things that I already 

knew.  Here Betty says, “Well, as you know, it inhabits your, your breathing” (Interview 

1, 11/12/09, 373-374).  So I wondered how much else she did not say.  Upon reflection on 

this interview and interaction, I made future conscious efforts to say that I did not know 

much about certain types of asthma so that they would not potentially withhold 

information because they thought I might already know, and hence already know about 

their experiences.  Betty agreed to fill out a diary when she was competing for a 

marathon, however, she did not return the diary to me and it was difficult trying to meet 

up with her again.  She has consequently moved to South Africa and we have lost contact.  

Whilst I wanted to follow her running experiences, it was not possible because she was 

very busy with getting married and moving country.  This was something I found a little 
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frustrating but it was something I did ‘let go’ of as part of the course of doing qualitative 

research.  Not all participants have the time to engage in as much depth as you would like 

them to but I was grateful for Betty to sharing some of the ways in which she had learned 

how to listen to her body: 
B: I think it’s better for me in the long run if I listen to what, you know I know what my 

body’s saying rather than just following the, following the program. 
H: Can you tell me a bit more about how you listen to your body? 
B: Um, yeah, I’ve…. Well I’ve done endurance training for, […] 10 –ish years […] 18, 19, 

probably when I started doing longer running and I’m… 31 now […] in the beginning 
[…] it’s exciting and it’s new and, you just don’t really know what you’re doing, you run 
and then you have sore legs the next day […] over the 10 years, I’ve worked out how my 
body responds to different training and in terms of you know, whether it feels achy or 
sore and also how… the types of training that I respond to best in terms of… um, 
increases in fitness and increases in speed and strength. […] often, after training sessions, 
I work out how that feels, so I’ll now after I’ve done a hard session, I, I’ll kind of know 
how tired I expect to be […] I often judge from that whether I’ve worked hard or 
whether it’s been a successful session or not. Um, I often use that find of feedback or 
that kind of evaluation to work out, you know whether I need to push harder on the 
next session or ease off (Interview 1, 11/12/09, 171-191). 

 
Betty looks at things in terms of longer-term strategies and listens to what her body is 

telling her as opposed to following a program.  The way in which Betty had learned how 

to listen to her body through her running was something, which we discussed in more 

detail. 

 

Peter 

Peter is 60years old and is someone who I met at a conference.  He had been diagnosed 

with late onset asthma in his 40s, which had had an enormous impact on his life.  It had 

killed off his running, which was extremely disappointing for him.  He seemed to have 

been through a life changing experience and I was interested to know how he had come 

out the other end.  On the times when we meet, we hug warmly and I look up at his tall 

slim stature, which is smiling kindly back at me.  We go off on our stroll and whilst we 

chat about his experiences he shows me around his hometown.  Again, through learning 

from previous interviewing experiences, I ensured that I asked people to explain anything 

in more detail to try and encourage participants to be detailed in their responses and not 

assume that I know things.  The following conversation with Peter is an example of this: 
Peter: Oh well… it started off um… I’ve got a slightly unusual asthma… in that it’s er… I 

don’t know […] whether you’ve come across santa’s syndrome before? 
H: I don’t know if I have actually. 
P: Right, it’s a, there’s a small proportion, about 3 or 4% of people (Interview 1, 12/01/10, 

27-32). 
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With Peter, what I noticed was that he coughed a lot through the interviews.  Whilst he 

appeared very calm about it, his coughing seemed to be a constant embodied asthmatic 

reminder for me.  The presence of asthma was always there despite the way in which he 

described his body sounds: 
Not too aware of my own body sounds - apart from merely noticing the usual gurgles and 
embarrassing ones.  My wheezing is so much a part of my life I am mostly unaware of it.  I do 
notice my regular cough but it is so familiar, I hardly notice.  Bettina [pseudonym] tells me she 
knows where I am in the house or shops because of my distinctive cough though!  She describes it 
as my 'cat bell' (Email, 29/11/11).  

 
Indeed, Peter found that it was other people who found his asthma more alarming because 

of his coughing and wheezing.  This had an impact on his job as well: 
I had a project to discuss that people were becoming so alarmed that eventually had to fed back 
to them, so they wouldn’t see me wheezing any longer, because they’re frightened by my 
inability to speak without wheezing (Interview 1, 12/01/10, 117-120). 
 
Consequently, Peter had been forced to take early retirement and I was interested 

in the way that he had coped with these seemingly dramatic turning points in his life 

because he appeared to have a very calm aura.  He was also keen to share what he had 

learned through his experiences and considers himself to be a very lucky person, which is 

mentioned repeatedly through the interviews: 
I’ve been very lucky, I’ve been very, very lucky. Lucky in being… middle class in Glasgow. 
Er… not something that you can easily born into it. Um very lucky, being a bit of a geek, […] I 
wouldn’t have found for example, this asthma de-sensitisation trial, simply asking my local GP. 
Um… but by having access […] I found it very quickly… um that was a good thing to find. It’s a 
bit alarming that it’s not more widely known. So I’ve been very, very lucky (Interview 1, 
12/01/10, 838-845). 

 

 

Brian 

Brian is 70 years old and we met when I was volunteering at the Stroke group at the 

Health Centre of which he was a member.  One day in the Stroke group, he told me he 

had asthma and so I asked him whether he would like to talk about his experiences.  We 

walk from the Stroke group to the coffee shop and he insists that he buys me a drink as 

well.  We find a seat and I offer him some flapjacks that I made and he accepts.  Brian 

was someone I found difficult to interview because one minute it seemed like he was 

being awkward and the next minute he was disclosing personal and quite intimate details 

about his life. 
Helen: Um… okay so can you tell me a bit about yourself? 
Bob: You want full name and address or anything? 
H: [laughs] um… a bit about you. 
B: About me? [yeah] how far do you want me to go back? From when I was born? 



	  

	  

121 

H: Um as far as you like. 
B: Okay…. Um… my mother died of lung cancer due to passive smoking. She didn’t 

smoke, my father did. I was um… I was with her when she died. I had a brother, 10 years 
older than me.  He… as far as I’m aware, always had asthma and he had bronchitis as 
well and they were all in shock cos, sort of when the doctors’ it was suggested that my 
father moved south.  So he went from Edinburgh, the air in Scotland to Exeter in Devon. 
In 1933 or something like that and I was born down here.  So that’s, that’s it. Um… and I 
was born in 1937 and… basically health wise I’m… fine (Interview 1, 25/02/10, 8-22). 

 
It seemed as though Brian’s discomfort was because he felt that he was opening 

up to ‘interrogation’ (Schwalbe & Wolkomir, 2002) and his vulnerability was disguised 

through his reaction to such a threat which was to be initially resistant to disclosure.  

Reactions to such threats are more likely matters of self-presentational habit than of 

conscious strategy and Schwalbe and Wolkomir (2002) emphasise that what matters is 

the interviewer’s awareness of the threat potential, alertness for problems arising because 

of this threat, and ability to respond in a way that makes the interview successful.  This 

seemed to be the case for a few of my participants where they initially thought they might 

be ‘interrogated’. 

 

Brian’s ‘mentally tough’ attitude was situated in his own beliefs because he does 

“push myself. I mean I know I do… I always have done. There’s no reason for it but 

there we are” (Interview 1, 25/02/10, 469-470).  He goes on to talk about how he does 

not listen to his body: 
B: No, I never listened to it [his body] before. 
H: No… and you don’t listen to it now? 
B: Not really… I’m in control… mind over matter [yeah] which is my problem because… 

I push myself…. but I’m getting older now. 
H: When do you push yourself? 
B: When do I push myself? [yeah] when things occur I suppose, you know…. run for a ball 

now which… I can’t do, well I can do but… can’t run for a ball now and then I realise, 
come on. So… and in the gym now, I’ve now got a heart monitor [oh right] yeah 
pushing myself… higher than I should 

H: and you know you are because of your heart monitor? 
B: Yeah. I’ve now got a heart monitor with a beeper on it, so you can set it to a level so if 

you go above that level it beeps. 
H: Oh really… okay and how do you feel about using that? 
B: Alright…. No good worrying about things is it? [laughs] 
H: No, no… So…generally, you just deal with things…  
B: Yep (Interview 1, 25/02/10, 221-243). 

 

He did national service and was in the RAF for a few years and seems to have quite a 

tough outlook.  His view on stress perhaps provides insight into his mentally tough 

outlook on things: 
 B: what’s stress? The word stress wasn’t invented until about 1920 or something was it? 

[really?] 1930 or 1940. Misused. 
 H: What do you think about that? 
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 B: Much misused. 
 H: In what way? 
 B: Well, I, I think… pressure, is another word that’s used [Yeah] But I mean that… it’s 

like, if you’re working let’s say and you’ve got to produce 10 items an hour, otherwise 
you don’t get paid, [inaudible], that pressure or a stress to get it done. But they relate it to 
anything… Oh I’m under stress [Yeah] I mean stress isn’t, it’s normally…. If you’ve got 
a, a, car, you’ve got a car… and they drive it 300 miles an hour over a bumpy road… 
there could be if there’s any fracture in the, in the method etcetera, then it’s a stress 
fracture isn’t it [yeah] It’s that tremendous pressure just until it, before it breaks. Just 
before it breaks… is due to stress. 

 H: So that’s what you would think of as stress? 
 B: I don’t think people… they have pressure, there’s no 2 ways about that, but I don’t 

think it’s stress…. Oh I’ve had a stressful day and all that. It’s misused in my opinion. 
One of these student things… 

 H: [laughs] students? They don’t know what stress is? 
 B: Well, you’re not. You haven’t been in the real world yet have you? I mean that in 

the nicest possible way. 
 H: …. That’s interesting, I haven’t thought of that concept about stress before…. So you 

would describe stress as the breaking point. 
 B: Yeah (Interview 1, 25/02/10, 432-460). 
 

Aside from the way in which Brian compares the stress to the breakpoint in a 

machine, I also found his assumptions about me quite revealing.  I remember feeling 

offended by his assumptions about me because I am a student, and I appeared young; he 

seemed to assume that I had not “been in the real world yet” and so I “don’t know what 

stress is”.  I also then felt patronised when he “meant that in the nicest possible way” 

which was why I paused before answering him.  I found it useful to discuss the episode 

with my supervisor. 

 

Eve 

Another time I needed to debrief after an interview was after an interview with Eve.  Eve 

is 24 years old and we met when she was visiting the Health department.  We spent quite 

a while just chatting about each other.  She asked me quite a lot about myself and we 

seemed to get on quite well.  Eve had a lot of physical complications and it was asthma 

that had seemed to have the most impact on her career direction and her sport.  She had a 

strong desire to join the RAF and she: 
just wanted to get out and see the world and it just seemed like a really good way to get paid to 
play sport and everything else. Um [sighs] but as soon as I said I was asthmatic, they said I 
needed to be 4 years free of taking any medication for your asthma before we let you in. So at 
secondary school, I was like, right, I can do 4 years without my inhalers... but I couldn’t 
[laughs] (Interview 1, 21/04/10, 507-511). 
 
Instead, Eve became interested in medicine and was in the process of training to 

become a doctor.  Interestingly, her story had some parallels with that of Che Guevara 

(see footnote 20) who was also rejected by the Argentine army before becoming 
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interested in medicine and training to be a physician.  Eve’s asthma had “flared up” after 

she had been involved in a car crash.  I found listening to her describe the experiences of 

the car crash and her subsequent flashbacks disturbing. 
Helen: Sounds quite severe. 
Eve: Yeah I was knocked out. One of the girls in the car died. Um... one of the girls got a 

severe head injury, frontal lobes, [inaudible] in the frontal lobes... um... the other girl 
shattered her pelvis, broke into about 20 pieces I think.... and the driver... got 
whiplash.... the back wheel of the car fell off. […] we lost control and we just went 
veering across 2 lanes and apparently the car did like 180 spin and we smacked into the 
side of a tree... but we were going at at least 70 miles an hour on a dual carriage way... 
so the impact was quite... severe. 

H: Yeah sounds really severe (Interview 1, 21/04/10, 156-164). 
 
Without showing my disturbance (I hope), she carried on telling me about her flashbacks: 
 

E: it’s hard for me but it’s also hard for people I’m with because if I go into a flashback 
it’s like going back and I have like certain places and times […] being on the roadside, 
after I come round from being knocked out, being in A & E and having a chest reign 
fitted with no local anaesthetic and there are certain ones that I have like that are 
repetitive and because I’m there, I’m there flailing my arms around and goodness 
knows what and... like most people who I kind of socialise with know about it all and 
that, and know how to bring me out of it, but people that don’t […] You know, she’s a 
nutter, what the hells’ going on? And then they just have to wait for the flashback to 
burn itself out. And then... I know I’ve had a flashback because I’ve, it takes me a 
while to, you know, work out, you know, where am I? (Interview 1, 21/04/10, 686-697). 

 
I found this hard to listen to and whilst I (think I) maintained composure in the 

interview, afterwards, it seemed to trigger things that I was struggling with myself.  An 

extract from my reflective journal shows how ‘unresolved’ issues affected me: 
I couldn’t handle it all! I lost it after the interview and luckily Jaqui was there! Broke down totally! 
Said about stuff, drinking and feeling so bad about myself. How ashamed I feel! Cos I do – I’m so 
ashamed about my past! I hate it! She suggested that I take a break for a while. I’m finding it hard 
(22/04/10). 

 
It took me a while to recover before approaching Eve again.  At this juncture, I would like 

to refer the reader to the Confessional tales in appendix I:  When things get too much. 

 

Joanne 

Joanne lived in Cambridge and felt comfortable with emails and telephone interviews, 

which was fortunate and worked out well, because funding did not permit me any more 

expenses to travel for interviews.  Joanne’s daughter was the gateway to Joanne and 

because Joanne’s daughter was also doing a PhD, she seemed keen to contribute to the 

research.  The way in which our interactions developed through emails seemed to help 

with developing rapport. 

 
Dear Helen, 
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You are welcome to phone me about the asthma; we might need to agree a time and day when we are both 
free. Just to let you know, I'll be out of communication from Wed 2nd June to Tue 10th June. 
My phone number 01********* 
I was interested in your verbal change from tictacs to tactics! You probably didn't mean it but it's quite 
apposite! Tictacs really do help, and I don't think it's just psychosomatic! 
Best wishes, 
Joanne (Email, 11/05/10) 
 
Dear Joanne, 
Ha ha! Ah yes, tactics! Your tactics of using tictacs! 
That would be great if we could arrange a time and day that would suit both of us. How are you fixed for 
this week? Perhaps Thursday (after 11am) or Friday? Or next week if you prefer? 
Best wishes, 
Helen (Email, 11/05/10) 
 
We had quite a bit of email contact (12 emails between us from 20/04/10 – 26/05/10) 

before our telephone conversation and because of my ‘slip up’ about tic tacs, it was a 

good ‘ice-breaker’ to start with when we made contact over the telephone: 
Helen: What you were saying in your email was very interesting. So.... and it was funny getting 

the tictacs and tactics mixed up. 
Joanne: You see that was an interesting one actually, that did, you know it had never occurred to 

me [laughs] but it’s such an obvious one! 
H: Yeah [laughs] (Interview 1, 26/05/10, 136-140). 
 
The conversation flowed well after this.  I was initially concerned that she might 

be apprehensive about telling her story over the telephone, affecting the relationship 

developing between us but it did not seem to the case.  Joanne had been diagnosed with 

late onset asthma at the age of 45 and she thought that it was complicated by a lot of other 

things going on in her life, such as the death of her mother and menopause.  She said that 

she had “menopause, my mother’s death and this cough and breathlessness and feeling 

uncomfortable” which was why she was put on the inhaler (Interview 1, 26/05/10, 242-

243). With Joanne, it “all kind of happened at once” and she had a “really bad few 

years” (Interview 1, 26/05/10, 241). The death of her mother had a 
very, very big effect on me and I wouldn’t be surprised if the asthma was connected with, with 
that somehow. I don’t know how but it, it just feels that it was a time when I was very low… and 
very prone to get things (Interview 1, 26/05/10, 170-172). 
 

When Joanne was disclosing these insights and personal traumas, it felt difficult being on 

the end of a phone.  After the phone call, I remember thinking that I wish that we had 

been face-to-face.  As mentioned in the Methodology (chapter 4), this can be one of the 

disadvantages of telephone interviews.  However, this seemed to work for Joanne and 

who knows whether being face-to-face might have changed things.  She might have felt 

comfortable because the interview was over the telephone.  Indeed, the telephone 

interview may have provided her with the social space she needed.  We also carried on 
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our email communication which all worked well and she was happy to answer my 

questions with detailed responses.  She even said that “it feels a rather 'guilty pleasure' 

to be writing about myself in this way but you did ask for any information I had!” (Email, 

08/07/11). 

 

5.4 Work colleagues: Lucy, Nick, Matt, and Steven 

During my research study, I worked in a Health Centre in Devon where I met several of 

my participants.  I found that involving work colleagues the research as participants gave 

rise to dilemmas as a researcher, which I was willing to reflect upon.  I became aware that 

I was resistant to self-disclosure with these participants, which seemed to have an 

influence on the interactions.  I reflected on this and realised that it was because of the 

changing political tensions in the work environment.  I weighed up the dilemma between 

trying to be more open with the intention of developing ‘rapport’, with the maintaining of 

this distance, which other researchers whom I highlight in the methodology have done 

(e.g., Ellis, 2007).  I decided that because ‘surface acting’ feels inauthentic to me, and 

through the participant’s own sense of keeping a distance, I also maintained more 

distance with these participants than with others.  Similarly, Warren (2000) highlights 

that distance from a group under study can be somewhat more deliberate.  As mentioned 

in the methodology, Tillman-Healy (2003) provides reassurance about this, by explaining 

that it is not necessary to adopt the whole vision of friendship to benefit from the method.  

Nevertheless, the colleagues’ stories are represented, but it is important to recognise that 

there was some professional distance between some of us.  There is a shifting between an 

institutional/occupational interview frame to a ‘lifeworld’ frame where personal 

experiences are invoked and discussed (Goffman, 1974).  Therefore, this shifting may be 

difficult for some who assume that the “personal economy of action” (Goffman, 1961, 

p.38) in the work institution is severely prohibited and an invited interview exploring 

their ‘lifeworld’ might make them dramatically aware of the disparity between their 

personal and work lives. 

 

Lucy 

Lucy was a work colleague who I met in the office and over coffee one day she said that 

she would chat about her asthma with me.  Lucy is 22 years old and we were both settling 

into the area and the health centre.  We meet in a coffee shop and our first interview starts 
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as below because I think if I asked her about her to tell me about her life, I feared that she 

might have laughed and it would have been more challenging. 
Helen: Um, yeah so just tell me about your asthma 
Lucy: Well I haven’t used my inhaler for about a year but um, I got diagnosed with it when I 

was like... 8... yeah 8. Then I think I’ve probably had about 2 asthma attacks in my life. 
Um and to be honest it hasn’t really stopped me doing things, it’s just... one of those 
things that you have to deal with. I always sort of keep my inhaler on the side of the 
swimming pool... when I train but... like I hardly ever use it.  So... yeah that’s about it. 
There’s not really that much to tell [laughs] (Interview 1, 02/12/10, 8-14). 

 
Initially Lucy thought that “there’s not really that much to tell”.  However, as we dived 

into her swimming experiences she spoke in more detail about her breathing techniques, 

her ability to use imagery and self-talk as relaxation and motivational techniques. 
H: When you mention your breathing pattern, can you tell me a bit about that? 
L: Um basically, er when I swim, I breath every 3 strokes, so breath in and then like, 

[inaudible] breath out during the other strokes and then the, you still, you're lungs are 
empty again and so you need to breath in. That's my breathing pattern but some people 
do, sort of, explosive breathing where they breath in, hold their breath and then when they 
turn their head again, they like blow the air out really quick and breath back in again. Um, 
I find that makes me more out of breath and more, um, it's just really uncomfortable. Um, 
say if you, if I breath in and then slowly breath out, er, it helps me and sometimes like, 
if I'm racing, I have the same pattern, the same sort of pattern of breathing, but I do it 
every like 5 hand strokes, rather than 3. I think, if I had an explosive style of breathing, I 
wouldn't be able to do that type of stroke. I think it helps (Interview 1, 02/12/10, 52-63). 

 
Lucy was in the process of getting back into swimming because “since I moved here, I 

haven't really had time to get into it all again”.  Therefore, it was interesting to follow 

Lucy’s process back into swimming after some time out.  Our second meeting started like 

this: 
H: So how is everything then? 
L: Yeah fine. Nothing to report really (Interview 2, 08/06/10, 409-410). 
 
Lucy seemed to think that there was not a lot to talk about or “report”.  In these 

interviews, a lot of probes were needed to draw out more from Lucy.  When I asked her 

about her swimming it emerged that she had started swimming again: 
H: Mmm, yeah.... So we were talking about swimming earlier. Have you been doing 

anything? 
L: Yeah, I’ve started um, I started swimming. Um... cos I’m living in [place] now, so there’s 

a pool that’s really close to my house. So yeah, I’ve been going there like a couple of 
times a week, which is good. It gets a bit busy occasionally, so you have to pick the right 
time. But yeah, I do, I just do like half an hour, 40 minutes, depending on how busy it is. 
Obviously if it’s less busy, I’ll do more, stay in for an hour, or... the other day I went, and 
there was like, 20 people squeezed into a tiny little space so it’s just, I couldn’t be 
bothered. People getting in me way so yeah so I find that as soon as someone gets in my 
way, I get really like, oh my god.... so I have to get out, cos I can’t swim properly if 
there’s somebody in my way. Just... yeah, not good. 

H: yeah... why is that? 
L: Just because... this is gonna sound quite cocky [laughing] but I like to swim fast and I 

like to swim properly and the people that were in the pool at this one particular time, the 
sort of older people, older ladies that just like to you know go quite slow and um potter 
really and I felt like I couldn’t train properly and so there was no point in me being there. 
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I couldn’t swim properly, you know, I wasn’t completing lengths because people were 
just in the way and I was doing sort of half lengths. 

H: Yeah it stops you 
L: yeah, yeah just a waste of time (Interview 2, 08/06/10/ 432-451). 
 

Probes were needed more for some participants than others however these probes seemed 

to always be more beneficial to our interactions, the building of our relationship and to 

the research.  Both interviews with Lucy are shown as examples in appendix III. 

 

Nick 

Nick was also a colleague I met during a coffee morning at the health centre.  Nick is 36 

years old and it was when I started discussing my research that he told me he had asthma 

and offered to be a pilot interview for me.  His first view on asthma when I spoke to him 

‘informally’ about my research was that he didn’t “have to suffer with it, if you can 

manage it”.  He appeared to embody quite a strong, rebellious masculinity particularly 

through his practice of mixed martial arts (MMA).  Nick seemed to have had few 

problems with his asthma throughout his life, “it comes and goes”, until now.  At this 

time in his life, he “seemed to be growing right into it…  blooming at this stage” 

(Interview 1, 01/12/09, 355-356).  Nick seemed to bring quite a lot of ‘banter’ into the 

interview and it was sometimes my discomfort, which may have prevented or changed the 

flow of conversation.  Here my discomfort was heightened, and my status as a female 

researcher was brought to light as we might question as to whether he would raise this 

issue with a male researcher.  However, my reaction to his comments may have made him 

feel that he had disclosed too much to me, so I tried to reassure him by suggesting we 

meet up again. 
Nick: Maybe you should ask my wife… see if she thinks that… maybe impaired strenuous 

activity in the bedroom, I dunno…. I don’t think I would ever say that. Sorry, not tonight, 
I’ve got a bit of a tight chest… [pause 5 secs] I’ve definitely never said that. 

H: Er... [pause 3 secs] um, so, is there anything else that you would like to share? 
M: Um, no. 
H: Okay. 
M: I think I’ve shared more than I thought I was going to. 
H: [laughs] yeah thank you very much, and if you don’t mind, could we meet up again. 
M: [laughs] yeah, yeah, yeah, cool (Interview 1, 01/12/09, 563-571). 

 
Later, I gave Nick a diary for him to take away with him on his trip to Asia and he 

was happy to complete it.  I have utilised data from this in the analysis.  Nick’s change in 

environments was interesting to follow because he was travelling to a humid country and 

I wanted to find out how his relationship, his awareness to the environment changed.  

Nick also had two children who also had asthma and I asked him how he felt about it: 
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yeah sucks that really.  It’s sort of like thinking my shit genetics get passed on [laughs].  The 
idea of my 4½ year old, she rolls around and gets excited, so we start play fighting in the evening 
[…] it sets off her cough and I’m thinking, god, this just isn’t worth playing, […] I’m like, a 
physically active person.  It never really affected me like that (Interview 1, 01/12/09, 224-232). 

 

Nick seems to feel personally responsible for the passing on of his “shit genetics”.  

Such a genetic attribution, which is a cause heavily emphasised by biomedicine means 

that he feels individually to blame for his children getting asthma.  The guilt that he 

experiences is something else I followed up with Nick during our interactions. 

 

Steven 

Steven is 24 years old and I met Steven in the office and happened to ask him if he was 

asthmatic and he thought that “It’s quite funny cos… like when you said to me, you’re, are 

you asthmatic, and I was like, yeah I am. And I started thinking about all these things 

and it’s just, it’s always there” (Interview 1, 07/12/09, 251-253).  I got the sense that 

Steven was a little apprehensive about being ‘interviewed’ and constantly drew attention 

to our roles as interviewer and interviewee which made it challenging for me to ‘make the 

interview seem like a chat’. 
H: So, what sort of, do the doctor’s say? 
S: Oh, good question…. Um… [pause 3 secs]. I don’t really know to be honest. I can’t, I 

don’t think I can recall any particular incidences where I’ve been… I can always 
remember using that peak flow thing… and I mean that, I always measured very good on 
that compared to other asthmatics, because I was so athletic… um and that’s probably my 
only real memory of doctor’s and, and asthma… ‘Blow into my tube please’ [holding 
nose]. 

H: [laughs]. 
S: that’ll make you laugh when you’re transcribing. 
H: yeah [laughs]. So is there anything else that you remember in your encounters? (Interview 

1, 07/12/09, 301-308). 
 

At the end of the interview, Steven continued to joke: “If I think of anymore, I will 

poke you in the back” and I joked back, “Yeah, quickly get the recorder out” (Interview 1, 

07/12/09, 387-389).  At the end of the interview, Steven seemed relieved because when I 

thanked him, he replied, “That’s okay. It was relatively easy. I thought I’d be bombarded 

with questions” (Interview 1, 07/12/09, 392).  Evidently, it did indeed seem as though 

Steven had felt nervous about it; like he felt it was some kind of ‘test’.  By becoming 

aware of this, I could take steps to try and put him at ease and emphasise that the focus 

was about his experiences. 

 

Initially, what I found interesting with Steven was his attachment to his inhaler. 

He would: 
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go a whole game without needing it… I just, just something’s missing without it. So I’ve even 
gotten used to warming up with it in my hand. So, if I’m warming up without something in my 
hand, I feel strange. I went for a run yesterday and I went without my inhaler and as soon as I 
walked out the door, I just felt that something was wrong. So I had to go back and get it, it’s 
just, its, its like a habit at the moment, I think. I mean I haven’t been to a doctor for a long time… 
in relation to my asthma to work or whether I’m better or whether I need anything more. But I 
know that even if he said that I was okay, I would carry on and use it [laughs] I don’t know 
why (Interview 1, 07/12/09, 86-94). 

 
Despite him not really knowing why, I wondered whether there was a connection 

between his inhaler and his relationship to his parents, specifically to his mother, because 

he explained: 
I use my doctor’s back at home where my parents are and I just ring my Mummy and say can 
you put my prescription in for me, and she does and then I just go and pay for it (Interview 1, 
07/12/09, 266-267). 
 

His parents were always there on the side-lines when he was playing sport and he felt that 

his mother seemed quite attuned to how he experienced his asthma: 
S: I’ve even got videos of me when I was younger where my Mum’s recording me on the  

side-line and she’s obviously talking and you can hear what she’s saying cos she’s 
holding the camera and I’ve turned and I’ve got my hands on my shoulder like this and 
I’m, and I’m breathing and, and she’s saying to the camera, he’s not tired there he 
needs his inhaler. So she can see the difference well, really struggling to… whereas 
when, when I’m tired, cos you know when I’m tired, cos you know, there’s always times 
when I was absolutely knackered on the pitch anyway. It would be a different type of 
lack of breath as it were. It was funny cos she could always spot that and I could 
always tell the difference so… I could, I could always tell when I needed my inhaler and 
that was particularly horrible type of breathlessness […] (Interview 1, 07/12/09, 163-
172). 

 H: Would you mind if we had a look at that? 
S: Yeah, yeah, I’ll see if I can dig it out and um… you can actually hear her say, “Jack”  

[pseudonym], cos my Dad’s called Jack, “Jack, he definitely needs his inhaler, he needs 
his inhaler”. He says, “No he’s just run the length of the pitch”. “No you can tell his way 
of breathing”. Apparently, I used to put my hands on my chest on my sides… and 
breathe differently when I was having an asthma attack. Yeah I’ll try and dig that up 
(Interview 1, 07/12/09, 369-376). 

 
Unfortunately, he could not find the video, but the way he describes this video 

gave me a good visual image of the way in which his mother was involved and attuned to 

the way he experienced his asthma.  I wondered whether this was connected somehow to 

his attachment to his inhaler. 

 

Matt 

Matt is 24 years old and was also a work colleague from a health centre.  He also seemed 

apprehensive about being interviewed which seemed to be evident through his nervous 

laughter.  We met for coffee and got on very well quite quickly through a shared sense of 

not ‘fitting in’ to the health centre, which was a shared understanding through our 

laughter together in the interview. 
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Helen: Um, yeah can get you just tell me a bit about yourself first…? 
Matt: huh... errr what do you wanna know? [laughs] Iiii’m part time [student], part time 

[teaching assistant], so I’m basically I’m a [teacher] at a lower level and the [project] is 
my [project]. Um... I don’t know... [laughs]. 

H: Just a bit of background? 
M: Background [coughs] okay um... let’s see… I did, well I grew up and lived in the South 

West. Went to Uni in [north] did BA in [Health and the Community] [laughs] which is 
the worst sounding degree ever but it was basically [health studies] but they did 
[applied work] so it was called ‘in the community’. 

H: I did sports studies. 
M: Did you? It’s the best [sarcastic tone] 
H: Yeah [laughs] It’s the best yeah. 
M: I’ve got a B [whispering] A. 
H: [laughs] BA yeah. That’s alright. 
M: Everyone around here’s like, Yes...what’s your BSc in? 
H: Mine’s a BA yeah. I quite like having a BA, it’s different. 
M: Yeah! (Interview 1, 08/05/10, 8-24). 

 
For some participants it was difficult to talk about themselves.  This seemed to be 

the case for Matt because he did not seem to have a strong sense of self-worth and 

emotions seemed slightly difficult to engage with.  Here, I asked Matt how he felt about 

being bullied at school because of his asthma. 
H: yeah... how does that make you feel? 
M: Errr... well, most emotions tend to anger with me so, generally [laughing] angry. Yeah 

it’s like, this makes me feel uncomfortable, I’m angry [laughs] I’m dissapo--, no I’m 
angry [laughs]. 

H: yeah [laughs]. 
M: Yeah [laughs] Yeah generally get annoyed (Interview 1, 08/05/10, 293-298). 

 
Schwalbe and Wolkomir (2002) state that often men will readily express anger or 

pride, but not admit fear or sadness.  This appeared to be true for some of the male 

interviewees, for example with Matt, but this was not always the case and I also found 

that for some women it was equally difficult to engage with certain emotions, as 

deliberated later in the discussion chapter.  The end of this interview was quite funny and 

I started to learn (through first-hand experience) that it was when the interview was 

seemingly coming to an end that participants would feel more comfortable and suddenly 

talk about some very interesting stories.  This has been found in other research, which is 

why Schwalbe and Wolkomir (2002) stress the value of making notes after the interview.  

Matt seems to have a very poor and negative self-image and towards the end of the 

interview fortunately when, I draw on my own experiences of my sister having asthma, it 

seems to prompt Matt and leads to some interesting communication. 
M: I hate my lungs. I always say if I could get a lung transplant, transplant and a leg 

transplant [laughs] all will be well [laughs].... Yeah that’s my life story [laughs] 
H: Yeah thanks for sharing that. It’s really interesting. See... I remember my sister having 

her inhalers around and I used to nick them. I used to take them [laughs] 
M: Did you [laughs] I did have a friend at school who once took my inhalers and took it 

like 50 times 
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H: [laughs] 
M: In a lesson. In the end he was just like [shakes his body] yeah 
H: Shaking 
M: I used to be able to, oh you can kind of like smoke an inhaler 
H: Yeah you can, ohhh I remember that. Yeah [laughs] 
M: If you’re like that [demonstrates] and you blow it out the top. I used to do that a lot 

actually. Yeah [laughs] 
H: what with your friends or by yourself? 
M: Er... both? [laughs] 
H: Yeah, yeah [laughs] 
M: [Laughs] I’d forgotten about that. You can like spray it on your hand loads and-, aw all 

these little things coming back, it would like make it hard and frozen--, 
[both laughing] 

 On your hand and numb it completely [laughing] 
H: I remember that as well [laughs] 
M: But then it would smell all fishy afterwards 

[both laughing] 
 Ahhh yeahhhh. Right. I’m gonna get my inhalers out 

H: Yeah start smoking them [both laughing] (Interview 1, 08/05/10, 761-788). 
 

We seemed to get on genuinely very well which made interviewing easier and, 

commensurate with the ‘friendship as method’, whilst Matt laughed and felt some 

discomfort at times, he was also able to share some quite personal intimacies about what 

he had been through in his life.  I found this engaging. 

 

5.5 Prior friendships – Olena, Molly, and Ivor 

I had prior friendships with a couple of participants I involved in the research. Garton and 

Copland (2010) suggested that prior relationships influence interpretations of power, 

breech interactional ‘norms’ of interviewing and both interviewer/ee work hard to 

maintain relevance of previous relationships.  Indeed, the closer the prior relationship, the 

harder the participants worked to reconcile their diverse identities (Garton & Copland, 

2010).  Therefore, it is likely that many researchers avoid such ventures because of the 

emotional and potentially exposing risks involved for the researcher (Irwin, 2006).  I 

think, however, that the risks were worth taking because I perceived that our interviews 

involved a more genuine engagement with each other.  Hence, enhancing the 

trustworthiness of the data. 

 

Olena 

Olena was an acquaintance friend I knew from College.  Sport at College was our 

common ground and I vaguely remember her having trouble with her asthma so I got 

back in touch with her.  Olena is 23 years old and is “sports mad”. She particularly loves 

football and skiing and felt strongly about promoting the cause of asthma: 
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Ever since I was old enough I’ve been part of the asthma UK, which was the national asthma 
campaign so I’ve always been an asthma ambassador and did a lot of stuff and promoted it 
(Interview 1, 02/03/10, 538-540). 
 

I decide to go and stay with Olena in Scotland and she picks me up from the train station.  

We jump in her Ford fiesta and she drives me to her flat, showing me the history of the 

place on the way.  She is quite the proud patriotic Scot and knows a lot about the area.  

As we enter her flat, we are met with a floating chilli aroma; a cue for her to serve up 

dinner.  I am starving after such a long journey and eagerly accept a bowl-full as we both 

slouch on the sofa chomping away.  We have a quick game of guitar hero before settling 

down and starting our interview.  I start by asking her to fill in a diary I’ve brought with 

me: 
 O: I can fill that in for you [yeah] I can put all sorts in it 
 H: Yeah you can put anything you like in it. 
 O: Did you make it up? 
 H: Yeah, I did. Yeah, I can be very creative sometimes! 
 O: So I have to fill the whole thing [looking concerned] 
 H: No not at all. Well, you know, see how it goes. Anything you like. 
 O: Okay, okay (Interview 1, 02/03/10, 34-40). 
 
Olena was diagnosed when she was 3 years old, which she says is “the youngest age you 

can be diagnosed with asthma”.  When she was young she says that “it was really 

unusual” to have asthma at school and that “no-one had it”.  It was when Olena was 17 

or 18 years old that she “went to Canada skiing and got pneumonia in both lungs and 

since then… it’s been… a whirlwind”.  Later on, Olena tells me she has brittle asthma, 

which is also “unusual” and seems quite protective about the term being used loosely by 

other people “who say they’ve got brittle asthma but they don’t”. 
A lot of people use it as a label because then they can get sympathy out of it… I don’t tell people 
I have brittle asthma unless there are, like… I’ll only tell people I have brittle asthma unless I’m 
doing a talk about it.  I’ll tell them I’ve got brittle asthma because it’s really unusual but… talk 
to people just generally if I go to hospital. I’ll just be like… but I can be like that cos it’s a bit 
different. I’ll just normally say I’ve got asthma, it’s easier.  Like I say, it’s very unusual to have 
brittle asthma (Interview 1, 02/03/10, 1265-1270). 

 
She also seems to receive a lot of attention from doctors, one in particular who is 

“one of the top professors for it [asthma] in Scotland so he’s pretty good”. 
I remember my doctor being like, ‘oh you’re just a nightmare’. Cos he makes it a bit of a joke 
[…] he doesn’t see people on ward rounds, […] he came to see me and […] the nurses were like, 
‘oh you’re special cos you’re getting to see the prof’ and I’m like, ‘I know’, [laughs] […] he’d 
do things like eat my pudding [laughs] (Interview 1, 02/03/10, 795-800). 

 
Olena goes “in and out of hospital” (see Chapter 10.0) a lot seemingly out of her strong 

desire to play sport.  For example, “I started playing football [at university]… and… it 

must’ve been a really cold day or something cos I collapsed on the pitch” (Interview 1, 
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02/03/10, 248-249).  Her high regard for doctors means that it is only when “the doctor 

told me, said, if I keep doing this, I’m gonna kill myself” and so she “had to know my 

limits” (Interview 1, 02/03/10, 380-381; 222). 
So… took me a while to realise, but when he said that if I continued, the next asthma attack will 
kill me. I thought… ‘Right. Let’s just take stock and just… behave’.  So now I know… I just do 
what I feel able to do now.  Like if I feel able to run about, I’ll do it.  But I won’t do it to the 
point where like […]  I’m gonna die. I don’t do it to that level […] I  do it till I’m out of puff 
and then stop (Interview 1, 02/03/10, 223-228). 
 
Olena seems to describe her experiences as unique, unusual and seems to feel 

special from the attention she receives from the doctors.  On a debriefing session with my 

supervisor, it was brought to light that her story seemed to have parallels with Marcel 

Proust because of his similar perception of feeling special and unique, who also had 

asthma.  After going out for an evening together, I asked Olena if she could repeat a few 

of the stories she had told me, for the benefit of the recorder. 
H: and what were you saying about being in the pub? When you were drinking with your 

mates you were saying how you’re not disabled…? 
O: [laughs] no me and my mates and we were just chatting away and they were like, ‘Well 

you are partly disabled because of your chest, it stops you doing so much’ and I’m like, 
‘I’m not disabled, I’m not disabled. I can do anything you do, I just have to do it a 
different way’ and just walked straight into the disabled toilets [laughs] 

H: [laughs] 
O: Yeah and they’re like, ‘oh good one’ [laughs] (Interview 2, 03/03/10, 1244-1249) 
H: and what about when your friends were telling you that you shouldn’t be smoking? 
O: No, they just tell me I shouldn’t be doing it, but it’s not for them to tell me what I should 

and shouldn’t be doing. They just worry about my welfare. But it’s like… I don’t care 
what they think. I want to do what I’m not allowed to do. Well, not what you’re not 
allowed to do, what you’re not advised to do. It’s just… I don’t smoke a lot, it’s just when 
I get very drunk, which isn’t actually often. Probably maybe 6 cigarettes a year 
throughout, not even whole cigarettes, so it’s like… not a huge amount but then it’s… 
enough I guess. 

H: But you say it doesn’t affect you? 
O: It does. I feel it a lot afterwards, like I need to take my nebulisers. Just [inaudible]. Not 

proud of it, but it’s something that… happens. 
H: yeah 
O: Just… gotta live… I think [inaudible] expect it… not do it I think. I think they kind of 

expect you to kind of rebel against it. It, it’s almost like rebelling against having it isn’t 
it… because you don’t want to admit that you’re as ill as you actually are (Interview 
2, 03/03/10, 1272-1286). 

 
After spending the weekend with Olena, I left with her still enthused to 

participate.  However, she did not respond to any further requests from me via email or 

telephone.  I thought long and hard about why she might have retreated from the research.  

On reflection (see Confessional tales: When to let go), I wonder if I perhaps ‘spoiled’ 

things by pushing her to disclose this last bit of information for the benefit of the 

recorder.  Her comment about not being proud of her actions leads me to believe that she 

might have regretted opening up too much and what she had told me in the pub should 
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have stayed there.  Because of her role as an asthma ambassador, perhaps she might have 

also felt that her disclosures ‘discredited’ her (c.f. Goffmanesque notions of stigma, 

1963), despite my reassurances about confidentiality.  I feel remorseful about this, as it 

was not my intention to lose contact with her.  In addition, she did not complete the diary 

as far as I am aware. 

 
Molly 

Molly is 33years old and over the course of a year we were starting to build up a 

friendship because our children went to the same activity club.  Molly had never 

mentioned that she had asthma during the time that I knew her.  One day, we were in her 

kitchen having coffee and she mentions that she has an inhaler.  I’m intrigued and so she 

starts climbing up onto a chair and grabs a box down from on top of the cupboards where 

it has been stored.  She tells me that she had them around 5years ago.  She developed 

asthma after her 2nd pregnancy and said that “the doctor just said that strange things 

happened when you’re pregnant” (Interview 1, 01/06/10, 24-25).  Molly does not class 

herself as an asthmatic. She explains: 
It’s like a little label isn’t it [laughs]... I’m worried I might have dyslexia.  I don’t want to be 
asthmatic and dyslexic [laughs] […] I think asthma sometimes has that tell tale, […]  you’re 
obviously unhealthy. […]  No I don’t tell people I’m asthmatic, no. I just say, when I get hay 
fever, sometimes I have to take an inhaler [laughs] (Interview 1, 01/06/10, 129-134). 
 
Molly and I had some intimate disclosures to each other during our interviews.  

Whilst it has been suggested that self-disclosure by the interviewer can encourage the 

continuation of the exchange, my aim here was to ensure that she did not feel judged or 

‘abnormal’. 
Molly:  oh god this is all the serious stuff 
Helen: That’s alright 
M: Then I got an eating disorder... and then I was really quite poorly and had bulimia for a 

while lost lots of weight um... loads of weight... um... 
H: That’s alright. I’ve had that as well. 
M: Have you? Oh that’s good. 
H: It’s alright 
M: Yeah, I just, I just think... I don’t know… (Interview 1, 01/06/10, 333-340). 

 
The nature of our relationship meant that this greater familiarity led to an 

expectation from me to offer more disclosure and participation as the interviewer, which I 

sometimes felt comfortable to do.  There was a need to take care of both of our emotional 

needs, but through our ‘laminated’ (a term that is explained in the final section of this 

chapter) roles as interviewer and interviewee, our prior friendship was developing with 

these personal disclosures and a ‘sisterly bond’ started to develop between us.  In practice 
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it is difficult to know how much and what kind of disclosure is appropriate.  There is little 

literature on the impact of interviewer self-disclosure on the interview process or on the 

interviewee.  Rather than adopting an abstract commitment to self-disclosure I negotiated 

when, how much and with whom (Reinharz & Chase, 2002).  Throughout the duration of 

the research, some of Molly’s and my mutual disclosures were of quite an intimate 

nature.  For example: 
M: I blame Trevor for um, coming back. He used to say to me, who’s gonna want you? 

You’ll just be left on the shelf you will. 
H: Me too. I had that. Bastard. 
M: Did you? Yeah. Who’s gonna want you? 
H: Yeah exactly. 
M: I used to have the ‘damaged goods’. 
H: Yeah exactly, you’ve got a child now so it’s gonna be difficult for someone to ever want 

you. 
M: And left on the shelf. You’re useless. Do you know what? It’s just like, I don’t even 

know, I must’ve been really strong just get all my confidence back again. I was 
destroyed. I was destroyed. I was the most confident... person, I am probably back then 
how I am now even now, I still go [sssss] ooo, do that and my... I’m having a bit of... 

H: every now and then your self-esteem goes…? 
M: yeah, but I never used to be like that. […] I didn’t give a shit what people think about me. 

I’m Molly, if people don’t like me, then don’t be my friend you know? But now I’d be 
huh, ‘oh I wonder what they’re thinking about me’ and I never used to be like that. I 
never used to give a shit. 

H: Yeah 
M: Yeah... Lets have a gin [laughs] 
H: yeah [both laughing] (Interview 1, 531-550). 

 
Here, the decision to make such disclosures on my part was based on the norms and 

behaviours of our prior and growing relationship and aimed at building on our 

relationship and not unduly distorting behaviour.  Similarly to Rapley (2007), my self-

disclosure was not an attempt to encourage participant disclosure, although this was often 

the outcome, it was more aimed at ensuring participant comfort.  Nonetheless, I found 

this relationship more difficult than I expected and in appendix I is a short Confessional 

Tale called Creating Chaos. 

 

Ivor 

I met Ivor through a mutual friend and when the research started we had been ‘friendly 

acquaintances’ for about a year.  At the beginning of the research, Ivor was 47yrs old.  He 

is a tall and intelligent man who used to be a headmaster, but he had a car crash which 

changed his life significantly.  I am particularly wary of the ‘researcher effect’ with Ivor 

as his asthma and his life is complicated by his neck pain and his mental illness.  He tells 

everyone he introduces me to that I am doing a PhD on him, which always makes me feel 

uncomfortable.  He is quite ‘quirky’ and I think he has a view of himself as quite 
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‘extraordinary’.  Ivor developed ‘late onset asthma’ which seems to coincide with his 

accident and so this trauma was something we explored in terms of a ‘triggering off’ of 

his asthma.  Our first interview took place in a pub where he seemed constantly distracted 

by the waitress and it seemed that he was trying to shock me by saying outrageous things 

during this first initial encounter.  I felt that he was reluctant and resistant to the whole 

process despite expressing a great deal of enthusiasm beforehand.  The interview started 

with difficulty and seemed to be a struggle for control. 
Helen: So tell me a bit about yourself 
Ivor: Who I was or who I am? 
H: [Laughs] Are you going to make this as difficult as possible for me? 
I: No, I just want to understand the question. 
H: Oh okay, well tell me a bit about you, if that incorporates who you were, a bit of 

background would be good 
I: Me. A bit of background about me (Interview 1, 23/12/09, 8-14). 

 
I think I may have also anticipated that he might be difficult because my response 

was also quite defensive.  Nonetheless, throughout the interview he finished his answers 

abruptly with “Any further questions?” or  “Next question!” constantly raising and 

ensuring an awareness of our interview context. 
I: I’ve just hit my nose… with the Guiness glass…. Do other people take it more seriously?  

These interviews? 
H: I think you’re taking it seriously enough. 
I: That’s alright, I was just worried about the Guiness glass on nose bit. 
H: Oh no that’s alright (Interview 1, 23/12/09, 623-628). 
 
I found this the most challenging interview and there seemed to be a lot of 

interactional ‘game play’.  It was full of tensions of control and strong needs to remind 

both of us of our previous relationship prior to the interview.  I was already aware of how 

Ivor might perceive the situation and my role as a researcher despite his casual approach, 

which was why I dressed ‘down’.  He comments on my appearance and ‘status’: 
I: I hope you don’t shrink anymore. 
H: No, no I won’t. 
I: But obviously as I dream of you daily, I’d imagined you bigger and obviously the more 

I dreamed of you the bigger you got…. That’s why they put statues on pedestals 
because you have to look up. 

H: and then you see me in real life and I’m more humble than ever. 
I: Mmm, like some little old lady. Walking into the pub with her microphone. Hello… may 

I talk to you? (Interview 1, 23/12/09, 1185-1192). 
 
 Whilst these comments might have been in jest, it still alerted me to the possibility 

of him having a high (too high) opinion of me.  I feel this extract captures the way in 

which he may have found my position as interviewer threatening.  He was also defensive 

about his feelings, which Schwalbe and Wolkomir (2002) warn interviewers about; an 

awareness of interviews being a threat to the masculine self.  Therefore, when I asked him 
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about his feelings (perhaps too directly and too early on) he initially found the probe 

difficult. 
H: how did you feel about that? 
I: Er, yeah--. How did I feel? You sound like an interviewer. Just, somebody’s just blown 

up, how do you feel? (Interview 1, 23/12/09, 802-804). 
 
There was quite a lot of sarcasm going on in the interview and it was sometimes 

hard to keep up with his trail of thought.  He changed topic a lot when (I think) he was 

feeling uncomfortable and he also requested to stop for breaks when he was experiencing 

pain.  For example: 
I: it’s easier to deal with pain than when you’re on your own and…., and down… Next 

question! 
H: So how do you cope with pain? 
I: Do you want a song now or shall I? [pause 2 secs] Shall we break into small song?  
H: A song? 
I: No… I, no, I’ve had all sorts of amazing help with pain management (Interview 1,  

23/12/09, 127-132). 
 

With Ivor, we had a very emotional and rollercoaster experience talking about his 

past and there were times when I was worried about the impact this was having on him. 
I: Talking about this… I’ve always been able to talk…but talking about this is making 

me sad. 
H: Is it? 
I: Yep. Cos it’s sort of… triggering… memories of what I used to be able to do and I used 

to have real problems with… the fact that I wouldn’t be able to do the things I used to be 
able to do. But what I need to focus on the fact that I can still do other things (Interview 
1, 23/12/09, 503-509). 

 
He seemed to be able to look at the future positively, which was reassuring and I was also 

aware that he had a therapist and ‘well-being helper’.  However, from a research point of 

view and as a growing friend, he worried me in the next extract. 
Maybe I need to set myself a challenge between now and the next time we meet, of doing more 
things cardiovascular like challenge and see how far I can push myself without killing myself. If 
[…] for the benefit of the tape, I don’t make the 2nd interview, you’ll know it’s cos I’ve died 
trying. Okay? I want that put in the thing I would like an RIP thing put at the start of the PhD 
thesis please (Interview 1, 23/12/09, 665-670). 

 
It seemed as though Ivor appeared to feel the need to prove himself (or his masculinity) 

through a sporting challenge. 
I intend to run a marathon at some point, having run a half marathon… um… but I only want to 
do it for a reason… and also I am going to walk across the Pyrenees from one side to the other. I 
haven’t worked out what the effect altitude will have on… asthma and neck pain and [inaudible] 
yet but weeeell, I expect I’ll find out when I do it. Nothing will stop me… I’ll just have to do it a 
bit slower… lying down… first one to crawl across the Pyrenees… but who knows, this 
operation that I’m going to have might solve everything or it might kill me, who knows 
(Interview 1, 23/12/09, 303-310). 
 



	  

	  

138 

After this interview, I was starting to wonder how working with Ivor was going to work 

as I found it particularly emotionally exhausting and I was starting to feel somewhat 

responsible for what he might do.  However, at the next interview, he seemed a lot more 

relaxed.  During our interviewing process, he did participate in a triathlon and I am not 

sure how much the research interest was to do with his decision.  Therefore, I maintained 

an interest, but made sure that I did not ‘over-indulge’ his new pursuits.  He also 

underwent his second operation on his brain, which was another attempt to relieve his 

neck pain.  This was also something that I found difficult.  I found it difficult because he 

was becoming more of a friend and I worried that something might happen to him.  

During one of our interviews he talks about his fear of the operation about it not working 

and/or turning into a vegetable.  I had read much about chronic back pain in the research 

and did not want him to be filled with ‘false hope’ in case it did not work.  It was painful 

to see him go through the operation.  After his operation, he sent me pictures of his neck 

stitched up, which made me cringe and he showed me the box in his abdomen which 

sends electronic waves into his brain aimed to ease his neck pain.  He grabs my hand and 

gets me to touch it.  I feel that he is different in someway, he has a machine inside him; 

he is more of a cyborg and feels less human.  Then I feel deep sympathy for him and 

when I leave I get upset.  It is still painful to see him pick up the remote and fiddle about 

with the control in an attempt to ease his neck pain, knowing that he has a small 

mechanical box inside him.  It’s like he’s been tricked into thinking that this will ‘fix’ 

him and his body’s been invaded by technology.  But I do not tell him this or express any 

of this because I cannot tell him and risk crushing his hope (see Confessional tale in 

appendix I: I cannot save him). 

 

So the first encounter was a real struggle and also very disjointed whereby the 

new researcher-participant relationship was a challenge for both of us, perhaps because it 

disrupted pre-existing power balances, which seemed to have initially threatened Ivor.  

Perhaps he tested me because he needed to know that his valued masculine self was not 

going to be threatened.  Nonetheless, consequent interviews were far more relaxed and he 

started to really open up and there was not such a ‘game play’; our relationship grew 

organically with me being further accepted into his life and his family.  Instead of a 

battle, I think our interactions became more of a dance where he felt able to share his 

feelings and experiences.  This new researcher-participant relationship is discussed in the 

next section in terms of Goffman’s (1974) concept of lamination. 
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5.6 Family relationships – Esta and ‘Granny’ Jane 

As discussed above in relation to prior relationships, many would avoid including family 

members in the research.  To understand these family interactions, Goffman’s (1974) 

concept of lamination is apposite whereby roles of interviewer and interviewee become 

laminated onto existing relationships.  Laminations are ‘layers’ between the act and the 

literal act that it refers to and the notion of meta-communication might be useful; the 

context of the interaction.  The changing roles means a layering/’lamination’ and so we 

both work hard to maintain previous identifications to the role if it is meaningful and 

important to us (Goffman, 1974).  By adding to our existing roles as granddaughter and 

grandmother, we have to work hard to maintain the relevance of previous relationship in 

the on-going relationship.  There is an overlapping of ‘framings’ and a deepening of 

layers in the relationships.  In Goffman’s (1974) concept of ‘changes in footing’ these 

negotiations reveal much about how the participants see themselves and each other; such 

revelations would not be possible in many ways without the prior history that interviewer 

and interviewee share. 

 

When interviewing family members, aspects of changes in frame and footing and 

lamination within frames tended to be more extreme as we both work harder to reconcile 

our diverse identities.  The laminating of both being an interviewee and being Granny 

seemed effortless for her, but there is much negotiation work going on to maintain the 

existence of pre-existing roles.  Through the moments of dialogue, it seems that Granny’s 

perceived role as a caring grandmother is something Granny wants to keeping ‘showing’ 

throughout the interviews as a favoured ‘presentation of self’ (Goffman, 1974) (see 

Confessional tale in aapendix II: Preferred sense of selves).  Alternatively, my relatively 

powerful role as an interviewer could be considered to threaten the existing power 

dynamic between my older family member and me (see Confessional tales: Restoring the 

balance). 

 
‘Granny’ Jane 

Granny Jane is 89 years of age and lives independently in a bungalow in the South West. 

I have met Granny Jane at her home doing face-to-face informal interviews and also 

gathered data via telephone calls, emails, text messages and facebook chats.  We are in 
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the lounge sipping wine together after dinner... and we start our interview.  Granny Jane 

seemed to love being interviewed. 
Helen: Um… okay so can you tell me a bit about your life? 
Gran J: My life? Oh well, yes I can (Interview 1, 29/01/10, 8-9). 
 
During the interviews, she was concerned about “jumping about aren’t I” 

(Interview 1, 29/01/10, 106) and not telling her story in a linear way, however as Denzin 

(2001) argues, in postmodern interviews, storied sequences do not necessarily follow in 

progression.  Additionally, Granny Jane expressed that, not many “people would know” 

(Interview 2, 13/03/10, 2226) what she had told me because there was “nobody around 

anymore” which made me feel the need to share and document these valuable stories.  It 

felt like she was giving me a gift to treasure (Ezzy, 2010).  Granny Jane also expressed 

worries about not knowing “if I’m babbling on, but I’m just trying to remember all what 

happened” (Interview 1, 29/01/10, 166-167).  She conveyed concern about how 

interesting her story was whilst also expressing a concern for my well being as her 

granddaughter.  Relational attachment was always present and arose intermittently 

between us during the interview.  During the interview, Granny Jane changed the footing 

of the interview by slipping into her caring role as a grandparent. 

 

Here are some moments of dialogue, which highlight the changes and 

‘disruptions’ to the flow of the interview which explicitly reminded both of us that we 

were in an interview situation.  Whilst Granny Jane may have been bringing forth her 

caring role, for me, it consciously reminded me of my ‘professional’ research role and I 

would feel anxious about presenting myself as an active listener as all ‘good researchers’ 

should. 
G: Eh? Mmm, they’ve got that, they live above it now… You look tired, you do really. 
H: I’m really listening Granny… and interested. 
G: Yeah I know you’re trying to listen, I can tell, but I also know you’re fighting going to 

sleep. 
H: I’m not Granny [laughs] 
G: Um, I’m afraid we’ve got to finish it really tonight [laughs]. 
H: [Laughs] I’m not fighting, I’m fine, I’ve just relaxed. I’m just listening. 
G: What’s the time? 
H: Well, we could always do a bit tomorrow morning. 
G: Eh? 
H: We can always do a bit tomorrow morning. 
G: Yeah if you get up! 
H: Yeah [laughs] yeah. 
G: [laughs] 
H: I am awake. I’m listening to every word you say. 
G: Well, it’s being recorded. 
H: Yeah [laughs] but I’m still listening. Honestly, [laughs] I’m listening. 
G: [laughs] yeah, yeah um, but um that was quite a thing really at the time (Interview 1,  
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29/01/10, 807-825). 
 

During the research, I found myself feeling some form of validation through 

recognising similarities between Granny Jane and me. Specifically, when Granny Jane is 

talking about ‘the old days’ and what they ‘used to get up to’. 
G: Go for a meal or something... Go to a nightclub. They used to have one in um Prince 

Street, called the Havana. It was a right dive really [laughs] 
H:  [laughs] So how much did you go out then afterwards, after your shows? 
G: Oh every night. 
H: Every night 

 G: Mmm and we had to be back on the stage ready to rehearse at 10 o’clock. 
H: the next day. 
G: yes 
H: So what time did you get to bed? 
G: Well not very um... early. I mean, sometimes it was 

3 o’clock, sometimes 4 or later, but not very often later. It 
was usually about 3 […] And we would come creeping in 
where we had to be… well you always went out after the show you 
see. 

H: Were you allowed to drink when you were out? 
G: Well I did do yes, but I don’t know about whether--, I mean, nobody stopped us. I had 

gin and tonics in those days 
H: Did you? 
G: [laughs] yes [Coughs] and cigarettes. I’m not a very good girl, really (Interview 1,  

13/03/10, 2189-2201) 
 

I sense Granny Jane reminiscing many times and trailing off into thought when 

she’s telling me these stories.  There are many silences and when Granny Jane speaks 

about Grandpa’s experiences, unsurprisingly this often evokes emotions and triggers 

memories of Grandpa in me.  Grandpa died when I was 3years old and so these stories 

also painted pictures of who he was as well.  During our chats, I say to Granny Jane how 

“I remember when you moved here and I remember... I’ve got memories of Grandpa 

here”. 

 “Oh yes, in fact, I fact I’ve got pictures that you’ve drawn for him” she replies. 

“Really?” I ask. 

“Yeah, yes I have” she repeats. 

“Aw, I’d like to see them” I suggest. 

“Yes, well you can.  I know where one is anyway, definitely.  Mmmm…. Oh yes, 

you drew him pictures and your brother drew pictures for him…” 

I watch her drift into some place deep in her memories for a few moments… until 

she says “um… I’ve your pictures here. Amazing. I must find them for you and let you see 

them”. 

“Mmm, yeah I’d like that” I reply. 

Ah, now I know where 
I get it from!	  
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Additionally, outside the interview context, (see appendix I: Preferred sense of 

selves) one sunny afternoon, Granny Jane and I were having lunch overlooking the quay 

and my Granny Jane says to me: 
You know, you are just like your Daddy. That is just how Daddy would have dealt with that 
situation. He would’ve complained just as you did... not in a nasty way, but very pragmatically, 
you know... with a smile. 

 
I feel warmth and reassured by Granny Jane’s observations about me.  As Ellis 

and Bochner (2001) argue, through introspective emotional self-awareness, researchers 

can develop a more open and attentive interviewing practice in which the interview is 

framed more of a communion rather than a conquest (Ezzy, 2010).  The research process 

opened up new reflections about each of us.  Not only was I learning about Granny Jane’s 

life, but she was also giving me a reflection on myself.  The focus on Granny Jane’s 

asthma was about questioning whether ‘late onset’ was actually ‘late diagnosis’ and about 

how she listened to her body.  

 

Esta 

Esta is another family member I interviewed for the research.  This was much more 

difficult than I had anticipated and, as discussed in Chapter 10, if I was to change 

something about the way in which I approached the research, I would have taken more 

time with considering the ethical implications of including certain family members.  

Nonetheless, valuable lessons can be learned from taking such risks.  The interview 

started with many tensions preventing a flow of interaction. 
Helen: Um… okay so can you tell me a bit about yourself… please? 
Esta: A bit about myself? What is it that you’d like to know? 
H: Just about who you are? 
E: Um… I dunno really [laughs] 
H: [laughs] 
E: Helen I’m not gonna sit here and like…  
H: okay… 
E: I, I’m not gonna be, I’m not gonna sit here on this side… being like counselled. 
H: It’s not, I’m just asking. I’m just trying to find out… 
E: Yeah but who’s, who’s… 
H: Well, who is…? Tell me about you? 
E: Well, someone who sits and drinks wine… there you go. 
H: Oh god… okay… um… [sighs]. 
E: I mean, what did you ask, what did you say to Granny Jane? 
H: I just said, tell me about your life. 
E: what did she say? 
H: well, she just started telling me about her life. 
E: Right okay. Well I’m Esta, I’m 32, I live in Dorset [laughs] 
H: okay, okay 
E: that’s about it really [laughs] 
H: Alright then… [laughs] Um… I’m gonna stop this (Interview 1, 29/01/10, 8-32). 
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The first encounter was incredibly hard and challenging and I questioned whether to 

include this at all, but we tried again after we had established what she had expected from 

the interview. 
E: when you were coming to interview me. I thought you would be asking me more specific 

questions. 
H: Oh alright then. Okay so um… did you go riding today? 
E: No I didn’t go riding today 
H: Good [laughs]. 
E: [laughs] No I didn’t go riding today cos I’ve done my shoulder in 
H: Oh right… how did you do that? 
E: horse riding. Not horse riding. Um… but it dislocates, you know, my shoulder sometimes, 

so I did that. I dislocated it on Tuesday so I’m not riding today. It’s not very good  
H: It’s not very good? 
E: No 
H: How did you get into horse riding? (Interview 1, 29/01/10, 30-44). 
 
After asking ‘specific questions’ to then easing in to more ‘open’ (How did 

you…?) questions, the interaction started to flow better and we had a good chat about her 

asthma experiences.  However, we decided against further ‘formal’ follow-up interviews 

and I was aware of the need to be‘Restoring the Balance’ during this research (appendix 

I).  Only brief encounters (e.g., a telephone interview) served to contribute further to the 

research which I made notes from.  The focus of Esta’s asthma experiences was on her 

slow acceptance of having asthma, the significant disruption to her sleeping patterns and 

how it served to contest her horse riding identity and prevented her from doing other 

sporting activities. 

 

5.7. Concluding thoughts 

I have introduced you, the reader, to the participants and hope to have given you insight 

into the different ways these relationships started.  Additionally, I have referred the reader 

to the Confessional Tales in appendix I which serve to offer a continuity of how these 

relationships develop.  At times, I felt that as part of some of the friendship circles, I had 

the potential to affect participants’ lives more than a stranger might have.  Indeed, as Ellis 

(2007) and Tillmann-Healy (2003) note, on-going and overlapping relationships in the 

research may make loyalties, confidences, and awareness contexts much more difficult 

for all to negotiate.  Friendship as method also demands that the researcher engages in 

sustained reflexivity and self-scrutiny where we flow between “studying them to studying 

us” (Tillmann-Healy, 2003, p.735).  It is important to note that friendship as method is 

not meant to be a program or a guise strategically aimed at gaining further ‘access’, but it 

is a level of investment where researcher and friendship roles should weave together, 
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expand and deepen the other (Ellis, 2007), commensurate with the approach of 

interviewer as ‘traveller’. 

 

Self-awareness and deliberate self-reflection on the part of the researcher open up 

the research process for the reader as well as the participants.  I argue that the complexity 

and negotiation of roles and different voices added multi-layered texture and richness to 

the interview experiences and added emotional depth.  There were many considerations 

and negotiations that involved reciprocity, boundaries, emotional work, and loyalties, but 

Tillman-Healy (2003) argues that whilst one can adhere to such ethics of friendship, there 

is no need to adopt the whole vision in order to benefit from friendship as method.  For 

some participants, without a prior history that we both shared, such revelations would not 

be possible, and with other participants such relationships may not have developed 

without such an approach.  Whilst details of these first encounters are aimed at providing 

the reader with an insight into our researcher-participant relationship, additionally, these 

encounters were also the start of grounding the links between the emerging data and 

theory. 
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Analysis part I: Ideal types and lingering embodiment 

 

The first part of the analysis is divided into three chapters: Conformers, Contesters, and 

Creators. The detailed group typology includes aspects within participants’ lived 

biographical narratives and discusses the implications of these narratives for their medical 

and sporting lives and senses of self. I draw upon Frank (1995) and Weber (1904/1940) in 

combination with Goffman’s identity work conceptual framework in order to highlight 

individual stories of embodiment, socialisation of the body, self- and other- relations, and 

how sportspeople sometimes accepted, contested, negotiated and (in some cases) created 

a new their sense of self in relation to their sporting and asthma identities through 

embodied and sensual experiences of their asthma. 

 

Each ideal type is discussed thematically: Narrative affinities, Mind-body self 

relations, Medico-scientific faith, Self-environmental associations, and Sport and 

spatiality.  Whilst each ideal type is discussed thematically, it is important to note that the 

ideal types are inductively constructed from participants’ data.  This typology also 

provides a more detailed understanding of how sportspeople ‘worked out’ their identity 

than does the work of Adams et al. (1997) who only typified their participants as 

deniers/distancers, accepters and pragmatists based on the social identity of asthma and 

patterns, perceptions of medication.  Therefore, the current work adds an original 

dimension by focusing on sportspeople and how a valued athletic identity might be 

threatened by an asthma identity, which might have implications for how they perceive 

and manage their medication.  The typology that I discuss below suggests that identities 

of asthmatics are much more complex, fluid and shifting than previous literature suggests, 

and adds detailed embodied narratives through an understanding of body-self relations, 

spaciality, temporality and perceptions about the medical profession specifically derived 

from sportspeople.  In addition, severity of asthma, age of diagnosis, life experiences, 

parental influence and gender are acknowledged as potential influencial factors. 
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6.0 The Conformers 

 

Conformers are those who appear to be able to strive for a restored state of health, 

commensurate with what Frank (1995) refers to as the ‘restitution narrative’.  Those 

identified as Conformers appear to be managing asthma.  Jane, Steven, Esta and Brian 

predominantly fall into the Conformer type more often than do other participants.  They 

seem to be more likely to take their inhalers because they find that these work in terms of 

being beneficial to breathing.  Whilst Conformers accept the consequences of conforming 

to medication regimes, they have not (had to) necessarily integrated asthma identity into 

their sense of self.  They are able to distance asthma from their sense of self because 

inhalers appear to act as ‘quick fixes’ for Conformers.  Sportspeople with asthma who are 

termed Conformers appear to be more ‘in control’ of their asthma and continue to 

maintain control and predictability with their asthma, all of which has affinities with 

Frank’s (1995) disciplined body.  However, divergences from this ideal type, by 

participants, are context-dependant, as discussed below.  As noted previously, the 

typology is provided as a heuristic device and participants do not fit neatly into set 

categories all of the time.  For example, Jane sometimes demonstrates a shifting from 

‘Conformer’ to ‘Creator’ particularly evident in her meaningful associations with the 

environment.  Additionally, Esta and Brian’s experiences appear to demonstrate a 

transitional shift from previously being more of a ‘Contester’ to now being more of a 

‘Conformer’, but depending on the context there is often a shift between the two.  I now 

proceed to consider the narratives that Conformers typically tell. 

 

6.1 Narrative affinities 

 

Restitution narratives 

Frank (1995) uses the term ‘remission society’ to describe people who are effectively 

well but can never be considered cured of a particular disorder.  Indeed, those with non-

severe forms of asthma are similarly effectively ‘well’ for a good deal of the time, but 

never considered cured either.  Furthermore, as mentioned in the theoretical chapter,  

Frank (1995) uses the term ‘remission society’ to describe the way people do return to 

health, but their state of health has to be periodically renewed.  The plot of the restitution 

narrative is: “Yesterday I was healthy, today I’m sick, but tomorrow I’ll be healthy again” 

(Frank, 1995, p. 77), and sportspeople with asthma who are termed Conformers appear to 
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be able to constantly strive for this restored state of health, including via use of their 

inhaler.  For example, to control her asthma Esta takes a steroid inhaler: 
One in the morning and one in the evening and that seems to work. […] I have my blue um… 
blue relief inhaler which I take as and when I need it (Esta, Interview 1, 29/01/10, 187-189). 
 

Similarly, Steven has always taken his inhalers and medication.  He was diagnosed when 

he was 3 or 4years old and says that he 
used to struggle quite a lot with it and obviously used to take the steroid inhalers and stuff to 
make it better […] changed now as I’ve got older, […] the blue inhalers are still there everywhere 
I go [laughs] (Steven, Interview 1, 07/12/09, 195-198). 
 

During times of struggle with his asthma, Steven takes an inhaler, which resolves his 

asthma and ‘makes it better’, therefore restoring his state of health and confirming his 

identity as a Conformer.  Constantly renewing his ‘healthiness’ has become normal for 

Steven, so that taking his inhaler has just 
become just a part of my routine now… so every time I get ready for a, the game, it’s like boots, 
shin pads, inhaler, towel, like it’s just part of my kit, and like even now to the extent where 
sometimes, I will go a whole game without needing it… I just, just something’s missing without 
it (Interview 1, 07/12/09, 84-87). 

 
Esta also relies on her inhalers, and says that asthma has “woken me up in the night where 

I haven’t been able to breathe but ... I just take my inhalers and it’s alright” (Interview 1, 

29/01/10, 195-197).  She says she feels “panicky […] not very nice” (Interview 1, 

29/01/10, 199) because “your chest just doesn’t get, bring in the air in… so… um… it’s a 

bit scary… but then you take your blue inhaler and it’s alright” (Interview 1, 29/10/10, 

200-201).  Furthermore, “if it’s bad or I can’t breathe I take my inhalers… it tends to… 

work. Especially the blue one.” (Esta, Interview 1, 29/01/10, 445-446).  Because the 

inhalers ‘work’ and restore her state of health, Esta goes on to stress that she will continue 

to take her inhalers: 
I wouldn’t stop taking my inhalers now, because I’ve had a few too many… you know, 
incidences. But yeah, so it’s all right. Like at the moment, but I still take the medication 
(Interview 1, 29/01/10, 336-338). 

 
Jane also finds that her inhaler “does help, whatever it is that’s causing the 

coughing. I get a lot of gunge that collects in my throat so it helps with that” (Interview 

2, 13/03/10, 2248-2249).  Additionally, she is taking Mucodyne28 and says that she’s 

“finding it very well actually […] I’m surprised… I didn’t feel that I was constantly 

coughing, trying to clear my throat” (Interview 2, 13/03/10, 1478-1480).  For Esta, 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
28 Mucodyne is a type of medication aimed to reduce the viscosity of sputum so that sputum is brought up 
more easily. Normally to help relieve the symptom of chronic obstructive pulmonary disorder (COPD). 
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Steven and Jane, then, it seems that at times, medical regimentations become disciplinary 

regimes, which help to control their asthma.  Restitution and restoration are, however, 

brought about by an agency outside the body: their inhaler (Frank, 1995). 

 

Frank (1995) argues that people in remission are all around us, but are not always 

easily identifiable.  It is when a person with asthma starts having trouble with their 

breathing and takes their inhaler that suddenly their invisible ‘condition’ becomes an 

issue.  As their breathing returns to normal after they have taken their inhaler (or 

managed it with other medication, such as Mucodyne tablets) their ‘remission’ status 

disappears into the background.  This was sometimes complicated in social interactions 

with some participants.  For example, whilst Esta stresses that she still takes her 

medication on a regular basis regardless of whether she is having difficulty with her 

asthma, she also highlights the pragmatisms involved and says that sometimes: 
it depends what circumstances you’re in. Sometimes, you can’t just stop […] try and, just relax 
and just breathe... but if I can get to my blue inhaler, then obviously I’ll take that but if I can’t, 
you just try and kind of try and… just breathe (Interview 1, 29/01/10, 491-495). 
 

At times, then, it seems that it is impractical to always ‘comply’ with disciplinary 

regimes, and contingency is not easily dispelled (Frank, 1995).  Esta specifically refers to 

when she is in public, at work or when she is horse riding.  This highlights the context-

dependent nature of how participants have managed their asthma.  During these times, 

when she “can’t just stop” she tries to “relax, cos it’s easy to go [deep breathe] oh no I 

can’t breathe. But you have to just kind of try and just be relaxed” by “breathing slowly” 

(Esta, Interview 1, 29/01/10, 497-498).  Additionally, for Esta, a sense of embarrassment 

is felt in relation to taking her inhaler in public: “I feel stupid, if I have to do it in public” 

(Interview 1, 29/01/10, 220).  She says that she doesn’t know why she feels stupid, but 

this might explain why she ‘can’t just stop’ to take her medication when she’s ‘in public’  

Indeed, for Esta, what seems to matter is how others identify her.  In public, she avoids 

being embarrassed by not taking her inhaler, raising again the importance of issues 

surrounding ‘presentation of self’ (Goffman, 1963).  In her case, Esta seems to ensure that 

she takes her medication regularly in private (in the Goffmanesque ‘back regions’ of her 

life) to correct her asthmatic condition.  However, where Esta could be stigmatised (in 

public) she avoids taking her inhaler so that her condition is not made visible.  

Furthermore, her struggles are internalised within, whereby she attempts to control and 

slow her breathing by trying to relax.  Indeed, as Shilling (1993) argues, the progression 
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of the civilising process and this strict control on one’s psychological and bodily 

functions means that whilst outbursts (de-civilising moments) in everyday life may have 

been reduced, the struggles are internalised within the individual. 

 

Pragmatic approaches 

Alongside Esta, Steven and Jane, others who are identified as Conformers also highlight 

the need to ‘stay relaxed’ and ‘breathe calmly’, which is in line with the guidelines from 

asthma UK (2006) and supports strategies from previous research (e.g., Gabe et al., 

2002).  Indeed, conformers appear to be more able to control their breathing and their 

emotions perhaps because inhalers work for them.  Steven says that he “never felt bad 

about that [asthma] or had any sort of emotions towards it” (Interview 1, 07/12/09, 187-

188).  Steven always thought that 
it was a practical issue rather than any kind of emotion. I had to have an inhaler with me. 
Never did I go oh, I wish I didn’t have this, ohhh. It was just, I’ve got it and I’ve just gotta make 
sure that I’ve got my inhaler with me (Interview 1, 07/12/09, 320-322). 
 

Brian seems to deal with things by not worrying, as it is “no good worrying about things 

is it?” (Interview 1, 25/02/10, 239).  Consequently, he feels that he does not “suffer with 

it” (Brian, Interview 1, 25/02/10, 182). 
Brian: I don’t suffer with it… because I take my inhaler… From the, yeah, from the physical 

point of view I don’t have any problems… because I take my inhaler. If I don’t take my 
inhaler and it’s a damp, cold, wet day, I’ll be coughing and… I’ll get a heavy cold on my 
chest and then I have to go to the doctor’s and have it cleared… generally speaking it has 
no effect at all i.e. it’s under control isn’t it. 

Helen: and how have you managed to get it under control? 
Brian: well, sort of, by taking my inhaler twice a day (Interview 1, 25/02/10, 182-189). 
 

Additionally, Esta reflects: 
It doesn’t mean anything to me. [Pause 4 secs] […] I don’t get hung up on it, I’m not really, 
you know, when it flares up it’s crap, but if it doesn’t then […] it doesn’t really worry me really 
(Interview 1, 29/01/10, 453-456). 
 

Indeed, it seems that these Conformers’ experiences of asthma were also tied into their 

experience of emotions and their sense of self, as illustrated by Steven: 
I’ve never felt bad about that or had any sort of emotions towards it, cos it’s just… me. The 
way I am. How god intended me […] I just don’t know any different (Interview 1, 07/12/09, 
187-191). 
 

However, Esta illustrates how feelings of tightness in her chest play a crucial role in how 

her breathing is experienced and understood. 
There’s 2 things. There’s the tight chest where you’re kind of short breath or a bit wheezy or 
something and then there’s the other extreme which, where you literally can’t get any air into 
your lungs. Um… [sniffs] and then, and that’s happened twice now at night […] as you’re 
waking up, you realise you can’t breathe and it’s horrible […] as you wake up, […] shit… I 
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can’t breathe […] you get your inhaler and take that […] you kind of go back to normal. […] I 
tense up anyway and go, oh god and panic (Interview 1, 29/01/10, 533-545). 

 

 

As Hockey (2006) and Hockey and Allen-Collinson (2007) argue, there can be a direct 

relationship between respiratory patterns and an athlete’s subjectivity, which might 

produce emotional states and consequently raises issues of identity management.  Esta 

mentions the panic she experiences when she wakes up at night not being able to breathe 

and immediately takes her inhaler to reduce her panic.  Inhalers, then, appeared to be a 

‘quick fix’ for Conformers; they were able to use the inhaler to restore their state of 

health and sense of self during times of breathing disruptions.  Those in this ideal type 

category seemed more able to tell a restitution narrative and could therefore constantly 

strive to restore their sense of health and sense of self, usually through the use of their 

inhalers.  Whilst it is important to acknowledge here that participants want to achieve a 

restored sense of health for themselves, Frank (1995) argues that contemporary culture 

treats health as the normal condition that people ought to have restored, indicating an 

additional expectation from other people wanting to hear restitution stories.  Furthermore, 

Shilling (1993) states that there is a tendency for the body to be seen as an entity which is 

in the process of becoming; a project which should be worked at and accomplished as 

part of an individual’s self-identity (pp.4-5).  This leads me to discuss body-mind self 

relations and how asthmatic sportspeople manage their ‘body-self projects’ in everyday 

life, whilst exploring how identities (such as asthma identity and athletic identity) are 

conformed, negotiated and re-negotiated in different contexts, including within sport. 

 

6.2 Mind-body Self relations 

 

Distancing asthma 

The degree to which asthmatic identity was internalised varied between those who 

identify as Conformers.  It seems more likely, though, that these ideal types were more 

prone to accept the consequences of their asthma because it did not seem to impact on 

their sense of self.  For example, Steven refers to instances when, “playing games at 

school, yeah and then not having it and struggling to keep going but never just asking, or 

stopping, just carrying on [laughs]” (Interview 1, 07/12/09, 144-145).  However, it is not 

simply about accepting asthma as their social identity.  Esta commented that “it doesn’t 
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really mean anything to me” (Interview 1, 29/01/10, 453) particularly when discussing 

her horse riding. She says: 
I’m a very allergic person […] it’s probably all linked. But I, I don’t get asthma […] if I just go 
horse riding I will just sneeze when I get back (Esta, Interview 1, 29/01/10, 172-175). 
 

Even though Esta was diagnosed at the age of 7 years, she cannot remember much about 

asthma when she was young.  Esta illustrates a stronger athletic identity because horse 

riding means a lot to her, but she does not distance herself from her body because she still 

calls it my asthma.  Perhaps she sees her self-identity as non-asthmatic, but still 

acknowledges asthma as somehow hers.  Indeed, Esta was particularly attached to her 

horse riding identity. She has always wanted to horse ride since the age of 9 years and 

says that “it means a lot” (Esta, Interview 1, 29/01/10, 137) because “you’ve gotta have 

something you enjoy outside your work” (Interview 1, 29/01/10, 144-145).  For Esta, 

horse riding is a lot to do with the buzz and the adrenaline: 
Sneezing doesn’t start while I’m on the horses back […] in the car coming back, I sneeze and 
sneeze and sneeze, stream and sneeze, sneeze and stream and sneeze, achoo, achoo, achoo. I 
sneeze so much, my stomach hurts the next day (Interview 1, 29/01/10, 165-181). 
 
Esta does not highlight the impracticalities of taking an inhaler in this situation.  

Rather, the degree of concentration required for horse riding means that she does not 

notice her asthma. 
I wouldn’t go horse riding with it [inhaler] […] I’d have it in my car or something, for when I 
got back, but I wouldn’t necessarily take it out horse riding […] don’t notice much on the horse 
because you’re just concentrating on the horse. Wouldn’t notice probably until you got back… 
oh god actually, I can’t breathe. […] If you’ve got a hangover when you go out riding, you, you 
get rid of it pretty quick, because you kind of have to because you, other things take over and you 
think about that (Interview 1, 29/01/10, 507-518). 
 

This is analogous to Jane and her dancing where her ‘panting’ was always experienced as 

normal to her because she was ‘dancing all the time’.  By drawing upon 

Csíkszentmihályi’s (1990) concept of ‘flow’, which is characterised by way of being in 

‘the zone’; an optimal state of intrinsic motivation, we can understand how Esta’s state of 

concentration or complete absorption with the activity detracts from her awareness of her 

asthma.  In this instance, horse riding overrides concerns such as breathing difficulties or 

sneezing associated with her asthma.  She ignores these bodily-felt concerns, as she 

would ignore being ‘hung-over’.  Csíkszentmihályi (1990) argues that this is a feeling 

everyone has at times, and highlights temporal concerns such as food intake, time and 

ego-self; meaning that during these times, one may forget or not think about addressing 

needs such as hunger, lose a sense of time and lose a sense of obligation to their 

organised self.  This state might also be a danger to someone’s physical health, awareness 
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of which can get suspended during such a state of flow.  The idea that an awareness of 

one’s health might be suspended during such a state of flow has not, to my knowledge, 

been considered in previous research. 

 

In addition to experiencing a state of complete absorption in an activity 

characterised by feelings of an adrenaline rush, it might be that an individual’s athletic 

identity can influence their asthma and vice versa.  Therefore the threatening nature of 

asthma might disrupt a person’s strong sporting identity, and consequently identity 

contestations can occur.  Goffman’s (1973) ‘felt identity’ as an identity grounded in self-

feelings (McCall & Simmons, 1978) helps illustrate the complexity and identity 

negotiation involved with sportspeople and their asthma, which Adams et al. (1997) 

neglected to include in their analysis of asthma as a social identity, which according to 

their research, is simply either accepted, distanced or denied. 

 

Additionally, the case of Jane involves distancing asthma identity which also 

offers an insight into the individual’s meaningful sporting embodiment.  Indeed, the lived 

experience of illness means that perceptions of life in the past can be interrupted and 

changed (Bury, 1982; Charmaz, 1995, Frank, 1995) and Jane remembers back to being 

called a “shallow breather” (Interview 2, 13/04/10, 2134).  She says, “I didn’t notice it. 

I’ve always been it but I’ve always been told it by the doctor’s, you see.  To me I was just 

normal [laughs]” (Interview 2, 13/04/10, 2138-2139).  Whilst Jane tries to normalise her 

asthma, she refers to her dancing.  Dancing was something Jane was so engaged in that 

she did not notice her shallow breathing or the difficulty she may have had because she 

“was dancing all the time” (Interview 2, 13/04/10, 2142).  Dancing means that the body is 

the focus of activity and any difficulty with breathing would challenge her ability to 

dance.  She also refers to raised bodily awareness: 
I have extreme body conscious. I suppose one does – not really thought about. When you’re 
dancing, you do express yourself through dancing. I think they do. I think it’s all part of them. 
It’s all part of [her daughter’s] dancing, is what she’s doing now. It’s all how you move as well. 
You’re graceful, especially if you’ve done ballet. I think that’s true. You can often tell people 
who do dance, their posture, they hold their heads high. It does stay with you (Tel Interview 1, 
18/10/10, 2235-2239). 
 
Additionally, she says that she thought her shallow breathing was normal; her 

shallow breathing movement became normalised and habitual for Jane; her breathing 

movement has been grasped and incorporated, within her bodily schema (c.f. Crossley, 

2001).  Becker (1999) argues that breathing is a process that is not just physiological but 
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also cultural, and western attitudes inform the way it is valued to be individually 

responsible for one’s illness, a process of responsibilisation.  So, dealing with asthma 

maybe by ignoring, diminishing, or hiding symptoms.  For example, Jane appears to 

minimise her asthma by saying, “I mean there are people far worse with asthma than me” 

(Interview 1, 29/01/10, 1360-1361). 

 

According to Goffman (1961), people actively negotiate social roles and there 

appear to be various attempts made by participants to distance themselves from asthma 

and the asthmatic role.  If asthma is associated with the ‘sick role’ (c.f. Parsons, 1951), 

this may mean that when an individual disagrees with the expectations associated with 

this particular role, the individual may try to de-emphasise the importance of that role.  

This is known as ‘role distancing’ (Goffman, 1961), which is the act of separating oneself 

from a particular role in an attempt to avoid a ‘spoilt identity’.  In sport, such bodily 

outburst and laboured breathing might draw (unwanted) attention to individuals as ‘unfit’ 

and ‘unhealthy’, which could be stigmatising and affect their search for distinction in 

sport’ (Bordieu, 1984; Elias, 1994; Shilling, 1993).  Goffman (1961) also suggests that 

extreme forms of distancing can involve total denial of a particular role.  Brian, who 

shows some of this denial when he was first diagnosed with asthma, exemplifies this.  

Brian expressed some difficulty with having to start taking an inhaler when he was 

diagnosed at the age of 40: “you think you’re invincible don’t you, when you’re, when 

you’re younger then you get older there are things… I didn’t want to take it” (Interview 

1, 25/02/10, 168-169).  Brian states that he doesn’t “suffer with it… because I take my 

inhaler” (Interview 1, 25/02/10, 182).  Brian seems less inclined to listen to his body, 

“No, I never listened to it before […] and I don’t really listen to it now […] I’m in 

control… mind over matter” (Interview 1, 25/02/10, 222-224).  

 

It seems that those who are identified as Conformers appear to be able to distance 

themselves from asthma to some degree, perhaps by underplaying the significance of 

their asthma, for example, as Jane puts it, “there are people far worse off than me” 

(Interview 2, 13/04/10, 1360-1361).  Linking back to Esta’s embarrassment about taking 

her inhaler in public as a strategy she employs to avoid making her asthma visible, those 

who are termed as Conformers are often able to hide their asthma and try and control it 

through breathing techniques. 
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Relational asthma 

For Steven in particular, asthma seemed to be strongly attached to his sense of self; it was 

part of him.  He comments on how he’s “never felt bad about that or had any sort of 

emotions towards it, cos it’s just… me. The way I am” (Steven, Interview 1, 07/01/10, 

187-188).  For example, he says, “I am asthmatic but I never really consider that I am. 

It’s like, it’s just me, it’s just… I’ve always had it” (Steven, Interview 1, 07/01/10, 178-

179).  For Steven, having asthma is “ just… normal” (Interview 1, 07/01/10, 181).  In this 

case, commensurate with symbolic interactionist perspectives, the internalised dialogue 

and the movements of the interaction between the ‘I’ and the ‘me’ can be explored. 

Steven does not see ‘asthmatic’ as a ‘master identity’ but he sees it as “part of me” 

(Interview 1, 07/01/10, 220).  In this sense, he has not consciously considered his 

personal identity (‘I’) as asthmatic, but he accepts that his social identity (‘me’) is 

asthmatic in the eyes of others.  Additionally, Steven says, “I play football, that’s my 

sport of choice. Um… yeah, that’s me really” (Interview 1, 07/01/10, 17-18). Because he 

was diagnosed at such a young age, he has “always had it” (Steven, Interview 1, 

07/01/10, 179).  It is therefore seen as normal and a part of him, and so it seems to be part 

of his footballing identity as well.  He even goes so far as to say that it is “how god 

intended me” (Steven, Interview 1, 07/01/10, 188). 

 

Additionally, there has always been a complex and closely attuned interaction 

between Steven’s sport, his asthma and his mother.  Steven received much parental 

support with his asthma during his participation in sport, specifically football.  This 

parental support may have influenced how well he adapted to asthma by how well attuned 

his mother is to his asthma. 
I mean throughout my periods when I was playing my best football was probably the time when 
I didn’t really ever need or use my inhaler […] partly because it was all taken care of for me 
[by his mother] (Steven, Interview 1, 07/01/10, 108-111). 
 
It has been argued that identity forms as children differentiate from parents and 

family, and ‘construct’ a place in society (Haralambos & Holborn, 2000).  However, 

Steven, at the age of 24 years, still relies on his mother to manage his asthma.  Steven still 

uses his “doctor’s back at home where my parents are and I just ring my Mummy and 

say can you put my prescription in for me, and she does and then I just go and pay for it. 

That’s it” (Interview 1, 07/01/10, 265-267).  Josselson (1996) argues that a need for 
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attachment is a sign of healthy development.  Steven’s attachment to his mother seemed 

to maintain and facilitate his involvement in football (c.f. Bowlby, 1988).  Additionally, 

when he was playing professional football, “it was all taken care of for me” (Steven, 

Interview 1, 07/01/10, 111).  Steven’s football used to be “absolutely everything. From 

like 15 till when I came to University… it was completely just, my life” (Interview 1, 

07/01/10, 46-47).  He continues: 
The fact that I’ve managed to get GCSE’s and ‘A’ levels were, was a miracle really. That’s credit 
to my parents […] I signed a [football] club where they knew I could still keep going with my 
education […] whereas now, it’s more of a, a recreational social activity. I do take it seriously at 
times […] I mainly do it [football] to keep fit and see my friends (Steven, Interview 1, 07/01/10, 
55-68). 

 
Parental support appears to be a moderating factor for Steven’s sporting identity 

development.  Because he was able to “keep going with my education” (Steven, Interview 

1, 07/01/10, 50-51) these options gave him access to alternative identity narratives and 

Steven has been able to change what football means to him.  Now Steven is doing a PhD 

and he sees his football as more of a way to socialise with his friends and stay fit.  Indeed, 

relationships with others were often instrumental to participant’s experiences of asthma 

whereby at times there is an emphasis on the interpersonal dimensions rather than the 

separate self (Douglas & Carless, 2006, 2009; Lieblich et al., 1998).  Another 

relationship, which seemed vital, was that of the treater-patient relationship. 

 

6.3 Medico-scientific faith 

 

Treater-patient relationship 

It seems clear that Conformers tend to have faith in medical practitioners, whereby trust is 

placed in the treater-patient relationship.  All participants who were diagnosed with 

asthma by their GP were immediately given an inhaler with a generalised advised 

recommendation of ‘2 puffs in the morning and 2 puffs in the evening’.  For example, 

Brian discusses the time when he was diagnosed with asthma: 
When I went to the doctor he tested me and he […]  came to the conclusion that I had asthma. 
[…]  I had an inhaler - 2 puffs in the morning and 2 puffs in the evening (Interview 1, 
25/02/10, 31-34). 
 
From this and similar accounts it could be argued that guidance is not based on 

individual needs, there is no suggestion of experimentation, monitoring triggers according 

to patients’ bodily symptoms or alternative remedies.  For example, before Jane thinks 

about trying something herbal she says that she “ought to talk about it with the doctor’s 
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first whether I take it or not, because of various other things I do” (Interview 2, 13/04/10, 

1204-1205) and says that she doesn’t “know cos I’m no doctor really” (Interview 1, 

29/01/10, 1384).  She expresses how she would actually like to explore these alternative 

remedies and therapies further but the doctor does not offer any guidance on how she 

could go about doing that: 
I just thought there would be some diet […] they’ve  [doctors] never said anything about that. 
[…] but then you see, I like food, so it’s difficult really [laughs] […] I think I would, if I knew a 
certain thing would do, irritate it and cause it to be like it is sometimes, […] you can get quite 
concerned really (Jane, Interview 2, 13/04/10, 1481-1490). 
 

Jane seems to have a high degree of faith in the medical professional context and 

privileges the knowledge and opinion of doctors.  Additionally, Brian states how he 

needed to go to the doctor in order to join a stroke group: “I had to go to the doctor for 

him to say it was alright to come” (Interview 1 25/02/10, 135-136). 

 

Many participants described the lack of information they were given by doctors, 

but as Conformers, as opposed to Contesters and Creators, they tend not to question the 

medical advice they receive.  For example, Jane discusses her lack of understanding about 

the limited guidance she receives about her medicine: 
Yeah mucodyne. […] I had to take it, 2, 3 times a day for a fortnight and then twice a day for a 
fortnight and then I had to go back to see the doctor and I said, I was very happy with it actually, 
he said, well I’ll write it on your repeat prescription and, just take it when you feel like it. Well 
I don’t know how that’s gonna work really. I’m really wanting to know if, can I not take it 
continuously. I don’t want to because I’m already taking 5... a day. That’s enough, but I just 
think... it soon comes back (Interview 2, 13/04/10, 1464-1470). 

 
Jane appears to struggle with the notion of being autonomous, when given the option to 

“take it when you feel like it” (Interview 2, 13/04/10, 1467-1468).  Viewing the doctor as 

an authoritative figure had an impact on the treater-patient relationship.  In this way, 

when the professional, the doctor, puts ‘empowerment’ into practice in an attempt to offer 

the patient, Jane, the opportunity to enter a negotiation process and to participate in her 

health care decisions; it seemed to cause Jane discomfort and a distressing feeling of 

insecurity.  Aujoulat et al. (2007) suggest that powerlessness extends well beyond strictly 

medical and treatment-related issues and threatens a patient’s social and personal 

identities.  It seems that this autonomy challenges Jane’s positioning and she highlights 

how hierarchies are performed in one of her interactions with an asthma nurse: 
Well I had to go to the asthma clinic… and the sister nurse, she said, how are you. I said, fine, 
accept from this gunge I get in my throat… and she said, oh I think we can do something about 
that now [laughs]…. So she gets the book out, cos it’s the nurse and not the doctor…. She gets 
the book out and looks up this name… and she said, I must go and clear it with the doctors first 
as to whether it’s okay for you to take it and she was gone for a long time and I thought she’d got 
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lost! [both laugh] anyway she came back and um… she said it was okay (Jane, Interview 1, 
29/01/10, 1035-1044). 
 
As indicated, Jane has a particularly high regard for doctors and consistently 

mentions that she thinks her doctor is fantastic and values everything he says.  According 

to Goffman and other symbolic interactionists, individuals actively participate in the 

construction of their own social worlds, including the construction of selfhood, via 

ongoing social interaction (Blumer, 1969).  For Jane, her performance of self seems to be 

influenced by her view of doctors as authoritative and her ‘patienthood’ role.  She talks of 

how she feels that she was a “guinea pig” (Jane, Interview 1, 29/01/10, 762), and feels 

like she has done a ‘good deed’ by offering her body as an object to be experimented on.   

By doing so, she feels that she has “helped somebody along the way” (Jane, Interview 1, 

29/01/10, 877). 

 

It seems, however, that the relationship between treater and patient is not 

reciprocated in that Jane’s doctor does not take her concerns about her health seriously. 

Jane expresses the reluctance the doctor and nurse have in acknowledging, diagnosing 

and treating her with asthma.  It is only due to Jane’s persistence that the medical 

practitioners finally listen to her description of symptoms (which included breathlessness 

and gunk).  Given the reluctant diagnosis by the doctors, it seems likely that an earlier 

opportunity for asthma diagnosis was missed, despite always being told by the doctors 

that she was a “shallow breather” (Jane, Interview 2, 13/04/10, 2133).  Considering that 

Jane’s shallow breathing movement became normalised and habitual for her, she also 

thinks that she would not have noticed her asthma because she was immersed in her 

dancing.  For Jane, her shallow breathing is part of the ‘habit body’ (c.f. Crossley, 2001).  

As Crossley (2001, p.127) reiterates Merleau-Ponty’s (1962) reflections about habit that 

is: 
Habit is not a mechanical response… but rather a form of embodied and practical understanding or 
know-how which manifests in and as competent and purposive action, and which ‘attaches’ to the 
world by way of the meaning it concerns therein. To acquire a habit is to grasp and incorporate, 
within one’s bodily schema, a tacit and practical ‘principle’ (p.146). 
 

Jane’s asthma might have been a hidden condition lying in wait and it was only during a 

quiet holiday that she was able to have the space to recognise her asthma symptoms.  Tied 

to the notion of the ‘habit body’ is the idea that the body is the medium through which 

people experience their socio-cultural world, and bodily experience reflects the culture in 

which it occurs (Crossley, 2001).  The ‘habit body’ is thus situated in cultural 
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environments which influence the way in which people with asthma listen for symptoms, 

which might involve minimising, ignoring or hiding symptoms (Crossley, 2001).  

Therefore, perhaps going to a new environment or on holiday, which enables the ‘habit 

body’ to relax, might change the way people with asthma listen for symptoms (Crossley, 

2001).  This might have been the case with Jane, and it is important to acknowledge this 

in light of others in the research who also feel that they are “growing right into asthma” 

(such as with Mike, Interview 1, 01/12/09, 355-356 and Matt). 

 

‘Complying’ and ‘over-complying’ 

Esta also expressed difficulty with being taken seriously by the asthma nurse.  For 

example, the asthma nurse delayed addressing Esta’s health.  This, Esta recounted, meant 

that her asthma became worse over time.  Previously, Esta has not always been 

‘compliant’ with her asthma medication, but indeed many of the participants were not, 

because their asthma ‘comes and goes’.  However, Esta spent 3 months going backwards 

and forwards to the asthma nurse about her cough.  When the asthma nurse eventually 

said that she could see the doctor, her condition had worsened to the extent that she had to 

have antibiotics. 
By that time of course I needed antibiotics […] I was not very happy about that was for 3 
months I was like that. I went on holiday… just couldn’t sleep cos as soon as you lay down, I just 
coughed and coughed and coughed. But um… so I don’t wanna get like that again (Esta, 
Interview 1, 29/01/10, 232-235). 
 

Esta remembers her initial experience of going to see the asthma nurse. 
 

I think she said, […] increase your inhalers, […] but it didn’t make any difference. She said, 
[…] come back and see me, come back and see me, come back and see me and then, oh I think 
you should see a doctor now and I saw the doctor and he goes, yep, you need antibiotics, […] 
maybe if someone had […] done something a bit about it before, I might not need antibiotics 
and I might have had some sleep… literally didn’t get any sleep, it was horrible (Interview 1, 
29/01/10, 237-245). 
 

Therefore, to avoid the situation again where she “coughed and coughed and coughed” 

(Interview 1, 29/01/10, 230), Esta “always uses her inhaler now” (Interview 1, 29/01/10, 

336-337).  It seems that the delay in her treatment served to reinforce the need always to 

take her medication.  These experiences seem to have reinforced conforming behaviours 

in relaton to her inhalers and reiterate the importance of her maintaining a state of health. 

 

Alternatively, Steven seems to be more inclined to over-conform to his 

medication, when he says that he has not 
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been to a doctor for a long time […] in relation to my asthma to work out whether I’m better or 
whether I need anything more. But I know that even if he said that I was okay, I would carry 
on and use it [laughs] I don’t know why (Interview 1, 07/12/09, 91-94). 
 

Literature on asthma ‘compliancy’ states that over-conforming to medication is also a 

form of non-compliancy (e.g. Alati et al., 2005; McCarthy, & Lenney, 1992; Rich & 

Schneider, 1996) and Steven’s quote suggests that he would still take his inhaler even if 

the doctor told him not to.  Steven would be labelled an ‘accepter’ according to Adams et 

al.’s (1997, p.197) definition, wherein “asthma is fully integrated into their sense of self”.  

Whilst Adams et al. (1997) argued that accepters are more compliant with their 

medication Steven seems to accept his asthma more than others in the research and 

therefore challenges this argument because he does not always ‘comply’ with his 

medication.  Adams et al.’s (1997) findings on medication, asthma and identity, relate to 

the findings presented in this chapter, as my participants viewed inhalers as a source of 

stigma and an obstacle to normality. Furthermore, using inhalers enabled people to still 

participate in sport and continue doing things in their everyday life.  Whilst medication 

became routine in Steven’s life, there is a risk that he is still taking his medication without 

necessarily needing to.  Whilst Steven is an ‘accepter’, he does not necessarily take full 

personal responsibility for his asthma, because he loses many of his inhalers and relies on 

his mother still to buy his inhalers for him.  Conversely, according to the research by 

Adams et al. (1997), Esta and Brian would be perceived as ‘distancers’ and ‘deniers’, but 

they both challenge this assumption because they fully accept that they need to keep 

taking their inhalers.  Furthermore, as I have highlighted, this positioning might be 

context-dependent; a factor that does not appear to be taken into account in the research 

by Adams et al. (1997). 

 

6.4 Self-environmental associations 

 

Holidays 

Interestingly, both Jane and Brian noticed asthma symptoms while they were on holiday.  

For Brian, it was 
towards the end of 1980, we were in holiday in Cyprus… and there was a guy who was a 
comedian and I was laughing and laughing and, but I found that I was coughing (Interview 1, 
25/02/10, 29-30). 
 

Since then: 
the only trouble I’ve had is when I was skiing, when I came home from skiing having spent days 
up in the mountain, pure air, coming down and going to nightclubs 2 or 3 in the morning. It used 
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to take me a couple of weeks to get over it. But apart from that, that’s it. Now and again, if I get a 
heavy cold, it go down to my chest and I can’t shift it and I have to have antibiotics to shift it 
(Brian, Interview 1, 25/02/10, 34-38). 
 
Started in 1987…. I mean you’re up in the clear air aren’t you. Beautiful. And you come down 
and you go in the… Bars nightclubs, call it what you like and they’re full of smoke and 
everything. Worst possible thing (Brian, Interview 1, 25/02/10, 43-44). 
 

Additionally, Jane remembers a time about 10 years ago when she had been away with 

her daughter: “We went to the Isle of Wight and I was having all this stuff in my throat 

and I didn’t realise that it was asthma” (Interview 1, 29/01/10, 986-987).  She says that 

she thinks her asthma is 
something that comes with age I would think because I’ve never had it. Until the first time I 
knew... what it was going away with [her daughter] to the Isle of Wight.... for a few days cos I 
remember that’s when it started. (Jane, Interview 2, 13/04/10, 1361-1363). 

 
Since then: 

I mean I kept bringing up this vomit stuff, you know. It’s what I call all this sludge. […] And 
they’ve now given me some pills. More pills […] I’m fine really apart from that… and you know 
you have spells of it. I dunno what brings it on at all […] it’s that awful gunge […] I feel like I 
want to put something down my throat to just draw it all of it out (Jane, Interview 1, 29/01/10, 
990-995). 

 

Brian and Jane both talked about the environment in relation to their asthma and Jane 

shows an attuned awareness to the environment through a meaningful association she has 

with the location.  This environmental specificity is discussed below. 

 

Moving locations 

Ecotherapists demonstrate that changing the environment can profoundly affect one’s 

well-being over the longer term (Stevens, 2010).  Doctors had advised some participants 

to move house as part of their asthma treatment.  As an example, Brian refers to the way 

in which his parents moved house because of the doctor’s advice, in relation to his 

brother’s asthma: 
I’m aware, he always had asthma and he [brother] had bronchitis as well and they were all in 
shock cos, sort of when the doctors’ […] it was suggested that my father moved south. So he went 
from Edinburgh, the air in Scotland to Exeter in Devon (Interview 1, 25/02/10, 17-20). 

 
For Brian, his brother’s asthma had such an impact that the whole family moved from 

Scotland to the South-West of England, following advice from the doctors to relocate. 

Similarly to Guevara29, Brian’s father uprooted the whole family to move to a new 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
29 As mentioned in footnote 20, Guevara’s family travelled to the central highlands of Cordoba and then 
finally settled in Alta Gracia, a small spa town in the foothills of the Sierras Chicas, a small mountain range 
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environment, which was perceived as better by medical professionals.  It seems that some 

Conformers (e.g. Brian and Jane) try and find a particular environment, which can help 

them gain control and predictability of their asthma. 

 

Meaningful associations 

In contrast to Brian, Jane tells me that she did not experience asthma when she lived in 

Scotland but has done subsequent to moving South.  When she was living in Edinburgh, 

she says: 
Oh I didn’t have it. I’ve only had it the last 3 or 4 years down here. Well, perhaps a bit longer but 
er... I’ve only had it since I’ve moved here.... I never had it before. […] I don’t know that it was 
diagnosed at the time, […] I just realised looking back... that it must have been then cos I can 
remember having this gunge in my throat (Jane, Interview 2, 13/03/10, 2127-2131). 
 

Jane expressed her love for Edinburgh, “But Grandpa wouldn’t go back” because “he 

said it was warmer down here, you see [...] He didn’t like the weather but I liked the 

weather cos I don’t like the heat” (Interview 2, 13/03/10, 2107-2110).  Jane goes on to 

describe some meaningful associations with Edinburgh: 
I love the space and I used to love standing […] in the hills and the aura of it all. The aura of 
the space... and then when Auntie Valerie used to live there of course she used to do lovely 
picnics and we would go when [her daughter] was a little girl. I remember when we went to, […] it 
was all through trees and things and leaves on the ground and my brother in law Dave used to 
be ahead and he’d write fairy things down and [her daughter] thought they were real fairies 
(Interview 2, 13/03/10, 2112-2119). 

 
Jane “loved it up there. And I loved… Ah haaa.... yes... many, many, many happy 

memories and of course I got married up there, in Edinburgh” (Interview 2, 13/03/10, 

2121).  For Jane, associations with happy memories and space seemed to facilitate her 

perception of the environment.  The associations that Jane makes about her environment 

are interconnected between her emotional attachment, air quality, space and her asthma. 

She says that she feels “full of energy. Down here I feel a bit lethargic” (Jane, Interview 

2, 13/03/10, 2083).  In contrast to Brian’s situation, where doctors suggested that his 

family move down south to help his brother’s asthma, Jane perceives the environment in 

the north as better, because she did not have asthma or any asthmatic symptoms there.  

Jane would 
rather live there [Scotland] than down here. When I went up last year I kept thinking, if only I 
could afford to buy something. I love it. I feel better up there. The air’s cleaner... in my opinion 
(Interview 2, 13/03/10, 2079-2081). 
 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
near Cordoba, with a fine, dry climate that had become a popular retreat for people suffering from 
tuberculosis and other respiratory ailments. Here Guevara’s asthma condition stabilised.  
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Jane’s decision to live down south was largely influenced by her husband.  Women’s 

subordinate role during the Second World War years meant that Jane’s wishes and needs 

were generally seen as secondary to her husband’s (see footnote 9 about the social and 

cultural context of WWII).  Regardless of her awareness of the environment, she still 

appears to conform to her gendered role as a woman and a wife during this social era.  I 

would argue that, in some ways Jane’s positioning places her among the Creators here, 

but because of Jane’s conformity to her gender role, it seemed to prevent her from 

following her attuned sense.  This meant that she felt obligated to set aside her perception 

of and connection to the environment and instead move to somewhere where the climate 

was not necessarily suitable for her. So, whilst Hockey (2006), and Hockey and Allen-

Collinson (2007) argue that there might be a direct relationship between respiratory 

patterns and an athlete’s subjectivity which might produce emotional states, it could also 

be argued that the there is an emotional attachment to space and place, which further 

complicates these interactions.   

 

6.5 Sport and spatiality 

 

Regularity and severity 

In general, it seems that Conformers tend to have less ‘spatio-temporal constriction’ 

(Leder, 1990) relative to other participants, in terms of their lived space.  Esta, Brian and 

Steven do not necessarily have a heightened awareness of what exactly triggers their 

asthma.  As Brian comments: “No, I never listened to it before and I don’t really listen to 

it now… I’m in control… mind over matter” (Interview 1, 25/02/10, 222-224).  It is not 

perhaps so much that Conformers listen to their bodies, but rather that their working 

medical regimes normally enable them to silence their symptoms and carry on without 

disrupting their daily and sporting lives.  Their sport is also less effected because when 

they get into any trouble they can rely on their inhaler.  Their sporting participation is 

therefore more regular because of the control they have over their asthma.  In some cases, 

sport has also helped some participants manage their asthma, and this concept is 

discussed further in the Creators section.  Indeed, Steven’s doctor has always been 

“adamant that exercise will help” (Interview 1, 7/12/09, 138) (c.f. Becker et al., 2004). 

 

Despite reduced spatial constriction, Jane stays indoors during periods when her 

asthma is worse.  This is especially so during the winter, when she needs: 
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to consider whether there’s high winds or whatever, I don’t go out in a high wind. In the summer 
time or spring it doesn’t matter. In the winter I do take care now. You have to play it by ear 
(Jane, Interview 2, 13/03/10, 2257-2259). 
 

She says: 
I just don’t go out [coughs] if I’ve, I mean, it’s not the going out, it’s the standing around 
without the car you know, like waiting at bus stops and things like that… and I just don’t go 
because I don’t need to. I mean all, June [Cleaner] does it, gets me anything (Jane, Interview 1, 
29/01/10, 1072-1074). 
 
I don’t know whether it’s a good thing to stay indoors. I wander whether it’s a germ resistance. 
I don’t know, well I think it is a germ resistance. I get a bit anxious, well, I do when I’m unwell 
I’d rather be well all the time. I’ll be 89 this year. It’s been a bit quiet because of the winter 
(Jane, Interview 1, 29/01/10, 2253-2256). 
 

This highlights the very unpredictable and fluctuating nature of asthma and it also 

suggests that the severity of one’s asthma might be a particularly powerful moderating 

factor in people’s everyday lived experiences.  Whilst Conformers are more likely to be 

able to control their asthma via medication, a bodily disruption or crisis, such as an 

asthmatic attack, is likely to heighten awareness of self and contingency (Connell, 1995; 

Sparkes, 2004).  Consequently, the body is no longer ‘absent’ by virtue of disappearance 

(Leder, 1990). 

 

6.6 Summary 

Sportspeople with asthma whom I have termed Conformers typically tell the story along 

the lines of Frank’s (1995, p.77) restitution narrative: “Yesterday I was healthy, today I 

am sick, tomorrow I’ll be healthy again”.  Indeed, Conformers are normally able 

constantly to strive for this restored state of health.  However, the time-frame is relatively 

shortened, for it seems to be more along the lines of “A minute ago I was healthy, now I 

am sick, in a minute I’ll be healthy again”.  It appears that Conformers are able to 

continuously achieve this state by taking their inhalers, which serves as a ‘quick fix’.  

There is also an affinity with Frank’s (1995) Disciplined body because Conformers 

typically seek to ‘control’ their asthma to maintain predictability with their asthma.  It is 

reliance upon such working medical regimes that normally enables them this control and 

to silence their symptoms and carry on without disrupting their daily and sporting lives.  

Typically Conformers say, “I’m in control… mind over matter”.  Their sport is also less 

affected because when they ‘get into any trouble’ they can rely on their inhaler.  Their 

sporting participation is therefore more regular because of the control they have over their 

asthma.  In some cases, sport has also helped some participants manage their asthma 
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The environment was discussed in terms of when symptoms were first recognised, 

particularly by Brian and Jane, and Jane highlighted meaningful associations that seemed 

to have an impact on her perception of the environment.  Whilst typically, Conformers 

tend to take a more pragmatic approach to managing their asthma, emotional attachments 

to space appeared to complicate the situation.  Conformers tend to have lower 

constriction in terms of their lived space.  However, typically, Conformers do not 

necessarily have a heightened awareness of what exactly triggers their asthma.  This 

highlights the very unpredictable and fluctuating nature of asthma and it also suggests 

that the severity of one’s asthma might be a particularly powerful moderating factor in 

people’s everyday lived experiences. 

 

Whilst Conformers are more likely to be able to control their asthma, a bodily 

disruption or crisis, such as an asthma attack, is likely to heighten awareness of self and 

contingency (Connell, 1995; Sparkes, 2004).  Relationships with parents, coaches (not 

often), and also the treater-patient relationship seemed salient in participants’ accounts.  

Specifically, parental involvement appeared to be a moderating factor for Steven’s 

positive sporting sense of self which integrates his asthma into his valued sporting 

identity.  In Steven’s case, his asthmatic identity is relational and highlights the need for 

attachment as a sign of healthy development.  Steven’s attachment to his mother and her 

assistance with his asthma seemed to maintain and facilitate his involvement in football.  

Conformers also tend typically to view the doctor as an authoritative figure, which has an 

impact on the treater-patient relationship.  For example, when the doctor put 

‘empowerment’ into practice with Jane, it seemed to cause discomfort and distressing 

feelings of insecurity and uncertainty.  Mind-body selves, environmental attachments, 

relational attachments (e.g. parents, sports coaches) and asthma severity might all be 

important moderating factors to consider in sportspeople’s experiences of acute asthma 

attacks and also of on-going asthma management.  The following matrix summarises the 

positioning of Conformers relative to four elements: 

  

Narrative type 

Restitution 

Body type 

Disciplined body 

Relational 

Authoritative 

Lived space 

Controllable 
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Figure 6.6 Matrix of Conformers’ embodiment 

 

Whilst the degree to which asthmatic identity was internalised varied, it seems 

more likely that Conformers either feel that asthma is a ‘part of them’ or they are able to 

distance themselves from asthma because they feel that they have control over their 

symptoms.  Nonetheless, they typically seem more prone to accept the consequences of 

their asthma because it does not seem to impact on their sense of (strong athletic) self.  

Worthy of note is the degree of concentration needed when engaged in certain sporting 

activities (such as horse riding or dancing), which might mean that Conformers do not 

notice their asthma, commensurate with Leder’s (1990) notion of the disappearing body.  

When engaged in high degrees of concentration, the state of flow might suspend the 

awareness of one’s asthma symptoms during such activities.  Unfortunately, this state of 

being might also be a danger to someone’s physical health because if an athlete suspends 

awareness of asthma symptoms then they increase their risk of mortality whilst playing 

sport.  Therefore the threatening nature of asthma and the consequential mind-body 

relationship might implicate a person’s strong sporting identity.  This might also generate 

identity contestations vis-a-vis sporting and asthmatic identities, which leads me next to 

discuss the Contesters. 
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7.0 The Contesters 

 

This chapter addresses what constitutes a Contester type.  Eve, Olena, Matt, Nick, Ivor 

and Molly seem to be predominant members.  The participants in this type are more 

likely to be experiencing moments of bodily disruption more frequently and appear to be 

more resistant to accepting the consequences of their asthma.  Those termed Contesters 

are more likely to feel like they are growing into asthma and have a tendency to see their 

condition never really getting any better; a plot imagining life never getting better, which 

has some affininities with what Frank (1995) refers to as the ‘chaos’ narrative.  Changes 

from this ideal type, by participants, is context-dependent and is discussed below. 

 

7.1 Narrative affinities 

 

Chaos narratives: growing into asthma 

Those termed Contesters appear to have the perceived sense that no one is in control and 

they tell of a non-plot, an anti-narrative; the opposite of restitution, which is also a non-

self-story and its plot imagines life never getting better (Frank, 1995).  Eve states that it is 

“Pretty depressing ‘cause […] I’m moving […] 2 steps forward and 2 steps back” 

(Interview 2, 10/06/10, 966-967).  Eve feels that her asthma is not getting any better, 

consequently, she expresses her uncertainty of controlling her asthma in the future as 

well: “I can’t pre-empt like that I’m gonna have an attack or that it’s gonna get tight” 

(Eve, Interview 1, 21/04/10, 254-255).  Additionally, Matt gets bad chest infections 

“aallll the time, probably at least every couple of months” (Interview 2, 11/06/10, 1129-

1130).  Both Nick and Matt were 
Told when I was young that you grow out of asthma, but it doesn’t seem to be the case with me, I 
seem to be growing right into it and the, blooming into this stage (Nick, Interview 1, 01/12/09, 
354-356). 
 
Nick is experiencing that now “it's just flared up” (Nick, Interview 1, 11/06/10, 

129) and is finding his asthma very difficult to control.  Many tend to express how 

disorganised they are with their medication. 
I might get caught out on the golf course and suddenly can’t breathe and realise I have nothing 
with me. So I’m not particularly organised (Ivor, Interview 2, 13/03/10, 1482-1485). 
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Where the Disciplined body-self (Conformers) defines itself primarily in actions of self-

regimentation (Frank, 1995), it seems that Contester body-selves define themselves 

primarily via disorganisation.  Bodies provide people with the means of acting, but they 

also place constraints on action (Shilling, 1993).  The body telling a ‘Chaos’ story defines 

itself as being swept along without control, by life’s fundamental contingency (Frank, 

1995).  Contesters seem to have lost a sense of control over their asthma and appear to be 

living in a more contingent state, which Contesters appear to be fighting against.  

Furthermore, it seems that as a result of this contingent state, Contesters appear to be 

disorganised and, in some cases, are doing less physical activity or sport. 
Definitely do less […] it’s not just cos of asthma […] I know that most things I won’t be able to 
do, I’ll be struggling straight away or I’ll be in too much pain afterwards from my shin splints... 
whatever. So generally avoid doing stuff unless I know it’ll be okay [laughs] (Matt, Interview 1, 
08/05/10, 300-304). 

 
Additionally, these narratives might have affinity with Charmaz’s (1983) contingent self, 

where participants realise their future self is uncertain due to illness.  In this sense, their 

sporting self is uncertain due to them losing control over their asthma.  Whilst some 

Contesters attempt to define their self as worthwhile, Nick and Matt, in particular, seem 

to have low self-worth, whereby they continuously put themselves down.  Matt says that 

he has a “rubbish immune system. [Laughs] weak [laughs]” (Interview 2, 11/06/10, 

1128). 
I’m 3 weeks into the cricket season my shin splints are really bad already so I can’t run very 
well so don’t think it would work so I’m not gonna bother [laughs] […]  when I’m old and I’ve 
got an excuse for being rubbish [laughs] […]  yeah I’m rubbish but I’m old so [laughs] that’s my 
excuse. Morbidly obese by that stage (Matt, Interview 1, 08/05/10, 85-90). 
 

Belief in one’s personal efficacy, corresponding to a person’s belief in their own 

competence, is a key personal resource in self-development, successful adaptation, and 

change (Bandura, 1997).  Bandura (1997) argues that these beliefs can affect whether 

individuals think optimistically or pessimistically and in self-enhancing or self-

debilitating ways.  Beck et al.’s (1976) cognitive theory of depression also highlights the 

impact of negative views of themselves (worthlessness, unlovable, deficient), the 

environment (overwhelming, filled with obstacles), and their futures (no effort will 

change their lives).  Beck et al. (1976) refer to these as the ‘cognitive triad’ and these 

negative thoughts can guide perceptions, and interpretations resulting in ‘going global’ 

with these views and leading to depression (Gonca & Savasir, 2001).  Matt seems to 

blame himself for his asthma telling himself self-debilitating statements, such as, “I’m 
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rubbish” and so he does not think he will bother with cricket.  He then continues to draw 

on the age narrative of decline.  Nick also says: 
There’s more bits of my body falling apart […] I’m just getting more used to feeling a bit 
wrecked all the time […] probably natural, […] getting old […] maybe I should just pack it in 
just like everything else (Interview 1, 01/12/09, 300-303). 
 

To the Disciplined body-self, often affiliated with sportspeople, the Chaotic body-self 

represents weakness and inability to resist (Frank, 1995).  For Nick: 
There’s the idea of being an asthmatic, […] sporty thing, he’s an asthmatic, he can’t keep up, 
[…] the wimpiness associated with anything like that (Interview 1, 01/12/09, 426-428). 
 

Nick states that his ‘asthma stories’ are “about shame [laughs] and giving up and being 

embarrassed and cross about it and thinking… you know, it’s just an excuse… through 

lack of heart, that’s all” (Interview 1, 01/12/09, 436-438).  There is a sense that their 

bodies have failed them because of asthma.  Consequently their asthma continues to 

contest their sporting and valued self, and when it gets to the stage whereby they cannot 

mask or hide their asthma symptoms anymore, it seems that Contesters, such as Nick and 

Matt are struggling to find valued selves amidst their bodily disruptions caused by 

asthma.  They feel responsible for their asthma and seem to blame their immune systems, 

their body-selves for this failure.  However, Matt and Nick do not seem to consider wider 

causes for their asthma.  In relation to more macro analysis, when economic, political, 

environmental and social causes of asthma are not considered, it can lead to discourses 

like ‘blame the victim’, when individuals deviate from the narrow range of accepted 

behavioural norms.  This reinforces peoples' problems and, once they are internalised, 

keeps them locked into self-subjugating social narratives (Foucault, 1982).  Nonetheless, 

a lack of control over these participants’ asthma appears to be an immediate and 

contingent threat on their future sporting self. 

 

Traumatic events 

Frank (1995) employs the metaphor of ‘narrative wreckage’ to characterise traumatic 

experiences.  According to McAdams (1993), as adults we impose a narrative plan on our 

lives where no plan existed before and create a narrative so that our lives, and the lives of 

others make sense.  Trauma needs to be considered in the context of each individuals’ 

perception; what might be traumatic to one individual may not be traumatic to another 

and it is the subjective perception of ‘threat’ that determines the intensity of each person’s 

reaction (Vaccarro, & Lavick, 2008).  When an event is perceived as traumatic, traumatic 
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stress also has damaging effects on the capacity for representation and the capacity for 

self-regulation (Vaccarro & Lavick, 2008). 

 

The chaos narrative, affiliated with the Chaotic body-self, has associations with 

those who have experienced trauma where detachment and personal disengagement often 

occur (Frank, 1995; Kahn, 1990).  Those termed Contesters all spoke of various traumatic 

events.  However, it was not necessarily the onset or the diagnosis of asthma, which was 

traumatic.  The quotes from each Contester are examples of various traumatic events that 

are directly and indirectly connected to their asthma and highlight the associations such 

events have with each person’s asthma and continual exacerbations.  Whilst Olena did not 

find the diagnosis of asthma traumatic: “It wasn’t like a big traumatic thing. There was 

no like big trip to hospital.  It was… very calm” (Interview 1, 02/03/10, 117-119); she 

describes the onset of pneumonia at the age of 18years as a turning point, which means a 

loss of control over her asthma. 
I went to skiing in Canada […] I got double pneumonia […] but I don’t remember it […] ever 
since then it’s, we’ve never been able to get control of it […] I was like ah… I’ll be fine. And 
then I started playing football… and… it must’ve been a really cold day or something cos I 
collapsed on the pitch (Interview 1, 02/03/10, 236-249). 
 

It seems that asthma directly attacks her sporting self and she tries to contest the onset of 

her asthma by still trying to play football.  However, asthma appears to continuously seep 

in to disrupt her sporting involvement and her sporting sense of self.  For some 

Contesters, events do not always directly impact or relate.  For example, Molly describes 

trauma, which seems to be more chronic and long lasting involving domestic abuse, a 

miscarriage, bulimia, alopecia, and complications in her second pregnancy which might 

have accumulated and indirectly been responsible for the onset of her asthma [Molly’s 

story is represented as a poetic narrative: He’ll change you think].  Ivor talks about being 

“in a panicky state and… and… being sort of bouts of depression” (Interview 2, 

13/03/10, 1582) and how his whole life changed dramatically when he was involved in a 

car crash. 
I had a life where I was incredibly busy and always mixed with lots and lots of people […] I was 
doing a lot of sport, playing lots of cricket and golf […] I was a very active and silly person and 
then I got hit (Ivor, Interview 1, 23/12/09, 23-33). 
 

Being hit is Ivor’s dramatic ‘turning point’ (c.f. Denzin, 1989) and his body is 

consequently imprisoned in the frustrated needs of the moment (Frank, 1995).  The 

excruciating pain he endures in his neck from the car crash complicates Ivor’s asthma and 
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when we meet for a second interview, he is just about to enter into his third operation, 

which he hopes will ‘cure him’ from the pain in his neck.  However, he says that he is 

“scared of it not working. […] this is a last resort thing. There isn’t anything else” (Ivor, 

Interview 2, 13/03/10, 1563-1565).  He also says that, “Alcohol doesn’t help […] if it had 

of done I think I probably would’ve turned into an alcoholic “(Ivor, Interview 1, 

23/12/09, 192-193).  He experiences a ‘biographical disruption’ (c.f. Bury, 1982) and 

goes into a chaotic ‘pit of narrative wreckage’ (Frank, 1995, p.110).  [Ivor’s story is 

represented as a poetic narrative: I’m going to beat it].  Eve also suffered injuries (to her 

ribs, lungs and shoulder) in a car crash and post-traumatic stress; she gets: 

flashbacks [….] It’s almost like just having a veil over... between me and everything else that was 
going on. It’s really, really weird sensation that’s the kind of history behind that, because of the 
damage to my lungs it’s made my asthma worse (Interview 1, 21/04/10, 211-212). 
 

Eve offers an insight into post-traumatic stress linking many aspects of the chaotic body 

to her traumatic experiences. 
everything gets jumbled up, […] if you imagine your brain as a filing cabinet for a normal 
person, you file things in the right place, but once you’ve experienced too many traumatic 
events, your filing cabinet disappears, so you’ve just got all this information flying around 
(Interview 1, 21/04/10, 750-755). 
 

She continues to explain how the crash has affected her and how asthma has affected her 

career direction [see Chapter 10.0: I was raging about it].  For Eve, “that’s what’s 

annoyed me about asthma, it’s kind of killed my ambition and killed my dream” 

(Interview 1, 21/04/10, 514-515) because she had “set my heart on um going into the RAF 

as a pilot” (Interview 1, 21/04/10, 498). 
I’m never gonna be anything more than an amateur […] play around in the park sportsperson. 
I’m never gonna get any further than that, just because of medical reasons (Eve, Interview 1, 
21/04/10, 572-574). 
 

Here, she describes how she is never going to be any more than an amateur sportsperson.  

Acceptance for Eve seems to be about having to accept that asthma has killed her dreams, 

which involved her sporting self.  So, again, this contingency is not accepted but it is 

taken as inevitable (Frank, 1995) and is contested through persevering in their sport.  

These traumatising events and experiences can be characterised as traumas precisely 

because they do not conform to their more everyday, normal sense of reality (Crossley, 

2000).  Those who have experienced traumatic events are particularly prone to use 

dissociative mechanisms and symptoms in an attempt to cope with the trauma (Frank, 

1995).  On going asthma attacks for those termed Contesters can be seen as threatening 
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impending chaos at all levels and for Olena, she struggles to put her experiences into 

words because: 
There’s not one asthma attack I’ve remembered. I think it must be a coping mechanism but I 
don’t know what happens when I have an asthma attack because I’ve never remembered a single 
one (Interview 1, 02/03/10, 745-747). 

 
The use of dissociative mechanisms, including amnesia, is particularly related to coping 

with traumatic events or experiences (Crossley, 2000).  Association with one’s own body 

can be experienced as dangerous (Frank, 1995).  Chaos is what can never be told and 

exercising responsibility requires a voice, and at times, for some of those termed 

Contesters, the chaotic body has no voice (Frank, 1995).  

 

Frustrations and anger 

Frank (1995) argues that “all of us on the outside of some chaos want assurances that if 

we fell in then we could get out” (p.102), but it seems that Matt’s false hopes about 

“growing out of asthma” leave him with a continuous contingent immediacy whereby he 

keeps “getting asthma which is frustrating” (Interview 1, 08/05/10, 736) and he sees no 

way out. 
I still just get annoyed […] feeling like there’s something wrong, not feeling healthy. Not felt 
healthy for quite a long time. I used to be really fit and athletic and then gradually got less fit and 
less athletic [laughing] and now I’m really unfit and non athletic [laughing] so that’s really 
annoying as well […]  I’m quite bitter at, at the world when a lot of it’s in my own control 
[laughing] Bitterness comforts me [laughing] Anger and bitterness is the answer [laughs]. 
Hmmm.... I hate my lungs [whispers][…]  I always say if I could get a lung transplant, […] all 
will be well [laughs] (Matt, Interview 1, 08/05/10, 751-762). 
 

Again, contingency is not exactly accepted but is taken as inevitable (Frank, 1995).  It 

seems that health is associated and measured by levels of fitness and athleticism.  So Matt 

views asthma as an attack on his healthy, fit and athletic self and consequently hates his 

lungs.  He seems to treat his body as an, ‘it’ similarly to Eve who also feels angry and 

frustrated with her body. 
I just get angry and frustrated, end up kicking walls and hitting walls and things rather than 
letting it out in other ways […] I don’t see the point in just sitting there […] crying and making 
my asthma worse because my emotions are all over the place […] it doesn’t fix a situation […] 
I’m slowly coming to realise that the only way I’m gonna fix the situation is to take my 
medication until the doctor says that I don’t have to take it anymore, which probably is never 
gonna happen unless, […] some really clever person invents something […] you take a swig once 
a month […] you’re asthma free for... for the rest of your life. […] you have an asthma jab and 
this means you don’t have an asthma attack for a year (Eve, Interview 1, 21/04/10, 713-725). 
 

Eve seeks quick fixes and ‘cures’ for her asthma.  It seems that Contester body-selves are 

so degraded by an over determination of asthma that survival depends on the self’s 

dissociation from the body (Frank, 1995).  A ‘self’ dissociated from its body rarely seeks 
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or discovers terms of association with others (Frank, 1995).  However, Frank (1995) 

argues that matters are more complex than a ‘self’ dissociating itself from the body and 

chaos narrative is lived when ‘it’ has hammered ‘me’ out of self-recognition.  Eve, for 

example, is so frustrated with her body that she wishes she could replace her old pair of 

lungs with a new pair: 
I just wish there was just like a shop where I could go into and you could say right, I’d like a new 
shoulder and they’d like fit you with a new decent shoulder, or a new pair of lungs please […] I 
don’t care how much it costs (Interview 1, 21/04/10, 665-670). 
 

Thinking of oneself as a machine as opposed to a lived body severs a connection that is 

fundamental to thinking of oneself as a person who exists for other people (Frank, 1995).  

Whilst many expressed similar feelings of frustration, not all of those termed Contesters 

were as angry as Eve and Matt.  For example, whilst Eve thinks, “I’m just the unlucky 

one in the family” (Interview 1, 21/04/10, 452), Olena expected to have some form of 

asthma because it runs in her family; “Granny’s got really bad asthma and her brother 

died of it. So it was quite expected that I would have it” (Interview 1, 02/03/10, 84-85).  

Nonetheless, Olena tells of her heightened frustrations with her asthma, as it suddenly got 

worse when she turned 9 years old: 
it suddenly got worse and I kept getting a really bad cough and chest infection… and then when I 
was 13, 14 I was running loads and I kept getting chest infections and asthma attacks after I 
was running. […] every time I got a chest infection I’d end up in hospital. […] when I was 17 or 
18, I went to Canada skiing and got pneumonia in both lungs and since then… it’s been-… a 
whirlwind (Interview 1, 02/03/10, 88-94). 
 

For Olena, since her pneumonia, and likewise with others termed Contesters, their asthma 

is particularly unpredictable and feels like a hostile attack on their bodies that means 

living in a more contingent immediacy (c.f. Frank, 1995).  Levine and Frederick (1997) 

argue that those who experience prolonged and chronic traumas are more likely to 

experience feelings of rage and depression.  It seems that the Contesters body-self that is 

immersed in a chaos lives primarily in immediacy (Frank, 1995) and then they seem to 

find it difficult to see a way out, which seems to exacerbate their feelings of panic during 

asthma attacks.  As Leder (1990) notes, in the case of health the body is alien by virtue of 

its disappearance, however with the sudden onset of asthma, this gives way to dys-

appearance whereby the body is no longer alien-as-forgotten, but alien as remembered, a 

sharp and searing presence threatening the self.  Asthma appears to be a threatening 

attack on their sense of self, which Contesters are finding hard to fight. 
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7.2 Mind-body self relations 

 

Contingent sporting body-selves 

For those termed Contesters, their body-selves are likely to be more contingent.  Their 

asthma seems to be at the stage where it flares up unpredictably with “sudden attacks” 

(Ivor, Email 3, 07/10/10), which makes it very difficult for many Contesters to control.  

Consequently, Nick says that he knows “that I’m obviously asthmatic” (Interview 1, 

01/12, 09, 495), but it seems that his positioning has changed over the last 4 or 5years and 

the way he labels himself has changed: 
I was like, ‘are you asthmatic?’ and I sort of always tick no, but I haven’t even thought about my 
asthma for 15 years or so (343-344).  Whereas now, I am much more aware of being asthmatic. 
[…] I’m definitely asthmatic because I’ve, I, I’m taking inhalers everyday (Nick, Interview 1, 
01/12/09, 483-486). 
 

Being asthmatic is not accepted but it is experienced as inevitable because, “It’s kind of 

hard to hide. Can’t really hide it at all” (Olena, 537).  For Matt this means that he sees 

himself as ‘sick’; “I’m sick. Fix me” (Interview 2, 11/06/10, 1141).  Additionally, Olena 

says it is, “Like rebelling against having it isn’t it… because you don’t want to admit that 

you’re as ill as you actually are” (Interview 2, 03/03/10, 1285-1286).  Instead, Eve wants 

“to live my life how I want to live my life and I am sick to death of it being dictated 

byyy... every single condition under the flipping sun”(Interview 2, 10/06/10, 1198-1199).  

Furthermore, Olena says something similar to Matt about the way things just happen, 

suggesting that they do not have any control over their actions. 
I don’t care what they think. I want to do what I’m not […] advised to do. […] I don’t smoke a 
lot, it’s just when I get very drunk, […] maybe 6 cigarettes a year throughout, […] not a huge 
amount […] I feel it a lot afterwards, like I need to take my nebulisers […] Not proud of it, but 
it’s something that… happens (Interview 2, 10/06/10, Olena, 1274-1282). 
 

Olena sees smoking and drinking as ‘improper’ behaviour (c.f. Goffman, 1959) and she 

justifies it by relating to the loss of control she has for her asthma.  She says that it is just 

something that happens, similarly to Matt; a sense that no one is in control (Frank, 1995).  

Olena seems to reject the disabling label associated with asthma, particularly in ‘front 

stage’ regions (c.f. Goffman, 1969) where her valued active presentation of self might be 

threatened: 
me and my mates and we were just chatting away and they were like, “Well you are partly 
disabled because of your chest, it stops you doing so much” and I’m like, “I’m not disabled, I’m 
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not disabled. I can do anything you do, I just have to do it a different way” and just walked 
straight into the disabled toilets [laughs] (Olena, Interview 2, 03/03/10, 1247-1249). 
 

Nonetheless, in different contexts, Olena thinks of asthma as “a part of life” and: 
It’s part of me […] [it] doesn’t define you. […] It doesn’t really mean anything. […] there’s part 
of me that’s quite proud to have asthma because I’ve done so many things for asthma UK that I 
wouldn’t have done if I didn’t have it… and met loads of people that I wouldn’t have met if I 
didn’t had asthma […] The bonuses definitely don’t outweigh the negatives of it […] I think it’s 
different because I’ve always had it. I don’t know what life it without it so it’s actually, it doesn’t 
mean something to me, it is, it’s part of me, it always will be, it always has been. So it’s like… 
just there (Olena, Interview 1, 02/03/10, 866-875). 
 

Despite Olena saying that ‘it’s part of me’ she has always seemed to view asthma as an 

attack on her body-self, something which she contests and rebels against.  Interestingly, 

Nick says that his asthma is not exercise-induced but “sports induced asthma” (Interview 

1, 01/12/09, 76).  This seems to reiterate the threat that asthma is having on their sporting 

body-selves.  During their sport, asthma seems to particularly give way to dys-

appearance reminding Contesters of a sharp and searing presence threatening their 

sporting self (Leder, 1990). 

 

Self-disclosure and relational difficulties 

It appears that most Contesters have always largely managed their own asthma 

medication.  Frank (1995) argues that single-minded pursuits of regimens can mean the 

self becomes dissociated from the body as an “it” and such individuals are not able to 

associate relationally with others.  For example, Olena says: 
I’ve always done that all myself, but before then I don’t really remember. Since at school I’ve 
been in control of it… all myself (Interview 1, 02/03/10, 878-879). 
 
Moreover, it seems that for those termed Contesters the relational aspect of their 

asthma has been difficult particularly with parents.  Frank (1995) argues that the chaotic 

body is affiliated with the concept that relationships have a history of failure and 

difficulty, so in terms of other-relatedness, the body is monadic.  For example, Olena’s 

“not very close” (850) to her mother and gets annoyed with the way her father tries to 

help: 
He’s… [her Dad] good and he’s not good because he gets a bit annoyed and he’s like, Olena 
common, just breathe properly... I’m trying [laughs] (Interview 1, 02/03/10, 824-825). 
 

When Nick had his first asthma attack his mother said “don’t you ever do that again and 

got quite cross” (Interview 1, 01/12/09, 58).  He also remembers the time when he was at 

the camp with his father and: 
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it flared up my asthma and I was breathing really badly and my Dad was like, […] ‘No way are 
you fucking sleeping outside sounding like that’ […] I was kind of letting him down, looking like 
a weed, looking like a wimp, it was all, it was awful for me (Interview 1, 01/12/09, 149-155). 
 
Frank (1995) argues that the incapacity to receive comfort reflects and reinforces 

the body’s lack of desire.  This monadic orientation can contribute to the inability to find 

recognition or support for the body’s pain and suffering (Frank, 1995).  To Nick, asthma 

represents weakness and ‘giving up’ is not culturally valued in sport.  Goffman (1963) 

terms the ‘discredited’ those who assume that their stigma or disability is immediately 

evident to others.  Disclosures are bound up in ‘impression management’ strategies (c.f. 

Goffman, 1963) and are characterised by the more or less conscious efforts of definition, 

redefinition, discretion, deceit or manipulation designed to control the impression an 

individual conveys.  It seems that Nick’s father betrayed Nick’s attempts to avoid a 

‘discrediting’ identity and he struggles for control over disclosure processes. 

 

Olena also highlights issues of self-disclosure.  Olena “won’t tell people I have 

brittle asthma unless I’m doing a talk about it” because “it’s unusual” (Interview 2, 

03/03/10, 1266-1268).  She also finds it difficult to relate to others who have brittle 

asthma.  She seems quite protective about her brittle asthma and she gets very annoyed 

with other asthmatics who try and claim that label.  She is engaged in various on going 

debates about asthma because she is an asthma ambassador.  She argues with other brittle 

asthmatics: 
You really don’t have brittle asthma, you don’t know what you’re on about. So I just get a bit 
annoyed with them thinking they know it all and actually, no you don’t! (Interview 1, 02/03/10, 
586-587). 
 

Goffman (1963) indeed argues that individuals must often control information about 

themselves that might be discrediting to their identities.  To disclose information about a 

stigma is to disclose a potentially damaging aspect of one’s personal identity and by 

strategic management of information about her self, Olena seems to control the manner in 

which the ‘audience’ perceives her and thus to avoid being ‘discredited’ (Goffman, 

1963).  For many of those termed Contesters, they raise issues of the social impact of 

asthma. Ivor thinks that: 
the biggest thing it’s bringing up though is the, the difficulty people have with people who are 
unwell… and… whether that’s the asthma, pain or whatever, people run away and the social 
factor of ill health in, you know, sport, mountaineering, music whatever can be quite, quite 
big….There’s a massive social impact. I don’t think people are unkind, they just avoid […] cos 
it’s easier. But I’m less likely to find people to climb mountains with now I’m ill than when I 
was… a top climber (Interview 1, 23/12/09, 509-515). 
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Olena explains that: 
Well it stops me doing a lot of things. Like I can’t go out with my friends… like I would 
normally cos I just get too tired at the moment cos I get very out of breathe. You just have to 
plan--, you just have to be a bit more careful about planning things (Interview 02/03/10, 621-
623). 
 

Indeed, Nick feels that it is other people’s lack of understanding that makes him hate 

asthma the most.  Bryotard (1992) recognises that many ‘ill bodies’ cease to love 

themselves. In this sense, he does not feel that others can relate to him and he refers to the 

stigmatising effects of asthma: 
that’s the sort of thing that makes me hate asthma the most, […] it’s other people’s reactions 
[…] I don’t like to draw attention to it or, so say, no look, this is really bad. […] You just kind of 
stubbornly go through it and like walking home after a night out, up the hill [laughing], like it’s 
cold and I’m having an asthma attack […] common wheezy, or something like that (Matt, 
Interview 1, 08/05/10, 285-292). 
 

This stigma prevents Matt from taking his inhaler and engages in certain self-disclosure 

techniques (Goffman, 1963) because he does not want to “draw attention to it” or to be a 

burden and “say, no look, this is really bad”.  Other Contesters also used these disclosure 

techniques: 
I don’t like taking my inhaler when other people are around […] [I] feel stupid taking it. I feel 
like I am sick. […] Actually, I remember taking my inhaler at school and everyone’s like 
[pointing and laughing] thought it was funny [laughs] and it’s really not funny. […] if you 
don’t have asthma, people don’t think […] it’s at all serious. […] you can’t really explain that to 
somebody, like shut up it’s really bad […] I’m not really sure if anybody on my cricket team 
knows I have asthma and I’ve been playing there for 10 years so (Matt, Interview 1, 08/05/10, 
221-241). 
 

It seems that individuals are continuously negotiating self-disclosures in ways that serve 

to protect their personal identities, yet embodied disclosures of asthma are more difficult 

to hide and mask, which makes ‘passing’ in sporting contexts more difficult (c.f. 

Goffman, 1963).  Indeed, as Goffman (1963) argues, disclosure becomes a semiotic, 

ideological and performative act, a complex engagement with choices which construct 

specific identities and realities, as opposed to conveying and/or confirming specific 

identities in a ‘natural’ unfiltered display of an ‘authentic’ self.  Contesters seem to find 

negotiations involved in disclosing the self in performance particularly difficult.  

 

Asthma being hereditary is also a relational aspect and some feel worried about 

their “shit genetics” (Nick, Interview 1, 01/12/09) being passed on to their children.  For 

example, Nick feels that “yeah sucks that […] my shit genetics get passed on” (Interview 

1, 01/12/09, 224-225) and “they run and then the moment, they cough, cough, and then 
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they might be sick… which is nice, especially if they’ve eaten watermelon” (Interview 1, 

01/12/09, 210-211).  Nick feels that 
it would be horrible to think […] they couldn’t take part in sport, and they’re really gonna 
struggle or something with asthma. It seems to be a bit of a, a bit beastly, a tight life they can get 
involved in. So I guess we’ll um monitor that and see how it goes (233-236). 
 

However, Nick has “been thinking more about asthma because of them [his children] 

and talking to the asthma nurse about the management a bit more” (Interview 1, 

01,12,10, 214-216).  It seems that Nick’s children are enhancing his relatedness way of 

being and associating with others is helping him with his own management. 

 

7.3 Medico-scientific perceptions and experiences 

 

Treater-patient relationship 

For some of those termed Contesters, the treater-patient relationship is missing faith and 

trust.  Matt thinks that “[doctors] they’re rubbish… and incompetent” (Interview 1, 

08/05/10, 140).  Matt continues: 
You see a variety of doctors and a lot of them just want to get you in and out as quickly as 
possible […] I’ve seen a lot of doctors because of sport injuries […] and they’re rubbish with 
that… I saw one doctor that was really good... once [laughs] all the others were rubbish 
(Interview 1, 08/05/10, 961-965). 
 

Consequently, it seems that Matt would, “rather get on without them. [laughs] just 

stubborn. I don’t need them”(Interview 2, 11/06/10, 893-894).  Matt seems to blame 

himself and some of his responses (e.g. “I’m rubbish”, “I have a rubbish immune system” 

“I’m not gonna bother”), convey a sense of hopelessness and despair.  Seligman (1992) 

argues that the perceived inability to control important environmental events produces the 

learned helplessness phenomenon.  Matt appears to attribute his helplessness to stable, 

non-variable causes that are innate and internal (Weiner, 1971).  Contesters, in particular 

experience unsuccessful medical interventions, meaning that people generally ‘distrust’ 

doctors and lack faith in medicine.  For example, Matt’s doctor told him that 
People tend to grow out of it in multiple of 7 years [laughs] […] right, didn’t work this time, when 
am I 21? [laughs] Okaaaay, mark that down on the calendar [laughs] yeah lots of little harsh 
hopes that it might go away but it didn’t (Interview 1, 08/05/10, 727-731). 
 

These ‘harsh hopes’ appear to be detrimental to Matt’s self-efficacy and successful 

adaptation to asthma.  This also happened to Nick and Eve: 
on the asthma side of things... it’s just the frustration really... ‘cause it’s constantly there, I know 
it’s probably gonna be there for the rest of my life now ‘cause otherwise I would’ve grown out of 
it when I was 14, 15 (Eve, Interview 1, 21/04/10, 473-478). 
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It seems that Contesters, especially Matt, do not take full responsibility for managing 

asthma and seem to experience periodic disruptions with their asthmatic bodies, finding 

that medicine does not help their asthma symptoms.  Nonetheless, they take responsibility 

for what illness means in their lives; a concept that Frank (1995) argues is what a post-

colonial person does in the remission society.  Consequently, Contesters, specifically 

Matt, Eve, and Olena all similarly state that they “will not go to an asthma clinic” (Eve, 

Interview 2, 10/06/10, 1047), which is not necessarily “because it’s [asthma] good or I 

don’t have any problems” (Matt, Interview 1, 08/05/10, 126-127) but rather because Matt 

does not really believe: 
that anybody can help me so.. I’ve seen people enough times and nothing’s helped so... I just 
carry on […] being told that I should be doing this slightly different and I’ll do it and it won’t 
make any difference (Interview 1, 08/05/10, 132-135). 

 
Eve similarly explains why she does not want to go to an asthma clinic: 

No I don’t have much faith in asthma nurses... um... ‘cause I’ve had similar experiences before 
when I was younger […] Oh she’s like ohhh, to be taught how to use my inhaler again. I’m like 
oh... I know how to take my inhaler (Interview 2, 10/06/10, 1120-1126). 
 

It seems that interventions (such as Kickin Asthma e.g. Magzamen et al., 2008) might 

need to consider these asthmatic’s (de-)motivations for attending asthma clinics, given 

that motivating secondary school students to address asthma education was often an issue 

in Magzamen et al.’s (2008) study.  However, Olena appears to hold a high regard for 

doctors and seems to have a good relationship with her consultant who is a ‘professor’ 

who gives her hugs.  It seems that her brittle asthma is particularly difficult to control, but 

her doctor told her that “if I keep doing this [playing sport], I’m gonna kill myself” 

(Olena, Interview 1, 02/03/10, 380-381).  This comment seems to have had an impact 

with Olena who is in the process of trying to control her asthma after a period of time 

when her asthma completely stopped her doing anything: 
He [consultant] was like, right you’re not allowed to do anything.  So I saw a physical health 
psychologist who planned what I was allowed to do […] I was allowed to walk 10 meters 
maximum a day. […] that was for 2 weeks and then […] it would be doubled to 20 […] Really 
slow progress to try and build it up and I’d got to so far and then it started getting bad and we 
thought it was like a fitness intolerance thing cos I was so unconditioned (Interview 1, 02/03/10, 
349-356). 
 

Therefore, Olena has a meeting with her consultant every month “about whether I’m 

allowed to do sport or not” (Interview 1, 02/03/10, 21-22).  Alternatively, when the 

doctor gave the same advice to Ivor, he reacted quite differently: 
One doctor said to me […] well don’t do anything … so… I nearly punched him… with lack of 
understanding about the world’s life and the, all the bear it is.  I said, well hand me the tablets, 
I’ll die now then (Interview 1, 23/12/09, 369-372). 
 



	  

	  

179 

Whilst Frank (1995) argues that the worst thing medical staff can do to someone in the 

chaos story is to rush them to move on, it seems that pressuring the patient into 

acceptance is also unhelpful as it represents an existential threat.  Contesters appear to 

encounter difficulties in medical relationships.  Therefore, an increased understanding of 

these difficulties and of the way Contesters are living in chaos and may internalise blame 

for the unsuccessful management of their asthma, may assist how medical practitioners 

address the needs of those struggling with their asthma. 

 

Distancing dependency 

Whilst some do not take their inhalers, many Contesters are supposed to be on high doses 

of steroids.  It seems that they would rather not be on these for various reasons, which are 

mentioned by participants below.  For example, both Eve and Ivor put on weight after 

steroids: 
I hate taking steroids… 5 days worth of steroids and I can guarantee that I’ll put on at least 5 
pounds in weight… they just knock, knock me for 6 (Eve, Interview 2, 10/06/10, 994-995) 
 
The trouble with steroids is that they make you put weight on […] I put on 2 stone after I had 
my asthma attack (Ivor, Interview 1, 23/12/09, 454-457). 
 

It seems that many Contesters embody the changes and impact that steroids have on the 

shape of their bodies.  Therefore, Ivor “would love to be in a situation where I took less 

drugs” (Interview 2, 13/03/10, 1584).  Ivor feels that the drugs have had negative affects. 

He thinks that all the drugs that he has been on has had an affect on his sexual desire. 
I don’t think I have any sexuality left. That’s one of the side effects of the drugs that I’m on. I 
don’t think I could have a sexual thought if it came up and hit me in the face (Ivor, Interview 1, 
23/12/09, 1002-1003). 
 

Ivor blames the drugs for his lack of sexual desire.  In this sense, medicine seems to be 

related to the way Ivor’s body’s desire is lacking (c.f. Frank, 1995).  It seems that 

Contesters are more likely to have to weigh up and negotiate difficult and life-threatening 

choices, but their bodies force them to address short-term needs with quick fixes.  For 

example: 
I don’t like it [medication]. I worry about what it will do to my system in the long run, […] what 
would I prefer? Taking all that and being able to breathe or not taking it and not being able to 
breathe? (Olena, Interview 1, 02/03/10, 503-505). 
 

It seems that inhalers symbolise a dependency, which appears to threaten Eve’s 

‘independent self’; a valued way of being in western culture.  
[I’m] a really independent person and I hate having to be dependent. Like Mum’s got me back at 
home now and I hate it. (272-273) I’m kind of, I rely on friends, you know, have you got your 
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inhalers on you, yes. I now have an inhaler in every bag, because... I forget to put them in 
(Interview 1, 21/04/10, 706-708). 
 

Similarly to Conformers, Contesters were also diagnosed with asthma and given an 

inhaler to treat their symptoms with little further guidance.  Eve’s quote suggests the 

development of a coping mechanism to avoid possible feelings of dependency.  However, 

despite needing to take medication, it seems that Contesters are amidst medication 

difficulties.  Many of those termed Contesters discuss how they have to go in and out of 

hospital regularly.  Olena says that she “tend[s] to be in hospital” (Interview 1, 02/03/10, 

73) and she “couldn’t count the number of admissions” (Interview 1, 02/03/10, 421). 
I just kept going in and out of hospital with chest infections… like… every week or so?... So I’d 
be playing football […] and then I had a really bad attack. […] I still kept trying to play sport 
[…] despite it all [laughs] I would just disconnect myself from my pump to play sport and 
reconnect (Olena, Interview 1, 02/03/10, 286-308). 
 

Because of this, some have moved closer to hospital.  Ivor says that “One of the 

advantages of living in this piece of Winchester is of course I’m much closer to the 

hospital should I need it” (Interview 1, 23/12/09, 1609-1610) and Eve lives round the 

corner from her hospital.  Therefore, this contingent immediacy seems to have an 

influence on their geographical location; a need to be near to medical care because of the 

life-threatening seriousness and chaotic nature of their asthma.  

 

7.4 Self-environmental associations 

 

Socio-psychosomatic associations 

Roszak et al. (1993) stress that we are not only interconnected with our environment but 

our well-being is dependent upon it, which coheres with the phenomenological concept of 

Dasein (being-in-the-world).  Stevens (2010) further argues that “we are continually 

interconnected via two-way interactions (electromagnetic, chemical and mechanical), and 

all we can know of the world comes via such interactions” (p.265).  Olena is particularly 

conscientious about taking precautions with everything: 
Like my duvet’s in a bag, my pillows are in a bag, an allergy bag. It’s just… anything can really 
affect it like, if it’s got colder… pollen… there’s nothing really that doesn’t. I just have to be 
careful with everything (Interview 1, 02/03/10, 671-673). 
 

It seems that Contesters find particular difficulties with the weather and also try to figure 

out the environment, but appear to feel slightly disconnected from it.  An association with 

the environment and their asthma is problematic.  Contesters discuss the environment and 

how this seems to shape their experience of asthma; seasons (Summer and Winter), 
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quality of air, the temperature (the cold) and the night are all environmental aspects that 

shape their experience of asthma.  Specifically, Ivor discusses his awareness of the air 

quality; 
You get a lot of smog and fog here. I do notice that when I go up to my Mother’s in the north, my 
breathing is a lot easier… In the middle of the Lake District it’s a lot easier to breathe…Um… 
you’re less wheezy.  It feels fresher. It feels like you get more value from an intake of breath 
(Interview 2, 13/03/10, 1649-1654). 
 

Ivor believes that “if the body’s in the right environment, it might stand a chance of 

recovering from something” (Interview 2, 13/03/10, 1729-1730) and he is learning what 

triggers his asthma and seeking to avoid them.  Indeed, ecotherapists demonstrate that 

changing the environment can profoundly affect one’s well-being over the long term 

(Stevens, 2010).  Stevens (2010) argues that the environment is not a scene through 

which we move but the medium within which we are embedded.  It tells us we are an 

integral part of the place we are in, shaping us, connecting us, guiding and constraining.  

Chalquist (2009) notes that feeling disconnected from the natural world can produce 

psychological symptoms such as anxiety, frustration and depression.  Furthermore, 

individuals with a strong athletic identity often exhibit greater signs of anxiety, 

depression and low self-esteem when their body project and athletic self-identity are 

disrupted (Allen-Collinson, 2007).  However, perhaps equally these same psychological 

symptoms can enhance feelings of disconnectedness with the environment and one’s self-

identity for those with asthma. 

 
Night: the danger zone 
 
Those termed Contesters seem to find “my asthma is far worse at night” (Ivor, 438) and 

“mainly when I was sleeping, and just kind of lying in bed, feeling slightly stressed that 

my breathing was very, very shallow and I'm not getting much air” (Nick, Interview 1, 

01/12/09, 156-158). 
I’m not even sure how often it’s happened where I’ve actually woken up not being able to 
breath.  Mainly it’s going to bed, knowing that I’m not breathing well, thinking, shit this is a bit 
of a bummer (Nick, Interview 1, 01/12/09, 548-550). 
 

Ivor highlights the psychosomatic aspects of night when he is in hospital: 
I could breathe during the day and then as soon as you get to nights, it would be like, here we 
go, we’re in the danger zone (Interview 1, 23/12/09, 817-818). 
 

Matt also finds it worse at night and he refers to other aspects of stress that keep him 

awake.  Other Contesters report having to sleep upright so as to assist their breathing 

(taking the weight of the ribcage off the lungs): “at the moment I’m just sleeping pretty 
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much upright […] It really hurts” (Eve, Interview 2, 10/06/10, 1010-1023).  Again, Ivor 

links night (the dark), asthma and stress: 
So It was alright when I was up and running around and talking to people in the ward, but you 
kind of chill out and the lights are out all of a sudden it’s off. It’s probably also a psychosomatic 
bits to do with the… dangers, people are always more worried about the night anyway aren’t 
they. So, it’s why people call doctor’s out in the night, because they worry more cos it’s dark 
(Interview 1, 23/12/10, 866-870). 
 

And the only way that Eve can sleep upright is if 
I roll in at like 3 o’clock [am] absolutely smashed and fall asleep sat up in a chair… that’s the 
only way that… and then I’m awake within a couple of hours anyway […] I literally have to just 
tire my eyes out so much that they just, I just fall asleep, so literally fall asleep like I can’t keep 
my eyes open any longer ‘cause I’m that tired. But then um, I slept, I pretty much see every hour 
on the clock… ‘cause coughing wakes me up (Interview 2, 10/06/10, 1026-1036). 
 

Nightime seems to have a significant impact on Contesters’ asthma, which means that 

they find it difficult to sleep and have to adjust their sleeping positions.  Contesters 

appear to highlight a significant psychosomatic association with night-time.  

Metaphorically speaking, night can symbolise death and can also symbolise depression.  

Indeed the human body serves as a frequent source of metaphorical thought and language. 

 

Seasonal impact: summer and pollen; winter and the cold 

Molly and Nick refer to the impact summer has on their asthma: 
August will be the worst month and the pollen and the ahhhh and people start cutting their grass. 
It drives me nuts. I’m streaming (Molly, Interview 1, 01/06/10, 731-732). 
it's over a number of Summer's now and I've noticed that my asthma flares up and it's been 
quite bad and I haven't been able to deal with it with the blue inhaler er, happened now 
probably 3 in the last 5 or 6 Summers (Nick, Interview 1, 01/12/09, 83-85). 
 

In contrast, winter appeared to be particularly bad for many of those Contesters.  “Winter 

is definitely my worst time of year” (Eve, Interview 1, 21/04/10, 263) and Ivor says that: 
bad weather doesn’t help. Cold weather and […] I can tell when the weather changes, I know 
when a damp’s coming through. Pressure changes amazing difference (Ivor, Interview 1, 
23/12/09, 178-180). 
 

Additionally Olena mentions the difficulties associated with bad weather because it stops 

her from being spontaneous: 
If the weather’s bad you really can’t go out and do it because you get a bit chesty and wheezy 
and the cold weather effects you and you always have to be prepared, like you can’t just be so 
spontaneous cos you need to take your medication with you. It’s like little things like going round 
a friends, you can’t stay over and sleep on the floor […] Cos I sleep sitting up right basically 
(Interview 1, 02/03/10, 624-628). 
 

This restriction means that the winter affects other aspects of their life such as their ability 

to play sport. 
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In the Winter […] I would say it’s one of the most frustrating parts of... my active life, […] my 
football suffers. All my sports suffers and it’s my sport that, […] keeps me upbeat and […] 
makes me better. Gives me something to focus on[…] in the Winter it’s a flipping nightmare (Eve, 
Interview 1, 21/04/10, 267-271). 
 

Because: 
every time you go out in the cold, you’re gonna have asthma and even though it might not make 
any difference physically, it’s just annoying and I get really pissed off with it [laughs] (Matt, 
Interview 1, 08/05/10, 741-743). 
 

The cold and the night seemed to have combined affects on Contesters’ running: “I've 

gone out running at night, in the cold, I'll come home and I won't be able to breath, kind 

of burns afterwards” (Nick, Interview 1, 01/12/09, 77-78).  As Stevens (2009) argues, as 

embodied beings, we can only understand who we are by being aware of our physical 

nature; as ‘embedded’ beings, self-understanding can only come if we are equally aware 

of our physical environment.  Whilst, those termed Contesters have some awareness of 

environmental triggers, by avoiding certain environmental triggers, it seems to enhance a 

sense of disconnectedness, which may constrain self-understanding.  Given that Stevens 

(2010) argues that the environment is an essential part of our selves, the environment may 

constrain their sense of who they are because it can constrain their involvement in sport 

and various environments.  It seems clear that there is a direct link between the 

environment they are in and their mental and physical well-being; where they are is 

intimately connected to who they are (c.f. Stevens, 2010). 

 

7.5 Sport and spatiality 

 

Pushing the limits 

It seems that Contesters encounter substantial disruptions to their sport.  Asthma seems to 

have “affected me playing netball” (Molly, Interview 1, 01/06/10, 15).  In addition, Nick, 

for example reports such disruption: 
Remember[s] recently, giving up on the mats. No-one knew the reason was, I was getting out of 
breath. […] Tapping out of out of breath isn’t really that cool. It could be at least if you’re 
arm’s dislocated or something [...] (189-192) Cos my lungs aren’t working very well at the 
moment […] I was berating myself in the shower for tapping to that sort of, feeling a wee bit 
tired sort of thing. Um which is pretty cack […] I’ve just realised that this has been the worse 
asthma I’ve think in 4 summers, it’s been a nightmare for asthma (Interview 1, 01/12/09, 393-
397). 
 

Whereas Matt says that he only plays cricket and “gradually other sports just fell away. I 

used to play football, rugby, hockey er badminton er but they all fell away [laughs] bit 

sad really” (Interview 1, 08/05/10, 62-64) and he does “really miss football” (Interview 
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1, 08/05/10, 77).  Nonetheless, Olena “loved the adrenaline rush” (Interview 2, 02/03/10, 

1084) and still pushes her limits with sport: 
It [asthma] didn’t stop me. I just kept doing it as you can imagine [laughs]… I loved the 
adrenaline rush. Love speed. I still… when I still ski now, I love the speed (Interview 2, 
02/03/10, 1084-1085). 
 

Olena seems to love just “running a around and being outside and being with other 

people… It’s just having that competitive, like you get the banter as well” (Interview 2, 

02/03/10, 210-212).  Goffman’s (1973) ‘felt identity’ is an identity grounded in self-

feelings (McCall & Simmons, 1978) and it seems that asthma, akin to an injury, can 

constitute a rupturing and threatening event disrupting the routine processes of everyday 

life and activities resulting in a ‘disrupted body project’ (Sparkes, 2002) and also 

potential stigmatisation of the asthmatic sporting self.  Ivor highlights the conflicting 

nature and difficulty he is having about whether he will be able to continue playing golf: 
I used to be a very, very good golfer… and now I’ll probably never play again, which is a bit of 
a bummer […] mentally but also watching my son play and doing when I couldn’t is bad.  So I’ve 
started playing golf again.  I will overcome it [asthma] because I do have to beat my son 
(Interview 1, 23/12/09, 234-255). 
 

Contesters try to fight asthma with a ‘mind over matter’ mentality and Eve says that 

“when I’m actually playing, it’s just mind over matter” (Interview 1, 21/04/10, 446).  

Whilst sport seems to be a site for Contesters to prove their strength, their fitness and 

avoid potential stigmatisations of their sporting self, it also appears to be a site that 

exacerbates the conflicting nature between sport and asthma. For many, particularly 

Contesters, sport seems to be a somewhat of a double-edged sword. 

 

Double-edged sword: fighting asthma 

Participating in sport seems to be a context in which Contester’s bodies-selves are 

intimately contested and heavily negotiated.  Indeed, Nick refers to asthmatic role models 

who play sport, which leads him to believe that “the whole idea that it, that it doesn’t 

need to be a, a performance issue is very clear” (Interview 01/12/09, 339-340).  For 

other Contesters being fitter than others was considered important: 
I was probably one of the fittest, physically fittest in my year […] at primary school I was, I was 
pretty much the best swimmer. Um.. I played football in, like the boys team and... I did all the 
throwing and running events in like athletics (Eve, Interview 1, 21/04/10, 248-251). 
 

In terms of identity, Burke and Stets (1999) argue that when a lack of verification exists 

between the goal of matching environmental inputs and the internal standard, behaviour is 

altered or modified to counteract the situational disturbances and restore perceptions to 
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match the identity standard.  Thus, for example, when Eve views herself as fit and sees 

that others agree then she will continue to act as she has but if she sees that others appear 

to view her as unfit she might increase her behaviour in an effort to restore perceptions of 

herself as fit.  Furthermore, Olena thinks that taking part in sport will make her stronger 

and she does not “know if I was always encouraged to play as much sport as I was, just 

in case, but I continued to do it cos, I thought it’d make me stronger” (Interview 1, 

02/03/10, 193-194).  Whilst the prominence hierarchy of identities addresses what is 

important to the individual, the salience hierarchy focuses on how an individual will 

likely behave in a situation.  Stryker and Serpe (1982, 1994) argue that what influences 

the salience of an identity is the degree of commitment one has to the identity.  Eve gets, 

“really pissed off when I can’t train […] because I love training [football]” (Eve, 

Interview 1, 21/04/10, 394-395).  In this way, asthma identity is seen as contesting their 

salient sporting identity.  Eve says it: 
kind of ends up being mind over matter […] it’s [football] actually doing me good and it’s doing 
my lungs good... but it’s [sighs] ... I dunno... it’s difficult when you kind of like fighting, […] it’s 
weird, you’re fighting for your breath, but you’re really enjoying playing [football], ‘cause it’s 
not like a constant battle, because you get breaks within the game (Eve, Interview 1, 21/04/10, 
436-442). 
 

If identity meanings are in opposition to each other it puts the actor in the impossible 

position of verifying multiple incompatible identities simultaneously (Burke & Stets, 

1999).  Therefore, Contesters’ sporting involvement seems to be like a battle.  The 

fluctuating nature of their asthma is also difficult: 
I go walking like pretty much everyday. Don’t really do much running […] it’s not unstable 
but still trying to get the lung function stabilised because it keeps all, because it keeps changing 
(Olena, Interview 1, 02/03/10, 729-732). 
 

Nonetheless, Eve does not hold back when she is playing football: 
Playing out on a field... I won’t hold back on the tackles or anything like that and if I’ve got the 
ball on my feet, I will just run with it. […] kind of like psychological, […] I’m so focussed […] 
by the time I get to crossing the ball in... I’ve lost all energy […] if someone’s coming towards 
me, I just don’t have that kind of spark or quickness inside me to be able to go in and make the 
challenge. […] until my gasping has […] calmed down […] then I don’t have the energy and I 
can’t do anything (Interview 1, 21/04/09, 397-417). 
 

This seems to match a very culturally valued way of being in sport; no pain, no gain, 

pushing the limits, never giving up, and mind over matter.  Nick also expresses how much 

he has to ‘fight asthma’ when he is training: 
I can think of [when] asthma was a real nightmare.  Loads of times, when I’ve been running with 
David, and going whoa I’m really wheezing here at the end, but like today just keeping up with 
him, […] I’d be going [heavy wheezing noises] and waiting for it to calm down, but knowing that 
that’s what you do.  Not really, not really thinking that this is gonna affect me keeping up with 
him, we’re both struggling hard, trying to beat each other […] lungs burst, legs burstin, 
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everything’s burstin but I wasn’t thinking, naaa, crap asthma’s going to blown this for me but 
knowing when I stop, the asthma’s gonna be… probably taking me ages to get my breathing 
back (Interview 1, 01/12/09, 359-368). 
 

Sport seems to be a context in which contesting or incompatible identities are fought out; 

sport seems to be at the heart of identity contestations for those termed Contesters (Burke 

& Stets, 1999).  Sporting identities appear to be their prominent identity reflecting their 

‘ideal self’ (Burke & Stets, 1999).  Nick argues that he enjoys the idea of pushing himself 

in sport: 
there’s part of me that likes that idea, I quite like pushing myself […] I like the idea of 
knowing, […] I have to stop to be sick […] although even part of the asthma at the end run, 
costing a lung literally at the end […] it’s the no pain, no gain mentality, […] it’s an 
uncomfortableness… and it probably does limit performance at a certain level, but I’ve not 
noticed […] that it’s really impaired me.  It’s you know, maybe a struggle at the end of hard, 
hard exercise… I push myself very hard… I’m so used to dealing with that (Interview 1, 
01/12/09, 375-448). 
 

Asthma seems to threaten this prominent self and Eve says that her sport is also a 

therapeutic catharsis: 
my release is my fitness and my sport. That’s how I get rid of all my like tension and anger 
and everything. If I’m wound up, I’ll go for a run, or a swim or something and I can’t do that. 
[…] ‘cause if I do, then I’ll end up in hospital and then it’ll be another month before I’m fit to do 
any light exercise, let alone go for a run […] I get really angry, frustrated. Iiii have been known 
to like put holes through walls and... kick things quite hard (Eve, Interview 2, 10/06/10, 1201-
1209). 
 

Eve feels that sport is a catharsis and “therapists, […] doctor’s and people have said to 

me, you need to find a different release that doesn’t involve exercise” (Interview 2, 

10/06/10, 1211-1213).  It appears that Eve’s ‘felt identity’ (c.f. Goffman, 1973) means 

that she finds it difficult to try and find something else: 
I’ve tried loads of different things […] puzzle books, crosswords... internet... sometimes like 
playing guitar hero or the Wii will chill me out, […] kind of takes my mind off things, for a bit... 
but then when I’ve finished, I’ve still got all this pent up frustration and anger and then ‘cause I 
can’t exercise, it becomes this massive snowball.... becomes bigger and bigger until I lose the 
plot and er... just start... belting (Eve, Interview 2, 10/06/10, 1219-1225). 
 

Moreover, it seems that those termed Contesters are at risk of being forced out of playing 

their sport because of the instability and lack of control of their asthma.  Eve experiences 

breathing struggles when playing sport; “it’s almost like fighting against a one way 

valve” (Eve, Interview 1, 21/04/10, 343): 
When I’m doing sport […] you’re constantly aware of you know, the way you’re breathing 
and the air […] you’re mouth and nose covered in cling film or like a carrier bag, and you’ve got 
a few tinyyy pin pricks in it to let the air in […] It’s like fighting against (Eve, Interview 1, 
21/04/10, 290-295). 
 

Despite this breathing struggle involved when playing sport, Eve is not going to accept 

that she will not be able to do any exercise. 
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I’m hoping that I won’t have to retire at 24… I’m not happy but I’m kind of accept the fact that 
football’s gotta go on the back burner but […] I’m not going to accept that I can’t do any 
exercise (Interview 2, 10/06/10, 942-944). 
 

Additionally, Nick says that because of his asthma has recently flared up he has “given 

up a couple of times, and I’m not happy about that, but I’m still there, I’m still training” 

(Interview 1, 01/12/09, 502-503). Eve also needs “something to keep me fit. Swimming 

would be good. I do like swimming” (Interview 2, 10/06/10, 958-959).  Asthma seems to 

be a constant battle for those termed Contesters.  Asthma attacks their sense of sporting 

self because they cannot always compete, therefore their ‘ideal self’ is attacked and not 

participating in sport means that there is a lack of verification for their ‘ideal self’ 

(sporting self) (Burke & Stets, 1999).  Interestingly, many Contesters are not strongly 

attached to their exercising identity so they do not see asthma as affecting that part of 

their self. 

 

Sporting challenges 

It seems that the way asthma reinforces a lack of verification between the goal of 

matching environmental inputs and the internal standard, means that Contesters’ 

behaviour is altered or modified to counteract the situational disturbances and restore 

perceptions to match the identity standard.  In this way, it seems that because others 

appear to view Contesters as ‘weak’, some Contesters increase their sporting or 

competitive behaviour in an effort to restore perceptions of them as fit and strong.  Many 

of those termed Contesters have a ‘fighter attitude’ whereby they feel that they have to 

prove their self-worth through setting themselves sporting challenges and ‘not giving up’.  

Ivor particularly needed to set himself a test: 
I will find a way of running or do a distance thing again or something and test myself 
cardiovascularly… I intend to run a marathon […] and also I am going to walk across the 
Pyrenees from one side to the other. […] Nothing will stop me… I’ll just have to do it a bit 
slower… lying down… first one to crawl across the Pyrenees… […] this operation that I’m going 
to have might solve everything or it might kill me, who knows (Interview 1, 23/12/09, 302-310). 
 

Whilst this competitive spirit sometimes means that Ivor struggles through his asthma 

attacks it seems to mean that he will not give up reiterated by Eve as well in the following 

quote: 
some people just wallow in it don’t they. They’re just like, ‘oh I cant do it cos I’ve got really bad 
asthma’. But well, no you can if you work within your means you can do whatever you want 
(Eve, Interview 2, 10/06/10, 1231-1233). 
 

Additionally, Ivor says: 
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You can click out of illness that you can do if you are determined enough. I’m not a superhero 
and lots of day I’ve failed (Interview 1, 23/12/09, 737-738). 
 

Because of the ‘mind over matter’ belief, many Contesters believe that they can ‘click out 

of illness’ however when their asthma gets so bad that they cannot ‘click out of illness’ 

then they seem to see it as a failure and then blame themselves for not being ‘strong 

enough’ (for example, in the case of Matt) to ‘overcome asthma’.  Asthma UK promotes 

the belief that asthma does not need to be a performance issue or stop you from 

participating in sport.  Moreover, participating in sport means beating it, overcoming it or 

Kickin it. 

 

Searching for meaning 

In amidst this constant battle, some are trying to reconstruct their narratives to find 

meanings and a new sense of self.  Traumatic events in a person’s life can lead to a 

radical sense of disorientation and the breakdown of a coherent story (Crossley, 2000).  

Ivor especially seems to be struggling.  In the interviews, he says, “Maybe I should get a 

dog and I’d have to walk it everyday and then meet lots of dog walkers” (Interview 1, 

23/12/09, 746-747) and he says that he does not: 
have to go up mountains, you can go along them, there are other sports and pastimes, there are 
new things to find out about. I’m sort of back in certain fields and now I’m reading more, 
which is great… when I can (Ivor, Interview 1, 23/12/09, 339-342). 
 

Yet the next minute he also says: 
not being, being able to walk, up, upwards… is depressing. My legs used to be able to walk up 
hills without knowing they were hills, cos they used to go up so many mountains. Now I can go 
on a slight incline and I will get sore legs and breathless (Ivor, Interview 1, 23/12/09, 742-727). 
 

Eve expresses her desire to do something meaningful at the expense of her health: 
I did a stupid thing last thing last year. Well it wasn’t stupid... I wanted to do it and I was 
determined to do it […] the Great West run, the half marathon. […] it was really hard to train 
because... of the asthma and my lungs not wanting to work properly so it was like a fight 
against that and then a fight against my fitness, to improve my fitness […] I ran it for the 
charity, the raised 500 and something pounds, um... but they think it was that that set me back a 
bit because it, it was far too early (Eve, Interview 1, 21/04/10, 311-325). 
 

However, Eve probably went back too soon and Ivor continuously goes backwards and 

forwards into activities: “[I] climbed my first mountain in 6 years the day before the 

tri...... and yesterday I went climbing and did two routes.... bloody sore now!!!” (Ivor, 

Email, 02/10/10).  Ivor seems to be desperately searching for something meaningful. He 

says: 
I don’t want to row, I don’t want to cycle and I don’t really want to run but there must be 
something else I can do that’s cardiovascular (Ivor, Interview 1, 23/12/09, 929-930). 
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As Becker (1999) argues, those in chaos try and find meaning from bodily disruption.  

The body is the medium through which people experience their cultural world and bodily 

experience reflects the culture in which it occurs, therefore, in this way, asthmatic 

embodied distress throws sportspeople’s lives into chaos and many seem to be searching 

to create new meanings amidst this chaos (Becker, 1999).  Yet, as we can see, this is a 

particularly long, arduous, painful and somewhat traumatic process for many Contesters. 

 

7.6 Summary 

Typically, the tone of the Contester narrative is more pessimistic and chaotic than that of 

other participants.  There is a sense that no one is in control and they imagine asthma 

never getting any better.  Their contingent body-self is situated in uncertainty due to their 

asthma and so they struggle to find a valued sense of self amidst their bodily disruptions.  

It seems that many Contesters experience traumatic events that are directly and indirectly 

connected to their asthma highlighting the associations such events can have with each 

person’s asthma and continual exacerbations.  Frank’s (1995) metaphor of ‘narrative 

wreckage’ seems to characterise such experiences. 

 

Narrative type 

Chaos 

Body type 

Chaotic body 

Relational 

Rebellious 

Lived space 

Disorganised 
 

Figure 7.6 Matrix of Contesters embodiment 

 

Contesters typically experience asthma as a threatening attack on their valued 

sporting self.  Sport seems to be a context in which contesting or incompatible identities 

are fought out, with sport being at the heart of identity contestations for Contesters.  

Sporting identities appear to be their prominent identity, reflecting their ‘ideal self’, and 

despite the risk of asthma they still engage in ‘pushing the limits’ in their sport.  

Consequently, many feel much frustration, depression, anger, and rage (at themselves and 

at the medical profession) when asthma prevents them from participating in sport.  

Additionally, through self-disclosure techniques and reducing (or not taking) medication 

Contesters try and distance themselves from notions of dependency associated with 

asthma and medication. 
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Sport seems to act as a ‘double-edged sword’ for many of those termed 

Contesters. This is because sport seems to be a context in which Contester body-selves 

are intimately contested and heavily negotiated in an attempt to verify multiple 

incompatible identities simultaneously.  Similarly, Contesters typically have a 

relationship with the environment and their asthma that is problematic and somewhat 

disconnected.  Typically, Contesters find particular difficulties with the weather and also 

try to ‘figure out’ the environment in relation to their asthmatic body-self. Consequently, 

Contesters typically seem to be experiencing much disruption with regard to their sleep, 

sport, medication and sense of self. 
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8.0 The Creators 

 

In this chapter, I discuss those who predominantly fall into the Creator type.  Specifically, 

Peter, Joanne, Lotty and Betty are the Creators.  It seems that sportspeople with asthma 

who are termed Creators are those who have a raised sense of mind-body and 

environmental awareness and are able to create a positive and alternative sense of self. 

Lotty and Betty have been able to successfully integrate asthma into their lives, and 

particularly their sporting lives, without significantly shifting their biographies.  

Alternatively, Peter and Joanne both experience dramatic ‘turning points’ (c.f. Denzin, 

1989) as ‘fateful moments’ (c.f. Giddens, 1991) in relation to asthma, which have major 

implications for their futures in sport and physical activity, as well as for self-identity.  

Nonetheless, asthma seems to be experienced as a journey where Peter describes his 

experience as ‘transformational’ and Joanne says that she feels ‘healthier’ now; they both 

perceive their experiences as positive and have learnt something valuable from the 

biographical disruption linking to Frank’s (1995) quest narrative.  Similarly, Betty and 

Lotty have also learnt much about their bodies on their journey so far, but their 

experiences have not appeared to involve dramatic or traumatic experiences.  The 

following chapter provides rich and some rather dramatic and deepening insights into the 

changing relationships that Betty, Lotty and particularly, Peter and Joanne have with their 

bodies over the time. 

 

8.1 Narrative affinities 

 

Quest narratives 

Those who identify as Creators seem to have affinities with Frank’s (1995) Quest 

narrative, which is about meeting suffering ‘head on’; people tend to accept illness and 

tell of searching for alternative ways of being ill.  As the ‘ill person’ gradually realises a 

sense of purpose, the idea that illness has been a journey emerges (Frank, 1995).  The 

meanings of the journey emerge recursively; the journey is taken in order to find out what 

sort of journey one has been taking (Frank, 1995).  The hero’s journey may be reduced 
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into three stages; departure, initiation, return, which may coincide with, and have some 

affinity with Bury’s (1982) stages of illness diagnosis; onset, explanation and 

legitimisation and finally adaptation.  These are also facets of Frank’s (1995) 

communicative body whereby voice is found in the recollection of memories.  The 

following sections voice these stories. 

 

Shifting biographies 

Peter and Joanne both experienced dramatic ‘turning points’ in relation to their asthma.  

For Peter, asthma was central in this turning point and heavily intertwined and 

interconnected with his running. 
I noticed that I was doing a huge amount of… training and getting nowhere which puzzled me 
[…] I was just getting slower and slower and it didn’t occur for a second to me that I had asthma 
and that I hadn’t been diagnosed (Peter, Interview 1, 12/01/10, 65-76). 
 

Peter had a particularly difficult time coming to terms with his asthma and adapting to his 

bodily changes and seemed to express a great deal of confusion and shock about being 

diagnosed with asthma.  Frank (1995) refers to the way an ill person reclaims the 

authority and ability to tell his or her own story, and to construct a new life narrative from 

the ‘narrative wreckage’ of a serious illness.  Peter’s story is quite tragic and 

transformational and he tells his detailed story below.  It seems to be an extreme and 

intricate representation of the severe struggles that a non-elite sportsperson can 

experience when asthma might prematurely force an individual out of their sport.  The 

following account from Peter, who was a town planner at the time, does highlight issues 

of denial, chaos, alarming responses, being eased out of his job, depression, finding 

hypnotherapy and psychology, and the slow adjustment of having to come to terms with 

‘late onset’ asthma.  This particular narrative is intentionally lengthy because it is offered 

in order to show how a Creator might make such a transition. 
I didn’t believe it I didn’t feel the least bit unwell. […] I could barely walk […] literally couldn’t 
get to my car from the office without having to take several seats on walls and… for the person 
who used to […] go for a 5 mile run and come back, that was a bit alarming for people who were 
about me. So the response of other people was far more alarming than I felt alarmed… and I 
didn’t think for a second that this might be permanent or um… not go away so a lot of simple 
denial [laughs]. I think total denial that there was anything wrong. So… I was really quite 
baffled by the whole thing. […] kept seeing the funny side of it 
 
if I did do any exercise at all during that period, I’d become very breathless and couldn’t speak 
[…] people were becoming so alarmed […] They said contractors were frightened to sit in a 
room with me and I can’t work with them. […] the depression that was coming on was so subtle. 
[…] It took a long time to untangle the side effects of acute asthma from… unwanted 
depression.[…] [tried] to do more exercise. But then that was inhibited by the asthma. Er… just 
began to do slow walks for a day and just great to get out the house. 
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so she [GP] put me onto steroid injections […] made the asthma vanish overnight. So suddenly 
I could exercise again. Wonderful…. And again the denial kicks in, I’m cured, […] can’t have 
um… steroid injections forever [laughs]. […] allow me to […] get enough fitness back to… begin 
to combat this slow insidious lack of er… I think muscle tone that the asthma had brought on. […] 
the depression vanished. So… then the injections then stopped… my asthma stopped me 
exercising and the depression came back 
 
I took up cycling, […] short er, bursts on the… the bike […] and get around again so getting the 
pleasure of exercise.  The same time, the depression was getting slightly worse […] I’d just 
been um… eased out of my job so um… retired early. 
 
I might become disabled so no more denial at that stage, the realisation was really kicking in. 
[…] see a psychologist and talk this over […] his [psychologist] view was that you couldn’t cycle 
if you had depression so would I like to see a psychiatrist.  So I thought, I’m actually a lot more 
sane than you are so [laughs] just I um stopped at this point. 
 
got me interested in psychology again and so began to, to realise that by pacing myself and 
doing small amounts of work, like cycling er, I could also work my hands, I began to do some 
joinery. […] she [friend] kindly gave me a book token […] I picked out, […] the idiots guide to 
hypnosis… I found it incredibly calming just reading through the scripts and so that introduced 
my interest in hypnosis… […] one of these funny synchronicity things. 
 
So 3 years later […] qualification in hypnosis.  I found that using the hypnosis had… cut the 
cycle of alarm that asthma […] asthma largely began to become periodic rather than constant… 
so that was quite transformational for me. 
 
do more exercise, began to become rapidly better and better and realised that I felt a complete 
fraud. So, still having about 4 or 5 asthma attacks a year but able to do basic exercise, walking, 
cycling… but the second I began to do running… the… lung demands were still high, 
promptly went into brittle asthma and my lungs simply went into spasm and I couldn’t breath 
so, not, I’m still not able to run (Interview 1, 12/01/10, 94-191). 

 
In the above narrative, Peter seems to experience a splintering of selves, which Athens 

(1995) refers to as ‘fragmentation’ and finds the onset of asthma difficult to deal with and 

accept, and so he engages in continuous struggles, going backwards and forwards in and 

out of sport and hospital.  Athens (1995) calls this struggle for a new unified self, 

‘provisionality’, during which Peter says he experienced denial.  Peter seems to 

experience what Athens (1995) terms ‘dramatic self-change’.  Furthermore, it seems that 

the peril of asthma (c.f. Jones et al., 1984) associated with the onset of his asthma, 

involving other people’s impressions as to the apparent danger of his asthma, plays a 

huge part in his consequent experience of asthma.  He tries to reclaim his past self 

numerous times by trying to continuously return to running, but his efforts are painful and 

unsuccessful.  Athens describes this ‘dramatic self-change’ as an arduous, painful, and 

long process towards ‘adaptation’ (c.f. Bury, 1982) which I think Peter’s quotes 

demonstrates quite powerfully.  In the quote below, Peter explains that asthma was 

undoubtedly a very dramatic turning point in his life. 
that was probably the most significant single experience where I changed from someone who 
didn’t appear to have asthma to someone who did. So that was quite a dramatic change. So you 
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talk about transition points - that was a very dramatic one (Peter, Interview 1, 12/01/10, 703-
706). 

 
The onset of asthma was associated with biographical disruption, which threatened many 

aspects of Peter’s life and significantly disrupted his sense of self.  He not only suffered 

pain but also experienced premature retirement from work and running.  Consequently, 

his ‘future narrative’ was thrown into disruption and uncertainty where he became very 

depressed (Crossley, 2000).  This seemed to force him to negotiate how he manages his 

illness, which seems inextricably linked to maintaining and protecting a sense of self 

(Bury, 1982; Williams, 2000).  Moving on to consider Joanne; this participant noted that, 

“Surprised in my 40s to find that I’ve got this tickly cough, it was something new that I’d 

never had before” (Tel Interview 1, 26/05/10, 315-316).  However, for Joanne, her 

experience of asthma onset/diagnosis was harder to separate out from other life events 

where she found it “difficult to separate things out” (Tel interview 1, 26/05/10, 459) 

because “it all kind of happened at once with me [menopause, my mother’s death, this 

cough and breathlessness and feeling uncomfortable] and I had a, a really bad few 

years” (Tel interview 1, 26/05/10, 240-241). 
I think I felt unwell with it and was at that stage coughing and perhaps wheezing a bit, feeling 
uncomfortable, feeling a bit out of breath um, feeling a bit under the weather really[…] a good 
five years when I didn’t feel very good. […] I think the asthma was a contributing factor or 
help to make things worse (Joanne, Tel interview 1, 26/05/10, 260-265). 
 

Whilst Bury (1982) argues that the diagnosis or the onset of asthma is associated with 

biographical disruption, Williams (2000) reverses this argument by considering the 

concept of biographical disruption itself as an aetiological factor in the onset of chronic 

illness.  In this context, Williams (2000) considers the notions of the emotionally 

expressive body within the literature on life events.  Whilst we cannot ascertain that these 

life events are the cause of her asthma onset, it does seem relevant to consider Williams’ 

(2000) concept in relation to Joanne’s experience. 
those few years changed my life and the death of my mother threw me completely […] I felt 
that it was all connected somehow. The […] stress and the menopause which was horrible […] 
worse because of the stress and worse because of the asthma, […] they all came together […] 
one thing would cause another, one thing triggered another (Tel interview 1, 26/05/10, 269-
278). 
 

Much of the bulk of chronic illness seems to strike in the middle to later years of life 

(Braman, 2007), yet asthma has not necessarily been recognised in this way previously 

because of the focus on asthma as more of a ‘childhood disease’ (Gabe et al., 2002; Prout 

et al., 1999).  Due to this, others who are typified as Creators do not necessarily 

experience a dramatic turning point with their asthma, which might be because they have 
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been diagnosed at a younger age.  This seems to highlight the need to recognise age as a 

possible moderating factor.  For example, Lucy describes the time when she noticed the 

onset of her asthma during her swimming training at the age of 8years: 
I got to quite a high level so the training, like, 7 or 8 times a week. That's when it really came 
out. Just sort of like in games lessons and stuff weren't too intense, so I didn't really notice it. 
[…] I had my attack […] when I was swimming (Interview 1, 02/12/09, 26-30). 
 

Nonetheless, it cannot be assumed that age is always a moderating factor because Betty 

“developed asthma when I was about 20 [years]. And… it kind of coincided with my 

move to Holland”.  She initially noticed her asthma when she was running: 
I’d start the run and within 5 minutes, I’d notice that my breathing’s a bit restricted, but after 
about half an hour and 25 minutes, it, it goes away […]I don’t see that as an attack, but like an 
onset of bronchoconstriction (Betty, Interview 1, 11/12/09, 816-820). 
 

Betty sees asthma as an ‘onset of bronchoconstriction’ as opposed to an ‘attack’.  In 

consideration in terms of the connotations associated with such terminology, ‘onset of 

bronchoconstriction’ might not have the same fear, panic and fight associated with it 

compared to the connotations associated with an ‘asthma attack’.  It seems that Betty did 

not experience a dramatic shift in her biography and she explains why in the quote below: 
it doesn’t play a huge role in my life, […] it’s something that I’ll always have to be aware of 
because if I take my eye off the ball, then, you know, things can get progressively worse, so I 
know that I’ll have to be careful with things like smoky environments […] I’ll always be a little 
bit dependant […] I’m not confronted with it on a daily basis where I think, oh my god I have 
asthma, what am I gonna do, […] it’s only every now and then, it’s, I feel it as a bit of an 
inconvenience […] if I have a period where my asthma does get worse, […] I do get a bit nervous 
cos I think, well how much worse can I… you know, in terms of, the medication that I’m on, […] 
as far as you can get in terms of treatment (Interview 1, 11/12/09, 855-875). 
 

Instead Betty discusses the way she has integrated asthma into her sporting life over 

10years. 
Over the 10years, I’ve worked out how my body responds to different training […] I respond to 
best in terms of… um, increases in fitness and increases in speed and strength […] after training 
sessions, I work out how that feels, […] I often judge from that whether I’ve worked hard or 
whether it’s been a successful session or not. Um, I often use that find of feedback or that kind of 
evaluation to work out, you know whether I need to push harder on the next session or ease off 
(Interview 1, 11/12/09, 181-185). 
 

So, whilst Peter experiences the onset of asthma as a traumatising experience and a 

biographical disruption; his ‘dramatic self-change’ involved a long, painful, and arduous 

journey, Joanne’s asthma was intertwined with the biographical disruption she was 

already experiencing because of the death of her mother.  This highlights the need to 

consider, with some caution, the concept of biographical disruption itself as an 

aetiological factor in the onset of asthma.  Whereas, Lotty and Betty have been able to 

integrate asthma into their biographies without a dramatic shifting, but still refer to 
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asthma as a learning experience, which also involves a long and arduous journey.  

Commensurate with Frank’s (1995) ‘quest’ narrative, Williams (2000) states that, whilst 

the onset of a chronic illness may not dramatically shift people’s biographies, doubtless 

struggles still occur. 

 

Continuous asthma struggles 

Whilst Creators typically have affinities with Frank’s ‘quest’ narrative, at times they 

experience struggles but this does not dramatically shift their biographies because they 

seem to accept living with contingency.  Indeed Betty and Lucy both express the 

continuous difficulty with their asthma. 
I did go through a period where my asthma got quite bad where I did, I had that feeling what 
I’ve just described where it feels a lot harder and it just, it didn’t really go away […] 5 months 
or 6 months where I was trying to work out…um, what I needed to do to stabilise my asthma so 
[…] that was quite tricky [laughs] (Betty, Interview 1, 11/12/09, 414-420).  
 

During these periods, Lucy says that: 
 
It just feels like I can't, I can't get the air in, um... and that, yeah, that's the main 
uncomfortableness of it. But then it's like the panic side of things as well, is that I'm not getting 
the air in at the moment. I can't sort of get enough air [laughs] to make me feel good. You know 
when you feel satisfied and you have a deep breath, I can't sort of get that, um, get that feeling, 
and that's what makes me feel uncomfortable and then it's obviously like, oh god, I'm not 
breathing. This isn't working, that yeah that, mainly physiological but it's also shit, panic the 
panic side (Interview 1, 02/12/09, 73-79). 
 

Whilst ‘doubtless struggles’ still occur whenever the condition re-emerges, it appears that 

for Lucy and Betty, their biographies have not, in any real or significant sense, shifted 

(c.f. Williams, 2000). 
I had started training and just got really tight-chested.  Um, tried to calm myself down without 
my inhaler, […] I hate like missing lengths […] carried on […] that was a bad idea. […] I took 
my inhaler, but because I was so like panicked about it, didn't really sort of breath it in properly, 
[…] it was the panic that made it worse. […] horrible feeling […] I just had to leave like the pool 
area and go to the changing rooms, sat down, like someone was with me. […] took my inhaler 
again and eventually... it only lasted like a couple of minutes. […] It was, it was definitely more of 
the panic that made it worse […] and I've gotta carry on regardless of how I'm feeling. […] 
that made it worse (Lucy, Interview 1, 02/12/09, 260-270). 
 
Furthermore, both have managed to integrate asthma into their lives and talk about 

how “it’s much better controlled now” (Betty, Interview 2, 08/06/10, 441).  On the other 

hand, Peter and Joanne’s biographies shifted dramatically but they have been able to 

construct a new life narrative.  Typically, it seems that Creators accept and can adapt to 

living with contingency; they are optimistic that they will stabilise their asthma during 

times of asthma struggles.  In both instances, those whom identify as Creators express 

how lucky they are which I carry on to discuss in the next section. 



	  

	  

197 

 

Feeling lucky 

Those termed Creators express the notion that they are very lucky in relation to their 

asthma.  Despite some of the struggles Peter has been through, he conveys many times in 

his interviews that he is “very lucky” (Interview 1, 12/01/10, 380). 
I’ve been very, very lucky. Lucky in being… middle class in Glasgow. […] very lucky, […] by 
having access, doing health psychology, […] So it wasn’t difficult for me. […] If um you’re 
basically geeky and you like studying and you’re interested then in fact in the trial it’s just 
interesting.  So I wouldn’t say I’d wish it on someone but it hasn’t been a burden (Interview 1, 
12/01/10, 837-845). 
 

Creators appear to accept that they will continuously experience asthma struggles and 

accept living with contingency, but do not view every asthma attack as resulting into a 

chaotic experience that they will have no control over.  It seems that Peter and others 

have developed degrees of health-related hardiness; a characteristic of resilience30 that 

enables individuals to adapt to health problems from their asthma through control, 

commitment and challenge (Pollock, 1989; Trivedi, Bosworth & Jackson, 2011).  

Because of this, Betty also expresses how fortunate she is; 
I’ve not really had anything, […] that limiting […] to my running. […] never been that bad for 
me and I’m extremely lucky […] I’ve not had any […] asthma attacks or real attacks where I’ve 
had to go to hospital […] I guess I’m just lucky […] seems like my asthma’s not that bad, but on 
the other hand looking at the amount of medication that I’m on… it does, you know, it’s 
relatively… severe (Interview 1, 11/12/09, 830-838). 
 

And Lucy also thinks, “I've been quite fortunate in the fact that […] I haven't really 

experienced like hospitalised in comparison” (Interview 1, 02/12/09, 285-286). Similarly 

to the ‘accepters’ defined by Adams et al. (1997) Betty and Lucy seem to constantly 

reinforce their sense of self-esteem by defining themselves against ‘other’ asthmatics that 

are hospitalised and do not cope as well as they do.  For those who identify as Creators, 

continuity rather than change remains the guiding principle (c.f. Bury, 1982).  Stories 

from those termed Creators do seem to tell of having been on a journey with their asthma 

and the tone of their narrative is relatively positive and optimistic.  Furthermore, it seems 

that Creators have learned through rigorously adapting to their bodily changes and have 

gained a heightened sense of body-self understanding.  Creators view their bodies as 

changeable, a project, which they need to work hard to manage; a continuous process of 

reforming their bodies in terms of health and sport.  So, it appears that they are more 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
30 Resilience: a dynamic process that involves actively coping with experiences of significant adversity.  
Resilience emerges out f cultural values as well as out of situational contexts (e.g., poverty) to evolve over 
the life course into highly specific ways of individuals’ viewing of the world. See Trivedi et al. (2011) for 
more detailed account of resilience in chronic illness. 
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likely to accept the consequences and the contingency of their asthma, but this does not 

necessarily mean that they have fully integrated the social identity of asthma into their 

sense of self. 

 

8.2 Mind-body self relations 

 

Negotiating identities 

Creators seem to also distance themselves from the meaning of asthma as an illness by 

reconstructing their narrative.  Concerns regarding the narrative reconstruction of illness, 

and the symbolic attempt to repair ruptures between body, self and society continuously 

provide new insights into the meaning and experiences of chronic illness (e.g., Williams, 

2000).  Peter, for example, seems to have been through a difficult narrative reconstruction 

of asthma by repairing ruptured meanings between body, self, and society.  Now, he 

seems to distance himself from the social identity of ‘asthmatic’ and instead sees himself 

as a ‘healthy person’ who has to deal with asthma. 
I see myself as a healthy person… who has to deal with it. […] and just take care.  So I see 
myself as a healthy person that has asthma rather than an asthmatic, although that’s also true, 
but I, it’s not quite how I see myself (Peter, Interview 1, 12/01/10, 771-775). 
 

He says quite pragmatically that he “[doesn’t] have any bad feelings or good feelings 

about it. It’s just a fact…. Like most men who’ve got conditions, normally don’t have a 

choice over these things” (Peter, Interview 1, 12/01/10, 569-571).  So whilst he cannot 

control the fact that he has asthma, he appears to choose the way he sees himself.  

Similarly, Joanne also distances herself from the ‘sick role’ (c.f. Parson, 1951) that 

asthma can be attached to and the meanings that this role holds for her.  This ‘distancing’ 

also seems intertwined with the way in which they view their experience of asthma as a 

journey (Frank, 1995).  Joanne appears to have returned from her ‘ill state’ whereby her 

asthma was much worse in the past. 
I don’t go to a doctor about it.  I don’t feel ill with it now.  I think I’ve just sort of accepted it as 
a bit of me and I take my um tictacs with me and um they seem to work.  So it’s not something I 
think about very much.  It was much worse (Tel Interview 1, 26/05/10, 454-456). 
 

Joanne says that she does not feel ill with it now and whilst she has accepted asthma as a 

part of her body-self, she 
[wouldn’t term] myself as being asthmatic.  I think there might be a little bit of residual asthma, 
that might be the sort of, the basic cause of it, um but I don’t think of myself as having asthma 
now (Tel Interview 1, 26/05/10, 486-487). 
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Instead she just calls “it a tickly cough... um and it’s one of the irritants of life [laughs]” 

(Tel interview 1, 26/05/10, 471).  Both Joanne and Peter have been marked by asthma 

(Frank, 1995).  For Betty, she feels that she is not a ‘real asthmatic’; she has her asthma 

under control so she feels like she is a bit of a fake asthmatic. 
I feel like a bit of a fake asthmatic because if I look at my peak flow […] it’s nowhere near the 
level… where doctor’s would say, you know, this is a really troublesome asthmatic or whatever 
and I haven’t had any attacks that need hospitalisation (Betty, Interview 1, 11/12/09, 798-802). 
 

On the other hand, Lucy feels that she’s “growing out of it” and “I don't really think of it 

as part of my, my life” (Interview 1, 02/12/09, 161-162).  For those termed Creators, the 

lived experience of asthma in sporting embodiment relates to much ‘identity work’ and 

identity negotiation in different contexts.  Specifically, ‘vocabularic identifications’, a 

form of ‘identity work’, that Allen-Collinson and Hockey (2006) refer to as ‘identity 

talk’, seems a powerful medium in the construction of creating a positive sense of body-

self.  It appears that the meaning of the label ‘asthmatic’, seems to be associated with ill 

health and so Creators find alternative ways to integrate being asthmatic into their sense 

of body-self.  This involves distancing themselves from this label, but this does not mean 

that they do not accept the consequences, the contingent nature of asthma, or accept 

responsibility for their asthma.  This appears to contest findings from Adams et al. (1997) 

who argue that accepters redefine the social identity.  Instead, it appears that Creators 

redefine their own sense of self, not the social identity of ‘asthmatic’. 

 

Creators take responsibility and work hard, which seems to be characterised by a 

degree of health-related hardiness (“it hasn’t been a burden”) and they have adapted to 

health problems.  This characteristic is linked to an individual’s resilience.  However, 

Lucy and other Creators also express that the responsibility of their asthma is shared 

between various ‘significant others’ in her life, such as her mother and her sports coach.  

In this sense, it could be that the peril of asthma is also shared (c.f. Jones et al., 1984).  

Relational support can enhance resilience (Trivedi et al., 2011).  There are similarities 

that can be drawn with Steven (predominantly a Conformer), however, whilst it seems 

that Steven’s asthma was taken care of by his coach and mother, Lucy describes the 

involvement and different types of support that she received from her mother and coaches.  

This next section discusses these relational aspects of asthma. 

 

Relational asthma 
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Peter and Joanne both express the way others have an attuned and shared embodied 

understanding of their asthma, which helps them manage their asthma.  For example, 

Joanne’s “Husband will say, ‘just stop what you’re saying Joanne and have drink’ […] I 

want to go on talking and he intervenes” (Joanne, Tel Interview 1, 26/05/12, 473-474).  

Her family is also very involved: 
He knows, he knows me well and my, my family too, if I start coughing, they’ll say, ‘Mum just 
go and sit down’ […] that’s what they say, ‘stop talking mum, just don’t talk’ [laughing].  […] 
It’s sort of, almost a joke that er I don’t get illnesses I just get the, ‘the cough’.  I think […] 
there’s something there... always, just under the surface, which comes to the surface if I’m 
tired, if I’m very busy, if I’m stressed and then if I get any kind of infection of any sort then it 
just sort of becomes much bigger (Joanne, Tel Interview 1, 26/05/12, 213-229). 
 

Whilst Peter has a heightened awareness of his asthma, he also refers to his wife who is 

very in tune with his asthma.  He says that she is even better at spotting the signs of an 

asthma onset in him. 
she’s [wife] a much better observer of my behaviour than anyone else [laughs]. She’s noticed 
that if I do become quiet, which is unusual for me. […] ‘Are you alright?’ […] asthma creeping 
up on me […] often comes on very subtly. […] slight digestive change […] very, very subtle 
[…] I’m not aware of it because it tends to gradually creep up and it’s largely a, a bloating kind 
of effect… so my wife will notice (Peter, Interview 1, 12/01/10, 334-340). 
 

Peter and Joanne both refer to instances outside their sport, perhaps because they have 

both been forced out of many activities since the onset of their asthma.  Lucy, in contrast, 

remembers the involvement of her coach and her school during her swimming when she 

was younger: 
I was about 14 […] filling in forms, […] saying that you had asthma and that you took an inhaler. 
[…] My school coach knew about it […] more the school coach than the club coach. […] more 
sort of involvement from the school […] they'd be like, do you wanna take your inhaler, um make 
sure you're okay before the next race and stuff but for them [the club] it was more, […] make sure 
she's okay to race […] But for me, […] if I'm not okay, I can't breathe [laughs]. But yeah, they 
were aware of it and they'd chat quite a lot (Interview 1, 02/12/09, 221-233). 
 

Whilst Lucy recognises her sports coaches’ involvement, she acknowledges the 

differences in their concerns.  For herself, she is more concerned about whether she can 

actually breathe, her health and well-being, whereas she recognises that her coach’s 

concerns are more about performance.  She also recognises the involvement of her 

mother during swimming: 
Just check that I had it with me. […] she [Mum] went to get my prescriptions and go to the 
doctor […] now […] every now and again, ‘oh do you need a new inhaler?’, […] ‘are you still 
taking your inhaler?’ But apart from that she just kind of leaves me to it. Obviously now I'm older 
[…] my Mum [laughs] doesn't really get involved. […] If I was going to a swimming gala […] ‘do 
you need to get a new one before like you go?’ […] mainly checking that I had it (Lucy, Interview 
1, 02/12/09, 211-219). 
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Additionally, this quote highlights that there is also a felt responsibility for others. 

Douglas and Carless (2006) highlight the positive aspects of a relational narrative in 

sport, which differ from dominant performance narrative.  These positive aspects include: 

acts of giving, preserving closeness and attachments to significant others, such as parents 

(Douglas & Carless, 2006).  For example, Lucy checks that her boyfriend always has his 

inhaler. 
I will check that he’s [her boyfriend] got it before we go. […] he goes sailing quite a lot and I’m 
always like, […] ‘have you got your inhaler before you go?’ […] if you’re out on the water and 
you have an asthma attack, that could be pretty bad (Interview 2, 08/06/10, 536-539). 
 

And Peter also has concerns about his son, but has difficulty with being able to help him: 
I’ve suggested that he [his son] should possibly stay clear of aspirin. He’s a complete sceptic 
about, anything to do with these things and is as much in denial as I was at his age. […] gets acute 
asthma attacks which he does totally accepts but he doesn’t take any medication for it. Er I have 
warned him that long term damage, but he’s not convinced… so er… I keep my fingers crossed 
for him (Interview 1, 12/01/10, 518-523). 
 

Whilst it is not always easy to help others, this sense of obligation to assist with other 

people’s asthma struggles is recognised as part of the story that people tell as a Quest 

narrative (Frank, 1995).  Both Peter and Lucy became involved in various research 

experiments with the aim of progressing medical knowledge about asthma.  For example, 

Peter was 
forever being asked […] for […] asthma trials, so she [GP] could always depend on me to say, 
‘oh that sounds fun, I’ll do, go and do that’ (Interview 1, 12/01/10, 723-774). 
 
It could be that Peter feels a ‘moral’ sense of responsibility to ‘give back’ which is 

why he takes part in asthma trials.  Medico-scientific faith is where I turn to next to 

discuss the way Creators seem to take personal responsibility for their medication, and 

experiment with alternative medical regimes or remedies.  This experimentation is 

sometimes in corporation with their doctor and sometimes it is not.  The treater-patient 

relationship varied between each Creator which is discussed in this next section. 

 

8.3 Medico-scientific faith 

 

Treater-patient relationship 

It seems that at times, Creators do not receive the information or the attention they feel 

they need.  For example, when Lucy was diagnosed at 8years old, she felt that she was 

ignored because she was ‘young’ and no one explained anything to her.  She says: 
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I was only quite young at the time […] well is someone gonna explain it to me? […] didn't 
really get an explanation […] I just felt, just sort of brushed off (Lucy, Interview 1, 02/12/09, 
372-374). 
 

Additionally, Betty also feels that doctors do not give enough information. 
GPs generally don’t… give you that much information. […] I’ll say to them… you know I’m 
struggling a little bit, my asthma feels like it’s getting worse, doesn’t feel like it’s that well 
controlled. […] make an appointment, […] they’d take my peak flow.  Now being an athlete, my 
peak flow’s always been way above, […] higher than what you’d expect for… normal people and 
maybe even non-asthmatic sedentary people [cough].  So they’d kind of look at me […] you could 
see that disbelieving look in their eye (Interview 1, 11/12/09, 746-754). 
 

Betty seems to express feelings of not being taken seriously by her doctor.  She feels that 

her doctors do not trust her because her fitness is good, as an athlete.  Medical beliefs 

about ‘perceptual accuracy31’ mean that Betty’s subjective experiences do not appear to 

be valued.  However, it appears that Creators are more likely to engage in more 

experimental procedures in order to gain self-understanding.  Peter seems to have noticed 

a difference in the treatment that he has received. 
They [consultants] er were… amused at my and curious at my solutions and were intrigued as 
to what I’d done and how I’d achieved that (Interview 1, 12/01/10, 409-411). 
 

Peter was quite proactive with his asthma treatment and it seems that other Creators take 

control of their treatment.  Furthermore, Peter suggests that it is important that a doctor 

works in co-operation with the patient. 
I think they’re [GPs in Scotland] prepared to take more risks and I think it’s maybe that. Um, 
incorporation with the patient and experiment with the patient, ‘This is what I think might be 
useful, are you up for that?’ (Interview 1, 12/01/10, 421-425). 
 

Creators were more likely to experiment with their medication even if it means going 

against the doctor’s recommendation.  For example, as Betty noted when 
[I get] wheezy for several days a week, for several consecutive weeks, what I did do previously 
was that I’d… highly un-recommended by the GPs, but I’d just increase my own dose […] if 
that didn’t work then I’d go and see them […] I’ve been able to manage it quite well and I have 
always been keen to want to, once it is stable and managed to try and reduce the dose of whatever 
I’m on as much as possible. They recommend that you don’t self medicate and it might be to, to 
protect people from taking too much. […] I’m quite aware of the maximum prescribed effective 
dose […] if you take more it’s not gonna help you anymore (Interview 1, 11/12/09, 764-783). 
 

Because of this experimentation, and the ways in which they are reforming their bodies, 

Creators appear to listen to their bodies as a source of valuable information and so appear 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
31 As mentioned in the literature review perceptual accuracy is the accuracy of one’s perception – this 
involves separating interpretation from fact, generating alternative perceptions, engaging in direct and 
indirect perception checking (Rietveld, 1998).  ‘Perceptual inaccuracy’ is defined as discordance between 
fluctuations in lung function and self-reports of breathlessness (Rietveld, 1998).  Studies (e.g., Barnes, 
1994; Creer, 1987; Rietveld, 1998; Rietveld & Brosschot, 1999) on perceptual accuracy of asthma have 
employed objective instruments to measure ‘lung functioning’ (e.g., peak flow meters) and compared 
subjective experiences of breathlessness often finding that it is associated with increased symptom reporting 
and diminished ‘perceptual accuracy’, therefore seemingly devaluing subjective experiences. 



	  

	  

203 

to be more attuned and associated with their bodies.  Frank (1995) refers to the 

communicative body-self, which is associated with itself and dyadic, where 

communication is less a matter of content than of alignment.  Creator body-self types are 

typically communicative (Frank, 1995) and this means that sometimes they do not listen 

to the advice of the doctors if the advice conflicts with their understandings of their 

bodies.  Nonetheless, Creators seem to feel more in control and less anxious about their 

asthma because of various psychological skills they have developed and mind-body 

alternative remedies they have drawn upon. 

 

Alternative and ‘mindful’ practices 

Creators are typically more likely to seek alternative remedies because they appear to be 

more ‘in tune’ with their bodies.  Joanne sucks tictacs to ease her coughing; she does not 

“think of it as something that I need to go to the doctor’s about, it’s just something to 

manage really” (Tel Interview 1, 26/05/10, 474-475).  Other Creators have integrated 

various ‘mindful’ practices32 (c.f. Langer & Moldoveanu, 2000) into their asthma 

management.  For example, Peter’s training in hypnosis has meant that he is able to 

manage his asthma better.  He describes how he is able to spot the early signs of asthma. 
I simply noticed being there in a mindful way […] then simply rest a little bit […] then in a few 
minutes, the strange response to the asthma would dissipate and I could carry on doing what I’m 
doing […] I was pushing the boundaries too much and had to re-train a bit to be… aware of 
symptoms more than I was soooo… a really good coping mechanism (Peter, Interview 1, 
12/01/10, 235-245). 
 

For Creators, it is “whatever works for you” because they appear to be more “aware of it” 

(Lucy, 02/12/09, 614-616).  Lucy describes how she uses self-talk and imagery: 
[I] imagine myself breathing freely. […] I say to myself, you'll be fine if you just relax. Yeah, 
just talking to myself […]  calm down and then I sort of imagine myself, […] from an external 
point of view […] taking in a deep breath and slowing releasing it, […] helps me get back into 
the normal pattern of breathing (Interview 1, 02/12/09, 88-93). 
 

And Betty would “rather just do something quietly where I don’t have to be […] fighting 

it all the time and then eventually it’ll pass” (Interview 1, 11/12/09, 825-826).  Whilst the 

metaphor of ‘fighting illness’, is pervasive in accounts of illness in western society and is 

a way of talking about it, which is strongly culturally approved, it seems here that both 

Betty and Peter find it more helpful not to ‘fight’ illness.  As opposed to having control 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
32 Mindful practices are practices (e.g., yoga, meditation) that focus on the process of drawing distinctions, 
which keeps us situated in the present (Langer & Moldoveanu, 2000; Morone & Greco, 2007; Morley, 
2001).  “It also makes us more aware of the context and perspective of our actions than if we rely upon 
distinctions and categories drawn in the past” (Langer & Moldoveanu, 2000, p. 2).  (For more detail on the 
concept of Mindfulness see Langer & Moldoveanu, 2000) 
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over their bodies Creators express being ‘in control’ and ‘in tune’ by listening to their 

bodies; the body itself is the message.  This is in line with Frank’s (1995) communicative 

body where communication is less a matter of content than of alignment (Frank, 1995).  

Similarly to Jane, in Conformers, many express a raised bodily awareness and as opposed 

to ‘fighting asthma’ Creators talk about ‘asthma as a learning experience’.  This 

conscious bodily awareness involves ‘being mindful’, ‘imagining oneself breathing 

freely’ ‘relaxing’ and becoming aware of symptoms.  This is commensurate with 

phenomenological mind-body perspectives and it seems that Creators are typically able to 

live, accept and adapt to the inevitable contingency that accompanies asthma (Frank, 

1995). 

 

Taking responsibility for medication 

Creators are more likely to take a more informed stance with their medication, which 

seems to involve listening to their own bodies and trying different things to see what 

might work for them.  Many Creators express their desire to limit the use of their inhalers. 

Lucy says: 
I'd rather just limit it […] take it when you're desperate for it, […] I don't wanna become almost 
dependent upon it.  So, I'd rather […] try and sort it out myself and not be one of those people 
who's like, I need my inhaler, I need my inhaler. […]  I just don't need it (Interview 1, 02/12/09, 
173-177). 
 

Additionally Betty says, “it’s good to take the lowest dose required to keep you stable I 

think, rather than just taking as much as you can” (Interview 1, 11/12/09, 511-512).  

Betty has researched into various aspects of asthma and questions medication according 

to her own experiences.  For example, despite “research suggesting that you can’t 

become dependent on inhalers, I found that I was” (Interview 1, 11/12/09, 385-386) and 

so she “lowered some of my doses of my inhaled steroids and, it just seems to be a lot 

better controlled” (Interview 1, 11/12/09, 450-451).  So it seems that those who are 

Creators are more likely to take a more informed stance with their medication, which 

seems to involve listening to their own bodies and trying different things to see what 

might work for them.  This might mean that sometimes they push themselves in their 

sport.  For example, Lucy describes the learning process involved in gaining more of a 

self-understanding. 
You can sort of feel like when it's getting too much, […] if you're in the gym […] when you're 
working really hard, […] I feel sick or something then you should probably stop […] you can feel 
your chest getting tight […] you can feel yourself getting out of breath. […]  If you've never 
had one, then you don't know. […]  When I was like 12, I don't think I would've known […] how 
far I could push it, without […] hurting myself. […]  Makes you more aware of, of what your 
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limits are or what your threshold was […] it is like a learning process of knowing when, of 
knowing your body and knowing how, how much you can cope with and how it feels when, 
[…] you're not going to be able to cope with this (Interview 1, 02/12/09, 289-303). 
 

Nonetheless, Lucy expresses that having the inhaler nearby is reassuring. 
I felt more reassured, and that I could sort of give more to the training and that, I knew that it 
was gonna be there if I needed it (Interview 1, 02/12/09, 147-148). 
 

In general, Creators seem to have a more critical approach to medicine and also want to 

avoid becoming dependent on inhaled steroids. It seems to be this critical perspective 

toward medicine, which means that they want to reduce their inhalers, because many of 

those termed Creators are not embarrassed about taking their inhalers; Lucy states: 
I wasn't really conscious of the fact that people were seeing me take it [inhaler] or anything. That 
didn't really bother me, um and cos my brother's asthmatic as well, I got used to it (Interview 1, 
02/12/09, 145-147). 
 

So it seems that whilst the inhaler could be seen as central in symbolising the relative 

normalcy of asthma (Gabe et al., 2002), it can also symbolise dependency, which seems 

to threaten Creators’ valued sense of dependency associated with the ‘sick role’ (c.f. 

Parson, 1951, p.436).  For Betty she spent a long time finding out how to wean herself off 

an inhaler: 
For the first… couple of times [before a race] when I didn’t use it, then I’d feel a bit anxious and 
I’d keep thinking, […] ‘how is my breathing?’ ‘Am I feeling a little inhibited at all’ […] ‘am I 
wheezy?’ […] just thinking about it, […] you feel that maybe you are a bit wheezy and somehow 
psychologically you can influence, […] your ease of breathing feels.  But once I’d got over that, 
I’ve, I’ve worked out it, it doesn’t really affect me if I don’t use my blue inhaler beforehand, and I 
think it’s probably because it’s really well controlled at the moment. […] occasionally, […] if I go 
out for a run, within about 5 minutes, I’ll notice that I’m, that I’m a little bit restricted in my 
breathing […] becomes a little bit more difficult. I feel a lot more… tired. So I train with a heart 
rate monitor […] I judge the intensity of the run by… my heart rate and then I look at my heart 
rate and I then, well actually it’s a pretty easy run yet, […] I feel that I’m working really hard and I 
can feel that my breathing’s a little bit restricted […] after that [25 mins] it frees up a little bit. […] 
the movement of the lungs, […] I’ll cough a little bit and maybe it dislodges it or whatever and 
that feels a bit easier (Interview 1, 11/12/09, 387-412). 
 

Commensurate with phenomenological perspectives, Betty draws on intricate mind-body 

understandings in order to reduce the intake of her inhaler because she wants to become 

more in control of her asthma without relying on her inhaler.  This sort of practice is not 

always possible for others who identify as Creators, because the severity of one’s asthma 

can be a moderating factor, but Creators do appear to seek alternative forms of 

medication to maintain a sense of control with their asthma.  

 

Body projects: Self-understandings and resilience 

Creators gain an attuned self-understanding because they seem to value independence and 

enjoy knowing that they understand their body-self.  Indeed, as Betty expresses: 
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I enjoy knowing that I’m not answerable to anyone, you know, for what I’m doing and I also 
enjoy knowing that if I do well in anything that it’s been […] my own prescription (Interview 1, 
11/12/09, 203-206). 
 

Through this pursuit, they seem to have gained an attuned self-understanding. 
I’m currently symptom free apart from being slightly wheezy because I’ve got a cold […] I’m not 
noticing a difference taking it… I know to find out, would be to stop taking it and see, but at the 
moment I’ve got a cold so it would be a false experiment.  So I don’t know, I need to wait until 
the winter bugs are behind me.  And then er what I’ll do is wind them [inhalers] down again 
(Peter, Interview 1, 12/01/10, 469-475). 

 
And many understand that they need to work hard at their body project.  For Betty: 

it’s strange, it’s like a love hate relationship. […] you think, oh I’ve gotta work really hard, it’s 
really painful, but actually… it’s, it’s really enjoyable as well (Interview 1, 11/12/09, 267-269). 

 
As Shilling (1993) argues, there is a tendency for the body to be seen as an entity, which 

is in the process of becoming in the ‘West’.  It is a project which should be worked at and 

accomplished as part of an individual’s self-identity’ (Shilling, 1993, pp.4-5).  

Consequently, the ‘healthy body-self’ is the most common form of body project in the 

West.  From the personal accounts, many view asthma as an attack on the self, 

particularly on their perceived valued healthy body-self.  Furthermore, Peter is aware 

that; 
a lot of people want it to go away or take a tablet or take an inhaler and it would stop, rather than 
to become more aware of the condition […] if I don’t work I’m not gonna get better […] I 
wouldn’t say it was very easy.  I wouldn’t say it was hard; it was just conscious I would say that I 
worked consciously (Peter, Interview 1, 12/01/10, 734-747). 
 

Coping can be thought of as self-conscious efforts towards optimal outcomes (Trivedi, et 

al., 2011).  In this sense, it is thought of as a process through which individuals build or 

maintain resilience (Trivedi et al., 2011).  Commensurate with phenomenological 

perspectives, as opposed to asthma being ‘all in the mind’, Peter works with the 

understanding that the physiological is always intertwined with, and an expression of, the 

body’s intentionality (Merleau-Ponty, 2001).  Consciousness is always consciousness of 

something, and thus intentional – always directed towards something (Leder, 2001; 

Merleau-Ponty, 2001).  Thus, Peter’s bodily intentionality is directed and focused on 

working hard to become aware of his condition (asthma).  It often meant negotiating 

different forms of exercise to work in alignment with their asthma: 
If I get out of breath, then I feel uncomfortable, so I don’t like doing things that get me out of 
breath because that’s likely to start a coughing fit for a start […] it just feels very uncomfortable. 
[…] I do lots of things, like weights, […] I feel tired at the end, but I don’t feel out of breath. […] 
I walk at 4 miles an hour, […] I don’t cycle fast […] I don’t do things that, that get me out of 
breath... if I can avoid it (Joanne, Tel Interview 1, 26/05/10, 292-302). 
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There is much work on bodily sensations, and a focus on how one feels when working out 

and negotiating different forms of exercise.  Much emphasis is placed on avoiding 

feelings of physical discomfort: breathlessness.  Some argue that bodily sensations come 

before awareness in a body-space as a required framework of location, differentiation and 

individuation (known as proprioception) (O’Shaughnessy, 1995), however as Paterson 

argues, “Rather than discrete and separate, these senses act in concert to help give us our 

embodied perceptions of space” (2009, p.736).  This leads on to the next section 

discussing self-environmental associations. 

 

8.4 Self-environment associations 

 

Moving locations and meaningful associations 

As mentioned in Conformers (Jane), the lived experience of illness means that 

perceptions of life in the past can be interrupted and changed (Bury, 1982; Charmaz, 

1995, Frank, 1995) and Betty questions whether moving locations had any affect on the 

onset of her asthma: 
When I lived in Zambia I lived on a farm […] there really was an abundance of fresh air there 
wasn’t much traffic […] any industry going on there, close to where I lived or where I grew up….  
I, I really enjoyed it, you have a lot more space, a lot more open air, people seem a little bit more 
laid back, approachable […] there is a high prevalence of respiratory disease in Amsterdam and 
the Netherlands […] there’s a high volume of traffic […] coming from a place where, there was 
really fresh farm air to the suddenly living in a city, that may have… may have had an affect 
(Interview 1, 11/12/09, 608-621). 
 

It seems that Betty tries to find a causal link between her asthma and the environment.  

Peter also analogously tries to find a cause when he has an asthma attack: 
I check at the severity. I try and find the cause.  Is it because I’ve been in a smokey or polluted 
environment?  And then I know it’s going to be very short lived. […] do things like, flushing 
my eyes with saline solution um, blowing my nose to make sure there are no pollutants are out of 
the upper respiratory tract […] usually I find a walk in the fresh air, half an hour and the 
symptoms have disappeared. […] If it’s brought on asthma by exercise, […] I just stop, get my 
breath back and I’ve found also it’s important to keep moving than just sit. […] getting the lungs 
slightly stressed again seems to speed the recovery rather than leaving it, myself completely 
relaxed (Interview 1, 12/01/10, 350-362). 
 

Furthermore, Peter suggests that the very milieu where people have asthma might impact 

on their perception of it, “It’s interesting that the, the milieu, in which people have a 

condition, will have an impact on their perception of it” (Interview 1, 12/01/10, 761-

762).  This seems to highlight and provide an insight into the way the environment may 

shape someone’s perception of asthma.  Peter draws on the environment as a way to 

enhance body-self-understanding.  Creators seem to be developing an understanding of 
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the relationship they have with a particular environment.  There appears to be a level of 

interconnection between well-being and environment (Stevens, 2010) through body-

focusing where “we experience from the body to something outside” (Duesend & 

Skardderud, 2003, p.59).  The body seems to be engaged in both an outward projection to 

the world, to the environment, and a falling back receding into unknown visceral depths 

as a way to gain self-understanding (Leder, 1990).  As Stevens (2009) stresses, “As 

embodied beings, we can only understand who we are by being aware of our physical 

nature; as ‘embedded’ beings, self-understanding can only come if we are equally aware 

of our physical environment” (p.266). 

 

8.5 Sport and new meanings 

 

Listening to my body-self 

Those termed Creators appear either to participate regularly in sport or to have adjusted to 

different forms of exercise (e.g., cycling, walking in the mountains); these adjustments 

seem to make them feel more in control and less anxious about their asthma.  Sport 

appears to be something that helps with their asthma. 
I would go for a run and sometimes it would feel better, excuse the gory details but it, it loosens 
up some phlegm and some mucus and just getting the lungs actually moving sometimes helps 
(Betty, Interview 1, 11/12/09, 436-439). 
 
Specifically, for Betty, running seems to dislodge and tap into the visceral depths 

of where her asthma might linger.  However, what seems to be most important to Creators 

is that they always listen to their bodies and Betty sees herself as an expert on herself 

particularly in relation to her running. 
I think it’s better for me in the long run if I listen to what […] my body’s saying rather than just 
[…] following the program […] I’m […] better self-coached rather than listening to someone 
else’s advice, […] quite arrogantly that I know myself better than any other coach would ever 
know me […] I know what’s… better for me (Betty, Interview 1, 11/12/09, 158-168). 
 

Betty shows strong self-discipline and highlights that what is more important to her are 

training plans that will be helpful in the long term.  Betty and Lucy both participate in 

their sport, because they are injury free and asthma has not forced them out of their sport.  

Both are still serious, competitive, disciplined and place importance on their performance. 
you’ve got to a point where your physiology, is, you know giving you everything that it possibly 
can, you’re working at your maximum capacity […] that gives a really good feeling and I’m sure 
the endorphins are highly responsible for that but… just er… yeah, just really enjoyed it. […] I 
also lay quite a lot of um… importance on how I perform (Betty, Interview 1, 11/12/09, 323-
328). 
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Additionally, Lucy appears to place an importance on her training performance: 
this is gonna sound quite cocky [laughing] but I like to swim fast and I like to swim properly 
and the people that were in the pool at this one particular time, the sort of older people, older ladies 
that just like to you know go quite slow […] I felt like I couldn’t train properly […] no point in 
me being there. […] I wasn’t completing lengths because people were just in the way (Interview 2, 
08/06/10, 444-448). 
 

Lucy and Betty have strong beliefs in their personal efficacy, corresponding to a their 

belief in their own competence in their sport (Bandura, 1997).  Enjoyment is also an 

important aspect of their sport as well.  Betty’s next quote describes quite intricately the 

way in which she slowly finds her stride and how she finds enjoyment in finding rhythm 

and speed intensity. 
takes me a little bit of time to warm up […] those first 5 minutes […] don’t feel so good, it 
takes me a little while to find my coordination and… […] once I’ve started, generally… I […] 
find my stride and, and really enjoy it.  So, it depends on, again, on the, the aim of that run. If 
I’m just doing an easy run, then I’ll just stumble along… listen to my ipod or something and, you 
know that’s really comfortable and, that feels good.  But if it’s a, a, harder run, some threshold 
work or something, then […] I’ll feel good warming up but I’ll be a little bit nervous in 
anticipation of what’s to come, […] I really… enjoy working hard in running as well, so even if 
it’s a session that, you know, uncomfortable because of high intensity, I will somehow in that 
training session find, […] some enjoyment in that as well. [laughs] (Betty, Interview 1, 252-265). 
 

Betty seems to describe how breathing, rhythm and performance are inextricably linked 

which affects to how much she enjoys her run.  This might be linked to the ‘refractory 

period’ (McArdle et al., 2007), which appears to be preferable for Betty, given the stigma 

attached to steroid treatment (Cardona et al., 2005).  Hockey (2006), and Hockey and 

Allen-Collinson (2007) argue that there can be a direct relationship between breathing 

patterns and an athlete’s subjective experiences, which then might produce certain 

emotional states.  Similarly, Lucy describes the way she tries to find her rhythm and her 

steady state. 
I try to do a bit of everything, different strokes for different muscles, different feelings from 
different strokes […] occasionally I’ll put a few sprints in there but mostly, it’s just up and 
down, up and down up and down um and try and do like a steady state (Lucy, Interview 2, 
08/06/10, 473-476). 
 

Both Lucy and Betty demonstrate self-discipline in their sport.  Specifically, Lucy 

describes her very detailed breathing patterns, which help her find her rhythm and pace. 
I trickle breathe so I continuously breathe out while I’m under the water but breast stroke I 
don’t tend to do that, I just, it’s more like a burst of breathe so it’s like as soon as you come out 
the water like, it’s almost like throwing out the breathe and then getting more back in […] So 
you’ve taken a breathe and when you’re head’s in the water, you sort of [slowly breathing out, 
blowing demonstrating] like blow out continuously and slowly yeah, whereas with the other 
stroke it’s more of a like a [short quick blow out] and then breathe back in a again [laughing] so 
obviously cos with front crawl, you’re head’s in the water for longer and you can afford to like 
trickle breathe (Lucy, Interview 2, 08/06/10, 481-493). 
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These techniques seem to demonstrate the perceived sense of control Lucy and Betty 

have of their breathing.  However, during various reoccurring asthma struggles (c.f. 

Williams, 2000), Betty worries about losing her fitness. 
I think I’d lost quite a lot of fitness in that period […] that it made training feel a lot harder as 
well. So it may not have only been the, the breathing restrictions but also the fact that I was 
getting less and less fit […] I was having a little bit of difficulty […] I went through a period 
where I struggled quite a bit… just with, general with running and, and everything (Betty, 
Interview 1, 11/12/09, 425-433). 
 

Betty suggests that because she was having such difficulty with breathing restrictions, she 

was having trouble with running and other aspects in her life.  Indeed, breathing 

restrictions can be central in the way an athlete might experience their sporting life. 

 

Feeling healthy 

Whilst Betty and Lucy continue to play sport, Peter and Joanne do not.  Lucy also 

discusses the importance of feeling healthier.  She says that when she is swimming, “You 

feel healthier so therefore you wanna eat healthier” (Lucy, Interview 2, 08/06/10, 516).  

So, swimming for Lucy means that she feels like being healthier with food and other 

aspects in her life.  Therefore, there is a sense that illness has been a journey and they 

have returned from this journey feeling healthier (Frank, 1995).  Peter also feels that he is 

healthier now: 
I now feel healthier and better than I’ve felt in my 50’s when I’m 60. I’m certainly walking 
more and cycling more. I still can’t run annoyingly because for some reason, the, the stimulus in 
my lungs brings on brittle asthma and that doesn’t seem to want to go away at all so I may be 
stuck with that but it’s such a minor disability now… and I can do hill walking, cycling um… 
as much exercise as I want so long as it’s not really intense or… very aerobic so as long as I can 
do it at a moderate level I really haven’t got a long commitment to medication. So that’s good 
(Peter, Interview 1, 12/01/10, 211-218). 
 

Peter seems to express a degree of conscientiousness whereby he acts dutifully with self-

care.  And Joanne says that she thinks: 
I’m healthier now than I was then [before her ‘turning point’].  As I say I go to the gym, I walk 
the dogs, um I cycle into town and when my husband and I go away on holiday, we, we go 
walking (Tel Interview 1, 26/05/10, 283-285). 
 

For Joanne and Peter, asthma has been much more of a journey (Frank, 1995) that they 

have returned from.  It seems that it has been a process through which they have been 

building or maintaining resilience (Trivedi et al., 2011).  Indeed, research (e.g., Schuckit 

& Smith, 2006) shows that resilient patients with chronic illnesses appear to have coping 

styles characterised by active engagement, humour and non-dependency to drugs and 

alcohol. 



	  

	  

211 

So that’s been very, very educational.  I’m just really so grateful that I’ve blundered into this area 
[hypnotherapy] cos this er, could may have saved me from being disabled […] I think it’s one of 
these classic cases of having become unwell has opened a whole new way of being for me, 
which is improved my quality of life… So I would say I am fitter than I’ve been in years which is 
nice… er feel very confident in handling my asthma… and it’s now so much a part of what is 
normal and, and not unaware of it, but it’s just part of the routine now.  I just deal with it on a 
regular basis.  Keep an eye on it (Peter, Interview 1, 12/01/10, 307-315). 

 

Peter expresses how he has come into a whole new way of being and indeed, 

‘quest’ narratives tell of self consciously being transformed; undergoing transformation is 

a significant dimension (Frank, 1995).  Typically, Creators express the healthy 

transformation that they are experiencing and appear to be associated with their bodies, 

open to contingency, dyadic towards others, and desiring in relation to others (Frank, 

1995, p.127).  This characterises the Creator body-self as communicative because of its 

ability to grasp itself reflectively (Frank, 1995). 

 

8.6 Summary 

Typically, the Creators’ narrative is associated with Frank’s (1995) quest narrative with 

the tone of the narrative being more optimistic.  Though both restitution and chaos remain 

background voices (at times, for some) when the quest is foreground, the quest narrative 

speaks from the ill person’s perspective and holds chaos at bay (Frank, 1995).  

Nonetheless, Creators appear to offer a counter-narrative that offer: 
A point of resistance to the dominant tales, challenging us to find meaning outside the plot-lines 
that are ordinarily made available and opening up new possibilities for how we understand 
ourselves and others as embodied beings in a variety of contexts (Sparkes, 2009, p. 124). 
 

Optimists tend to have expectations of positive health ‘outcomes’ and so are more likely 

to overcome adversity than pessimists (Trivedi et al., 2011).  Whilst some Creators (Peter 

and Joanne) sometimes experience a shift in their biographies in relation to their asthma 

particularly if the diagnosis is later on in their life, other Creators (Lucy and Betty) still 

experience struggles but this does not dramatically shift their biographies because they 

learn how to integrate asthma into their sport (e.g., breathing techniques, longer warm 

ups) with support from coaches and parents.  In both instances Creators typically accept 

and adapt to living with contingency associated with their asthma, which is a long, 

painful, and arduous journey.  Another characteristic that Creators typically seem to show 

is health-related hardiness (Trivedi et al., 2011) that enables individuals to adapt to health 

problems from their asthma through control, commitment and challenge (Pollock, 1989).  

Additionally, the presence of caring and supportive relationships appears to enhance 

resilience and facilitate a positive sense of a health and optimism about their asthma 
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(Trivedi et al., 2011).  This social support could include the presence of emotional 

support, instrumental support (e.g., practical management - checking they have their 

inhalers with them), higher self-efficacy, lack of isolation, and perceived sense of control 

(Lett et al., 2005). 

 

It seems that Creators feel fortunate when comparing themselves to other 

asthmatics and have developed a positive sense of body-self with the use of ‘vocabularic 

identifications’, a form of ‘identity work’, that Allen-Collinson & Hockey (2006) refer to 

as ‘identity talk’.  In addition, Creators have developed an awareness of their senses and a 

‘bridging33’ between mind and body and environment through a contestation of 

biomedical beliefs, which challenges the mind-body dualism.  Block and Block (2005) 

argue that bridging transforms the immune system and creates balance and harmony in 

biological systems.  The Creator body is associated with itself and dyadic (c.f. 

communicative body, Frank, 1995), focused on understandings between mind-body and 

environmental interactions. In this sense, communication is less a matter of content than 

of alignment.  The Creator body learns to live, accept and adapt to the inevitable 

contingency that asthma brings; a body project which involves exploring alternative 

remedies, searching for new meanings and listening to their asthmatic healthy self. 

 

Narrative type 

Quest 

Body type 

Restorable body 

Relational 

Coorporative 

Lived space 

Adaptation 
 

Figure 8.6 Matrix of Creators’ embodiment 

 

Creators seem to work in-corporation with their treater and/or experiment with 

alternative remedies.  Furthermore, Creators seem to have higher sense of personal 

responsibility for their asthma.  Foucault’s technology of responsibilisation which 

overlaps with the technology of healthism entails shifting responsibility; individuals 

becoming responsiblised through indirect techniques to make them see social risks such 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
33 Bridging is something Block and Block (2005) explain as ‘natural living’; reaching every cell, every 
atom in our body, right to the essence of our being, transforming how we enjoy nature, relate to family and 
friends, play golf and tennis, have sex, make money, pray, care for our self and others, or being successful 
at work. 
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as asthma, “lying in the domain for which the individual is personally responsible and 

transforming it into a problem of ‘self-care’” (Lemke, 2001, p.201).  Whilst the quality of 

the relationship between treater-patient is important and seems critical for sportspeople 

with asthma, other moderating factors are important to consider, such as age, life 

experience, athletic identity strength, mind-body nexus, parental relationship, 

environmental quality, type of medication/treatment and type of sport.  Nonetheless, 

Creators, like Contesters and Conformers, are involved in much ‘identity work’, (c.f. 

Allen-Collinson & Hockey, 2006) which appears to also involve much tacit knowledge 

and intricate ‘somatic work’.  Sensory knowledge of asthma is what the second part of the 

analysis focuses on and is addressed in the next chapter.  However, before I turn to this 

chapter I discuss the caution needed when employing the use of a typology. 
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Shifting typologies 

 

The risk of developing a typology means that this might then also be used (including by 

medical and healthcare professionals) as another universal, standardized measure which 

becomes applied regardless of key sociological variables, such as age, economic status, 

gender, ethnicity, and so on, and regardles of the social and physical environments in 

which people  live.  As noted previously, the typology is provided as a heuristic device 

and I would emphasize that participants do not ‘fit neatly’ into set categories all of the 

time. Participants are a mixture of ideal types and their asthma experiences are context-

dependent, commensurate with the sociological-phenomenology approach adopted.  For 

example, Jane sometimes demonstrates a shifting between ‘Conformer’, ‘Contester’ (e.g., 

during Winter) and ‘Creator’ (particularly evident in her meaningful associations with the 

environment).  Additionally, Esta and Brian’s experiences appear to demonstrate 

transitional ever-changing shifts between ‘Contester’ and ‘Conformer’, but depending on 

the context there is often a shift between the two. 

 

Given that the analysis focused on narrative tone, we must also take this into 

consideration when exploring the way the typologies might be perceived, particularly 

with regards to ‘Contesters’.  For example, whilst Nick talks of his asthma getting worse; 

as opposed to this being a pessimistic tone, it might be that this is a regressive tone and is 

not associated with learned helplessness.  Indeed, he talks positively about ‘fighing 

asthma’ and his enjoyment about pushing himself to the limits in sport.  Given the 

heightened awareness of bodily experiences that many of the participants express, at 

times, all participants shift between Creators and predominant ideal types as well.  It is 

now to the sensory knowledge of asthma that I now turn to. 
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9.0 Analysis part II: Sensory knowledge of asthma: the visceral and the aural 

 

The second part of the analysis discusses the phenomenological analysis of the 

senses; examining ways sportspeople share bodily-felt noises with asthma and the 

potentially stigmatisation of bodily noises: auditory work.  The ‘auditory sensorium’ or 

‘soundscape’ is a way of showing how the changing ‘sensory envelope of the self’ 

continually shifts through different body types: Breathing bodies, Coughing bodies, 

Wheezing bodies, and Breathless bodies.  These are discussed through shared bodily-felt 

experiences, which seem pivotal in the negotiation of their asthma and sporting identities. 

 

	  
Figure 9.0: Matrix of auditory asthma embodiment 
 
 
9.1 Breathing bodies 

 

9.1.1 Bodily-felt experiences of breathing 

As previously mentioned, breathing is primarily an unconscious function and we will 

inhale approximately twelve to fourteen times per minute without even thinking about it 

Breathing	  
bodies	  

Wheezing	  
bodies	  

Coughing	  
bodies	  

Breathless	  
bodies	  
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(Marieb & Hoehn, 2007).  Breathing is fundamental in all walks of life and to control 

one’s breathing when engaged in sport becomes even more important (Marieb & Hoehn, 

2007).  It seems that as long as participants are able to breathe freely and easily, the body 

disappears from their conscious awareness.  As Leder (1990) explains, to disappear in this 

sense is simply not to appear.  For example, Betty describes everyday: “When you’re 

speaking you don’t really notice when you’re breathing in, you almost, like you pause 

between a sentence and before you know it you’ve already taken a breath” (Interview 1, 

11/12/09, 710-711) and so “breathing...being constant and repetitive and generally 

smooth in transition is largely subconscious” (Ivor, Email, 10/10/10).  Ivor goes on to 

explain his understanding of breathing: 
People respond to change...anything that is constant or repetitive is, in time, ignored.... examples 
of this would be background noises, where we only hear what is additional to it, or successful arts 
pieces where the balance between repetition and contrast is the key to attracting the audience 
and holding its attention (Email, 10/10/10). 
 

He seems to highlight here the shifting nature of the habitual and changing relationship to 

the world around us.  In this way, breathing is automatic and a taken-for-granted action 

and when the body breathes freely and lets the flow of air into and out of the lungs, the 

body poses no problem or threat.  The breathing body is temporarily absent of asthma and 

hence of disease (dis-ease - in Leder’s terms, 1990) and so there is no discomfort or 

physiological disruption; their body-self represents a state of health and when this is the 

case, Jane reflects, “I forget about it actually. I don’t think about it [asthma] all the 

time, by any means. It’s purely when I’m coughing that I… that I remember [coughs]” 

(Interview 1, 29/01/10, 1008-1010).  Additionally, Nick was another participant who did 

not remember struggling with asthma when he was younger. 
I didn’t really seem to struggle too much with it through most of my sports performance life. I 
don’t remember ever tight um felt like it er… maybe a disadvantage… but like I say maybe it 
was (Interview 1, 01/12/09, 175-177). 

A change in participant’s healthy breathing habits raised their consciousness about 

reflecting on their life stories.  When Ivor had his first asthma attack he thought initially: 
It was straight out of the blue... er it was, looking back there were things you could have said yes 
I can’t swim under water for very long and… I did used to cough in the mornings a lot in the past 
and… if I suddenly ran 100 meters, […] cough a lot at the end of those races… ran as fast as I 
could, […] because I pushed myself. […] in retrospect […] maybe I’ve had this condition for, 
for sometime, but not so acute (Interview 1, 23/12/09, 410-416). 
 
For these participants, the body is never a simple presence, like asthma is never a 

simple presence, but that which is away from itself, a being of difference and absence 

(Leder, 1990).  Breathing bodies seemed to be absent from participants’ consciousness, 
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because quiet breathing bodies represent a state of health.  It seems that such a state of 

health enhances a reification of the body; quiet breathing bodies are held in their minds as 

separate self-existing objects. 

 

 

9.1.2 Breathing attunement, flow and rhythm 

In relation to sport, some sportspeople felt able to control their breathing, which meant 

that it did not interfere with their running rhythm or ‘flow’.  The breathing body is where 

participants are “fully in control so it doesn’t always affect my running” (Betty, 

Interview 1, 11/12/09, 372).  When Betty was in control of her breathing, she was able to 

maintain her running ‘flow’.  Betty describes how it takes her a while to find her rhythm 

and flow in running. 
those first 5 minutes […] don’t feel so good, it takes me a little while to find my coordination 
and my flow… you know, but after that, once I’ve started, generally… I… always, you know, 
find my stride and, and really enjoy it (Interview 1, 11/12/09, 253-257). 
 

And Lucy describes how she finds her flow in swimming: 
it’s just up and down, up and down up and down um and try and do like a steady state, find my 
flow (Interview 1, 02/12/09, 475-476). 
 
She also describes how her different swimming strokes are linked to her different 

breathing techniques.  Her breathing techniques are already described in Creators in more 

detail.  The flow of breath and sporting rhythm seemed to intertwine where they were 

inextricably linked (Allen-Collinson, 2009).  Therefore, it seems that if participants could 

control their flow of breath, their running or swimming rhythms were less likely to be 

disrupted.  In this way, whilst the body may be absent from discomfort and 

consciousness, the body is not absent of experience (Leder, 1990).  The body surfaces as 

an absence, a being-away within experience (Leder, 1990).  The body is in control and 

quietly breathing and, in this case experienced as healthy, and this bodily ‘quiet’ mode 

through breath flowing in and out of the lungs with ease, means that the body is absent by 

virtue of its disappearance (c.f. Leder, 1990), however, it does not necessarily mean that 

attention is primarily directed toward the world (Merleau-Ponty, 2001).  As Merleau-

Ponty (2001) argues that consciousness is always consciousness of something and 

intentionality is always directed at something and intertwined with perception and action. 

 

Many participants spoke about how they had developed their own breathing 

patterns, particularly through sport.  Lucy specifically referred to her breathing patterns 



	  

	  

218 

which were developed through swimming.  As described previously in the Creators 

chapter, it seems then that Lucy spent a lot of time assessing which breathing pattern best 

suited her.  This involved listening to her body and her bodily-felt experiences of 

breathing.  It was through such experimentation with breathing patterns, that she then 

learnt what felt comfortable breathing and swimming.  

 
She refers to the feeling of discomfort when she’s not breathing easily and when 

the inhaler has not worked.  As Hockey (2006) suggests, these patterns produce particular 

feeling or emotional states and the data supports Hockey’s (2006) claims that there is a 

direct relationship between the respiratory patterns, the athlete’s subjectivity, and perhaps 

the judgments made to categorise sessions.  So now Lucy seems to be very good at 

controlling an asthma attack by “taking in a deep breath and slowing releasing it, um 

and that sort of helps me get back into the normal pattern of breathing” (Interview 1, 

02/12/09, 92-93). 

 

It seemed that emotions and breathing were inextricably linked.  Brian found that 

he “was laughing and laughing and, but I found that I was coughing”.  Furthermore, 

breathing and emotions seem inextricably linked to one’s internal locus of control.  For 

example, Brian does not listen to his body.  He says, “I’m in control… mind over matter” 

(Interview 1, 25/02/10, 224) and it’s “no good worrying about things” (Brian, Interview 

1, 25/02/10, 239).  The development of such breathing patterns or asthma management 

could be interpreted as the strict attendance to the techniques of a successful performance, 

with links to Goffman’s (1963) dramaturgical discipline and impression management. 

Brian seems to seek bodily control linking with Franks’ (1995) disciplined body-self, 

which is primarily concerned with predictability through actions of self-regimentation 

and Brian appears to re-assert this control by using his inhalers. 

 

Alternatively, other participants, who did not seem to have a strong attachment to 

sport or have a strong athletic identity, avoided doing intense exercise to avoid bodily-felt 

experiences of discomfort.  For example, Joanne tries “not to rush because if I get out of 

breath I start coughing” (Email, 24/04/10).  As previously mentioned in the Creators 

chapter she does not like doing things that get her out of breath.  It was not always simply 

through bodily-felt experiences of breathing that participants learnt how to monitor their 

asthma.  Steven’s mother, for example, observed how Steven “used to put my hands on 
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my chest on my sides… and breathe differently when I was having an asthma attack” 

(Interview 1, 07/12/09, 373-374).  Therefore, the breathing attunement was relational 

between Steven’s mother and Steven through the observed visible behavioural signs of 

breathing differences.  This support and relational attunement was particularly important 

for Steven and to the development of his football performance.  As mentioned in previous 

chapters, many of these participants in this section had been diagnosed with asthma as 

children and Olena suggests that she thinks it is “easier than people who… get diagnosed 

later on cos it’s like, they’ve known life to be able to breathe easily, which… I’ve not” 

(Interview 1, 02/03/10, 879-880).  These breathing patterns were habits that most had 

developed during their sport as children, which had developed in tune with their asthma. 

 

9.1.3 Personal engagement and flow 

As Jane (and many others) reflected, it is only when she coughs that this gives way to 

dys-appeance because when she thinks, “now when I puff and pant, I probably think that 

I did that [as a child]. But I don’t remember being quite so--, cos I was dancing all the 

time” (Interview 2, 13/03/10, 2141-2142).  Often when participants were engaged in 

sport, their breathing difficulties were often not addressed or perceived as important 

because their sport meant more to them or perhaps they were more engaged in their sport.  

In addition, her bodily intentionality was directed towards her dancing (c.f. Merleau-

Ponty, 2001).  For Jane, being absorbed in dance meant that she was probably not aware 

of her puffing and panting.  She was not conscious of her breathing difficulties because 

her focus was directed towards certain bodily tasks of dancing; she was personally 

engaged with her dancing.  Similarly, Esta also said that when she went horse riding she 

did not “get asthma” (Interview 1, 29/01/10, 174) and she does not have problems during 

her sport, but “if I just go horse riding I will just sneeze and sneeze and sneeze when I 

get back” (Interview 1, 29/01/10, 174-175).  During her sport, Esta (as mentioned in 

Conformers) describes horse riding as an ‘adrenaline buzz’: 
you get the adrenaline rush obviously cos you kind of all going fast and trying to avoid the 
branches and the holes and everybody else as well [….]  It’s just fun, you don’t have to worry 
about anything [….]  But yeah, it’s hard work, it’s strenuous [….]  So you have to think about 
what you’re doing as well, you not just like galloping around but no… it’s good (Interview 1, 
29/01/10, 97-124) 
 
This could be why some sportspeople have asthma attacks after sporting 

participation.  The ‘mind over matter’ or ‘mind over body’ embedded in a Cartesian 

belief with a ‘no pain, no gain’ mentality encourages and renders a dissociation between 
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their mind and body.  Many referred to asthma being psychological.  Other participants 

also refer to instances during their sport where they were ‘so focused’ that their breathing 

was only something they noticed afterwards.  Eve (a Contester) described herself playing 

football: 
I won’t hold back on the tackles or anything like that and if I’ve got the ball on my feet, I will just 
run with it […] it’s almost like, kind of like psychological, where I will just run with it and then I 
will just run out of air and I just... kind of like half heartedly pass the ball because I’ve got no 
energy left in me to pass it, but because I’m so focused […] by the time I get to crossing the ball 
in [...]  I’ve lost all energy and I’m like [wheeze] […] catching my breath (Interview 1, 21/04/10, 
397-408). 

 
Eve seems to describe how her bodily intentionality is task-focused, however afterwards, 

her sporting body is no longer focused on the task and her asthma seems to bring her 

bodily intentionality abruptly into consciousness (c.f. Merleau-Ponty, 2001).  

Additionally, as mentioned previously in the Contesters chapter, Nick describes what a 

hard run is like in training for his MMA and how he quite likes pushing himself.  It 

appears that the onset of asthma afterwards makes it difficult to separate notions of 

Cartesian dualism (the belief that the body, mind and spirit can be separated) (Tiihonen, 

1994).  Some participants express these sentiments whereby bodily-felt discomforts and 

feelings are normalised over time, because a ‘no pain, no gain’ mentality justifies the 

discomfort and makes participants believe that it is acceptable to struggle as Nick states 

in the above quote. 

 

Also, it would suggest that there is a change in the way the body moves between 

different levels of consciousness.  These experiences that Nick, Esta and Eve describe can 

be linked to the particular personal satisfactions and sensory and bodily experiences 

participants derive in the course of participating in an activity, such as sport.  

Csíkszentmihályi (1997) describes these as flow experiences.  Notably, a defining feature 

of this state is that of a profound subjective loss of self-consciousness (Csíkszentmihályi, 

1997).  However, they do not seem to describe this as effortless as those in the state of 

flow describe, because as Esta says, “it’s hard work and it’s strenuous” and “you still 

have to think about what you’re doing” (Interview 1, 29/01/10, 118-123).  Instead, in 

line with the concept of ‘flow’ Kahn (1990) refers to personal engagement to mean the 

simultaneous employment and expression of a person’s ‘preferred self’, in this case, the 

person’s sporting self, in task behaviours that promote connections to the activity and 

others, personal presence (physical, cognitive, and emotional), and active, full role 

performances.  Therefore, developing Hockey’s (2006) claims - there seems to also be a 
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direct relationship between the respiratory patterns, the athlete’s subjectivity, as well as 

the successful performance of one’s sporting identity. 

 

9.2 Coughing bodies 

Coughing seems to give way to a dys-appearance; this signifies coughing bodies. 

Coughing disrupts the flow of breathing, which has an impact on participants’ sport and 

their life.  This also might interfere with, and threaten their identity as an athlete and 

specifically their self-perception as a ‘fit’ athlete.  Asthmatic bodies are no longer alien-

as-forgotten, but as contingent and threatening bodies (Leder, 1990) and remembered and 

reminded through coughing.  “When I was diagnosed with asthma, I think I had a 

frequent irritating tickly cough” (Joanne, Email, 24/04/10) and “what I’m aware of now, 

er… is, is the tickly cough and I noticed it, I was having a rest this afternoon and, and I 

was just, just coughing and coughing” (Joanne, Tel Interview 1, 26/05/10, 152-154).  

Participants argue that for other people (without asthma) it “would be a little cold, it ends 

up with me, as a prolonged sort of bout of having coughing and especially in the night, 

really bad” (Joanne, Tel Interview 1, 26/05/10, 204-206).  Participants seem to describe 

how asthma lingers whereby even when asthma is not explicitly attacking their bodies, 

symptoms (e.g., tickling coughs) are residual reminders of asthma that lingers. 
It’s just the dry tickly cough [….] can’t get rid of it, you know, I was feeling frustrated cos I 
just wanted to take some medicine and get rid of it […] the family knows, […] I don’t get 
illnesses I just get the, ‘the cough’. […] something there... always, just under the surface, which 
comes to the surface if I’m tired, if I’m very busy, if I’m stressed and then if I get any kind of 
infection of any sort then it just sort of becomes much bigger (Joanne, Tel Interview 1, 26/05/10, 
209-216). 
 
It was this coughing that often prompted the need for Joanne (and other 

participants) to visit the doctor’s and ‘get it checked out’.  When Olena “was 13, 14 I was 

running loads and I kept getting chest infections and asthma attacks after I was 

running. So that’s when I went to see a consultant for the first time” (Interview 1, 

02/03/10, 89-91).  It is worthy of note that Olena refers to her attacks after running.  

Coughing gives rise to their contingent bodies and consequently, many participants went 

to the doctor’s for an examination.  This was a participant’s first point of call and as a 

result many participants said that they received “an inhaler, go away” (Lucy, Interview 1, 

02/12/09, 361).  Joanne (similarly to Peter and Ivor) was surprised to find that in her 40’s 

she had, “got this tickly cough, it was something new that I’d never had before.  I 

certainly don’t remember in childhood” (Tel Interview 1, 26/05/10, 315-316).  It seems 

that for those who developed ‘late onset’ asthma participants seemed to reflect on their 
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biographical histories with bodily focus; re-considering and re-storying their childhoods 

as well. 

 

9.2.1 Bodily-felt experiences of coughing: gunge, fluid, sludge and choking 

Coughing was such a disruption to participants’ flow of breath and such immediacy made 

participants attend to their contingent body with urgency.  Their cough meant that it often 

disturbed their sleeping patterns.  Most participants found it difficult to sleep, which 

meant that they had to alter their sleeping position “having to sleep upright… every night 

because as soon as I lay down I just coughed and coughed and coughed” (Esta, 

Interview 1, 29/01/10, 229-230).  During these times, it seemed that attention was 

directed at focusing on their embodied responses.  In general, there is a heightened 

awareness of how participants speak about their bodies viscerally.  For example, Esta 

talks about how she feels “fluid on the lungs… and it was really horrible, really, really 

horrible” (Interview 1, 29/01/10, 205-206) and Jane says that she “kept bringing up this 

vomit stuff, you know.  It’s what I call all this sludge” (Interview 1, 29/01/10, 990-991) 

and how she wakes up “because it’s in my throat, um, you know it wakes you up… it’s 

not so much the coughing, it’s the stuff that’s there [gunge]” (Interview 1, 29/01/10, 

1158-1160).  Coughing and other visceral substances caused much discomfort to 

participants, which was something that restricted their mode of actions in life.  Jane refer 

to “last winter” where she, “had asthma um I couldn’t, then I had a cough, I couldn’t do 

anything really… and um the doctor used to come to the house” (Interview 1, 29/01/10, 

1056-1059).  Additionally, coughing was something which affected sleep “because I 

cough and cough and cough and cough and cough and can’t sleep” (Interview 1, 

29/01/10, 395-396) and “couldn’t sleep, just keep me coughing all night for about 3 

months, before the doctor’s took me seriously, before they actually took me seriously” 

(Esta, Interview 1, 29/01/10, 207-209).  This was also something that was very 

frightening for participants. 
I pretty much see every hour on the clock… ‘cause coughing wakes me up […] the sense of 
being short of breath is quite frightening. […] always in the back of my mind is, oh not again.  
I don’t want to go back to hospital (Eve, Interview 2, 10/06/10, 1035-1038). 
 

Coughing was something that participants felt was “scary”. 
I suddenly just started coughing so much and… suddenly almost like a twitch, couldn’t breath 
[…] it was all like a choking… stuff that wouldn’t let oxygen in or breathing in or out, or 
anything… very, very scary (Ivor, Interview 1, 23/12/09, 405-407). 
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Again this demonstrates the intimate connection between respiration, the athlete’s 

subjectivity and emotional states (Hockey, 2006). 

 

Some participants referred to being “alright all day” but then “as soon as I got 

home, lay down, I just coughed and coughed and coughed.  Then you have to, literally 

have to sleep upright… of course, which isn’t much fun [sniffs]” (Esta, Interview 1, 

29/01/10, 430-432).  These oral ‘releases’ come from the visceral depths, which makes 

locating the cause of these outbursts complex and difficult.  Joanne demonstrates some of 

the complexity of locating a cause: 
I was grieving for my mother, I was feeling pretty wretched, I was using an inhaler regularly, I 
was coughing a lot, I got sort of bronchial cough, really quite a serious one (Tel Interview 1, 
25/05/10, 459-361). 
 

It was not always the coughing, which caused panic and anxiety.  Causality was 

something that was constantly shifting between somatic states.  Rushing around, worrying 

and feeling low also triggered coughing episodes. 
If I get worried about things, I think I start coughing more. […] If I know I’m worried about 
something, or a bit preoccupied I, I start… yeah more coughing fits (Joanne, Tel Interview 1, 
25/05/10, 201-203) 
 
From this quote it also seems that coughing is linked to their emotional states.  

Because of the discomfort that coughing caused to participants’ lives, participants often 

expressed how they consciously avoided certain situations and triggers.  Furthermore, 

there seems to be a constant shifting and complex interaction between internal/inward and 

external/outward distinction between coughing, emotions and ‘external’ triggers. 

 

Whilst Matt played cricket because it did not bring on his asthma, Joanne avoided 

sport and did not like running because it brought on coughing.  Joanne further explains 

how she tries “not to rush because if I get out of breath I start coughing” where her tickly 

cough gets much worse when she is tired.  Furthermore, if she gets a cold, “the asthma 

gets much worse and the coughing lasts for weeks”.  There seems to be a difference 

between rushing and running.  When participants, the Creators and Conformers in 

particular, were ‘running’, they seemed to be able to control their breathing, as opposed to 

when they were ‘rushing’ which tended to mean that participants were less in control of 

their breathing. 
If I run then I sometimes end up coughing um... but I’m trying to train myself now, I, it sounds 
silly, I only do a minute or two of running on the treadmill but um I don’t cough then, if I’m doing 
sort of a controlled experiment […] if I’m getting stressed and I’m rushing around, then I, I do 
start coughing, and just every now and again, they get really it, it takes over, my husband will 
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say, look just sit down and just you know, let it happen and it becomes a sort of coughing fit 
(Joanne, Tel Interview 1, 220-226). 

 
Similarly to Steven, for Joanne, her asthma was experienced as relational between her 

family and her husband. 
[Her husband] knows me well and my, my family too, if I start coughing, they’ll [her family] 
say, ‘Mum just go and sit down […] stop talking mum, just don’t talk’ [laughing]. […] it’s 
probably training to relax the throat muscles and just, not, not keep, I try to keep going and you 
have to just stop and let it, let it sort of die itself out (Joanne, Tel Interview 1, 25/05/10, 229-233). 
 

Her husband knew her well through the observed visible behavioural signs of breathing 

differences and difficulties.  This support and relational attunement was particularly 

important for Joanne (and with Steven – a Conformer) and to the way she managed her 

asthma by being able to relax. 

 

Participants expressed the complexity of causes associated with the onset of ‘the 

cough’.  Moreover, it was a trigger in itself to reflect on how participants lived their lives.  

It was also significantly disruptive to participants’ lives, in particular participants’ 

sleeping and sporting patterns.  Therefore, some participants took steps to avoid certain 

situations, which might bring on a ‘coughing fit’ and consequently cause them 

discomfort.  Whilst coughing disturbed patterns (sleep and sport) in their own lives, it 

was also something which participants felt uncomfortable about because of the noise of 

coughing, which disturbed others.  This seemed to cause participants to take steps to 

avoid disturbing others, such as sleeping in another room.  It seemed that many 

participants wanted to avoid feeling like a burden and therefore took personal 

responsibility for their asthma by trying to minimise the disruption to other people’s lives; 

further highlighting the relational element of asthma experiences.  Douglas and Carless 

(2006) emphasise the positive aspects of the relational narrative, which centers “on care 

and connectedness over and above the masculine values of separation, individuation, 

hierarchy, and competition” with an empathic and attentive other-orientation instead of a 

self-orientation (p. 24; Douglas & Carless, 2009). 

 

9.2.2 Management and regulation: coughing 

Coughing also seemed to emerge when participants did not regularly take their 

medication.  For example, when Brian did not take his inhalers, he ended up, “coughing a 

lot and a lot of phlegm. And it’s not something you can clear in a day… when it gets to 

that stage, it’s a week” (Interview 1, 25/02/10, 193-194) and he recognized; 
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If I don’t take my inhaler and it’s a damp, cold, wet day, I’ll be coughing and… I’ll get a heavy 
cold on my chest and then I have to go to the doctor’s and have it cleared (Interview 1, 25/02/10, 
184-186). 
 

However, sometimes inhalers did not work and when participants avoided or were 

delayed by the doctors or asthma nurses in addressing their health, it would be worse in 

the long run.  Esta’s asthma seems to ‘come and go’ (similarly to other participants) but 

she spent 3 months going backwards and forwards to the asthma nurse about her cough 

when it “flared up” (Interview 1, 19/01/10, 190).  As mentioned in the Conformers 

chapter, when the asthma nurse eventually said that she could see the doctor, her 

condition had worsened to the extent that she had to have antibiotics.  Therefore, to avoid 

this situation again, where she was “coughing all night” (Interview 1, 29/01/10, 208), 

Esta “I wouldn’t stop taking my inhalers now” (Interview 1, 29/01/10, 336-337).  To 

avoid the onset of such coughing, most participants tried to ‘comply’ with the asthma 

medication that doctors prescribed, but many found that this was not possible.  For most 

participants, medication was about managing the unpredictable nature of their asthma and 

not about ‘complying’ with medical regimes.  Managing their asthma was not necessarily 

about always taking their medication because for some participants they did not feel that 

inhalers worked.  It also involved developing an acceptance to their asthma, listening to 

their bodies and finding somewhat creative remedies. 

 

For example, Joanne has not used her inhaler “for more that 10 years now.  But I 

haven’t ever quite got rid of the um tickly cough” (Tel Interview 1, 26/05/10, 250). 

However, she has found “tictacs prevent me coughing!” (Email, 24/04/10).  When she 

finds herself coughing she thinks; 
I had a tictac and after a while that helped and I don’t know whether there’s some ingredient in the 
tictacs or whether it’s just become a, a placebo.  No idea but… it works (Tel Interview 1, 26/05/10, 
154-157). 
 
For Betty, she finds that it is running that helps, because “I think, probably with 

the movement of the lungs, you know, maybe I’ll cough a little bit and maybe it 

dislodges it or whatever and that feels a bit easier” (Interview 1, 11/12/09, 411-412). 

 

After a while, it seems that some participants become accustomed to coughing 

where it does not necessarily bother them too much.  It seems that those who are more 

attuned to their bodies feel less threatened by their bodily sounds.  For Example, Lucy 

describes her recent chest infection; 
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I have had a bit of a chest infection. […] feels like really rattley on my chest […] it leaves me a 
little short of breath but I haven’t taken anything, just let it go (Interview 2, 08/06/10, 412-415). 
 
Additionally, Joanne says that her cough, “never completely goes away but I don't 

normally feel bothered by it” (Email, 24/04/10) and “the tickly cough, it seems to be the 

sort of thing that has sort of lasted from that and gone on and is still there” (Tel 

Interview 1, 26/05/10, 174-175).  Peter does, “notice my regular cough but it is so 

familiar I hardly notice. [His wife] tells me she knows where I am in the house or shops 

because of my distinctive cough though!  She describes it as my 'cat bell’” (Email, 

29/11/11).  Peter also refers to the relational management of his asthma with his wife as 

mentioned in the Creators chapter in more detail. 

 

It seems that coughing initially immediately heightens participants’ awareness of 

their bodies, not only through a discomforted bodily-felt sensation, but also because of 

the loud noise, which alarms others.  With the onset of illness this gives ways to dys-

appearance – the body is no longer alien-as-forgotten, but as remembered, a sharp and 

searing presence threatening the self (a manner of speech34) (Leder, 1990).  The 

unpredictable nature of asthma and the complexity and internal/external interactional 

nature of causes meant that participants continued to use coughing as a sound to manage 

and regulate their asthma.  In addition they managed and regulated their cough with 

various remedies and strategies in attempt to ease the personal discomfort and ease the 

disturbance to others who sometimes expressed concern, alarm, and/or annoyance. 

 

9.3 Wheezing bodies 

 

9.3.1 Bodily-felt experiences of wheezing: tightness and restrictiveness 

Wheezing is another symptom of asthma and wheezing bodies are characterised by a 

bodily-felt sense of a ‘tight chest’, which signifies when breathing feels more restrictive.  

This tightness was also intimately linked to participants’ acknowledgement of the onset 

of asthma.  Esta explains that it’s “a tight chest and going [makes wheezing sound] like 

wheezing, so [sniffs] it’s quite noticeable” (Interview 1, 29/01/10, 484-485).  Esta goes 

on to distinguish this further by describing the tight chest; 
There’s the tight chest where you’re kind of short breath or a bit wheezy or something and then 
there’s the other extreme which, where you literally can’t get any air into your lungs (Interview 
1, 29/01/10, 535-536). 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
34 Embodied speaking – speech is understood as embodied (Leder, 1990) 
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Similarly to coughing bodies, this wheezing gives rise to breathing difficulties and seems 

to heighten an awareness of the body, which is awareness that the body is working harder 

through the bodily-felt experience of tightness.  For example Betty says that sometimes: 
if I go out for a run, within about 5 minutes, I’ll notice that I’m, that I’m a little bit restricted in 
my breathing […] it inhabits your, your breathing and it just makes the run a whole lot harder 
than it should [….] but after about half an hour and 25 minutes, it, it goes away (Interview 1, 
11/12/09, 817-820). 

 
It appears to be less disruptive to Betty’s ‘flow’ than coughing, but more of a progressive 

tightening.  In particular, Betty says that she finds 
that difficult when you’re trying to have a conversation with someone […] you have to make a lot 
more effort and it also feels… um a little bit unnatural so you’re conversation doesn’t flow as 
freely (Interview 1, 11/12/09, 714-717). 
 
Participants employ some interesting metaphors to portray this tightening.  Olena 

describes trying to play sport with asthma. 
Try running and breathing through a, one of the thin straws… and hold, with a clothes, with a 
peg on your nose… but breathing through one of those, you know one of those really thin straws 
(Interview 1, 02/03/10, 756-759). 

 
Esta also refers to getting ‘tight-chested’ when she was late for something and 

wheeziness seems to be intimately linked to one’s perceived fitness. 
I was late for something, I had to run and I got really wheezy, but then I’m not very fit.  I’m not--, 
I don’t really do any other physical activity other than horse riding and although that horse 
riding is a physical activity because […] you’re galloping them […] I’m not really fit (Interview 
29/01/10, 477-481). 
 

Additionally, Nick also intimately connects his wheeze with his perception of fitness. 
Sometimes I have noticed it going up stairs [heavy breathing wheezing] what the hell am I 
wheezing for, doing that? (Interview 1, 01/12/09, 557-558) 
 

Respiration seems intimately linked with the socially constitutive normative order35 of 

accomplished training (Hockey, 2006) as well as to one’s perceived state of health.  

Joanne describes how unwell she felt at one stage. 
I think I felt unwell with it and was at that stage coughing and perhaps wheezing a bit, feeling 
uncomfortable, feeling a bit out of breath um, feeling a bit under the weather really (Tel 
Interview 1, 25/05/10, 260-261). 
 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
35 Experiences are socially and constituted, culture- and context-bound with an emphasis on the situatedness 
of experience (Allen-Collinson, 2011; Hockey, 2006).  The role of cultural ‘norms’ is linked to Mauss’ 
(1973) 'techniques of the body' which are described as crafts that are learned; they are highly developed 
body actions adapting to situations that embody aspects of a given culture.  These ideas were developed 
further by Bourdieu and Elias in ‘habitus’ – non-discursive aspects of culture that bind people together. 
This also links with Merleau-Ponty’s (2002) process of ‘intercorporeality’, which he describes as an 
intimate discourse shared and interpreted by others. 
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These oral releases come from these visceral depths, which makes locating the cause of 

these outbursts complex and difficult.  Participants describe how a tight chest, which 

signifies the onset of asthma and the body working harder, signifies restrictiveness and 

characterises wheeziness; wheezing bodies. 

 

9.3.2 Management and wheezing regulation 

Whilst many participants did express the way in which they tried to avoid triggers, 

identifying causes was a complex process and also frustrating for some of the 

participants.  Betty expresses the slow complexity and some of the frustration of not 

being able to identify a cause in the following extracts. 
They’re [lungs] just hyper sensitive so they just sometimes get wheezy which is a real pain, 
because if I knew why, I could just, you know… avoid what that, whatever causes it (Interview 
1, 11/12/09, 457-459). 

 
Along with the complexity of finding out what is the cause, this process is also very slow 

and there is much vigilance needed when trying to identify causes. 
I’m having a drink [red wine] and I’m wheezy and then next time, I’d be like, hang on a minute 
I’m having a drink again and I’m wheezy (Betty, Interview 1, 11/12/09, 728-729). 
 

In relation to medication, Betty also notices; 
Somehow I became dependent on it even though I know that research has shown that you don’t 
become dependent on it, from my own experience, I feel that I had, or I did. So I decided to not 
use that anymore and initially it was quite worrying (Interview 1, 11/12/09, 385-388). 
 
In an attempt to reduce her medication, Betty enters into the process of stopping 

the use of her inhalers before races, which involves listening to her wheezing body, which 

was important in learning how to control her asthma and help her reduce the amount of 

medication.  This was particularly important for Betty as she felt that she was becoming 

dependent upon the medication, which was something that was a concern for her.  This is 

detailed previously in Betty’s quote in the Creators chapter about reducing the amount of 

medication.  Betty talks here about how wheezing can psychologically influence 

breathing, but she also refers to “getting over that” which suggests that this, ‘beating 

asthma’, is an expectation for some sportspeople with asthma.  In terms of medication, 

‘compliancy’ is more interactive and Betty expresses the negotiation and experimentation 

she experienced with her medication by listening to her body with an aim to try and 

reduce her medication.  Betty was finding at one stage; 
[I was] getting wheezy for several days a week, for several consecutive weeks, […] I’d just 
increase my own dose… of the steroid, maybe by one extra puff a day and then if that didn’t work 
then I’d go and see them [GP] [….] I’ve been able to manage it quite well and I have always 
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been keen to want to, once it is stable and managed to try and reduce the dose of whatever I’m on 
as much as possible (Interview 1, 11/12/09, 764-771). 

 
Now Betty continues to monitor her wheeze. 

I don’t get wheezy that often, it’s not, I’m not confronted with it on a daily basis where I think, 
oh my god I have asthma, what am I gonna do, you know, it’s only every now and then, [….] I do 
get a bit nervous cos I think, well how much worse can I… you know, in terms of, the 
medication that I’m on (Interview 1, 11/12/09, 863-868). 
 

Asthma does seem to be experienced as an attack on the self, that Betty is ‘confronted’ 

with, but for Betty it is only ‘every now and then’ and it is more of an ‘inconvenience’.  

Betty felt she was more ‘in control’ of her asthma because of her discipline in her sport, 

her running.  Nonetheless, whilst ‘fighting asthma’ and ‘beating asthma’ are culturally 

valued ways of experiencing asthma, Betty describes the need to settle her breathing as 

opposed to fighting it all the time: 
[If] I can just sit and just make sure that I’m breathing calmly and then it’s not really a problem, 
but if I’m trying to talk to someone or rushed around and do stuff then I’ll keep noticing on 
every breathe that it’s shifted and I’d rather just do something quietly where I don’t have to 
be… you know, fighting it all the time and then eventually it’ll pass (Interview 1, 11/12/09, 822-
826). 

 
Eve also expressed the need to take time to let her breath settle with the use of inhalers 

and it is unplanned spontaneous actions, which seem to exacerbate her breathing 

difficulties.  Indeed this highlights the context-dependent nature of being an asthmatic 

body. 
I’ll take them [inhalers] 10 minutes before I play and then I’m generally okay afterwards [….] 
but it’s kind of unplanned things (Eve, Interview 1, 21/04/10, 258-259). 

 
Wheezing was also a reminder that they should take their medication, but participants 

frequently reported how they forgot their medication. 
every now and again I get a bit wheezy […] I should’ve had some medication with me but because 
I take my medication in tablet form at the start of the day, I, I don’t really notice it for the rest 
of the day (Ivor, Interview 1, 23/12/09, 452-454-). 

 
It seems that participants did not necessarily strictly ‘comply’ with their medication, 

nonetheless, participants attended to strict attendance of techniques of dramaturgical 

discipline need to display a successful performance in ‘front regions’ and sometimes the 

‘back regions’ of one’s life (Goffman, 1963).  Such a ‘difference’, that some participants 

felt, particularly in sporting environments, sometimes meant that there was a constant 

adjustment in an attempt to avoid stigmatisation.  These techniques were often 

internalised and Betty and some other participants managed their asthma by controlling 

their asthma through listening to their wheezy bodies and developing a heightened sense 
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of self-understanding.  Instead of ‘fighting’ asthma, these participants seek to 

‘understand’ their asthma.  Alternatively, others used their inhalers particularly when they 

experienced an attack that seemed to appear ‘out of the blue’ and if they did not have 

their inhalers because of some unplanned scenario, where they might be rushing, they 

experienced more severe breathing difficulties.  As mentioned previously, when 

participants were ‘running’, they seemed to be able to control their breathing, as opposed 

to when they were ‘rushing’ which tended to mean that participants were less in control 

of their breathing.  It might be that their intentionality was directed towards the task they 

were rushing around for as opposed to bodily intentionality. 

 

9.4 Breathless bodies 

Breathless bodies is the term used to portray when participants seemed to feel the most 

scared or panicked.  Ivor explains how much of a shock it is when you cannot breathe 

because “with asthma when you can’t breathe, it’s bloody hard [laughs]”.  He says, “It’s 

the… breathe, eat or die” (Interview 2, 13/03/10, 1748-1755) and 
It’s like having something you take for granted suddenly withdrawn...its a real shock.... its 
frightening and painful in a panic type way... constriction... life threatening... mortality 
consciousness raising (Email, 07/10/10). 
 

Esta also refers to the panic she experiences when she wakes up not being able to breathe: 
That’s happened twice now at night […] as you wake up, you kind of go, shit… I can’t breathe 
[…] you get your inhaler and take that […] go back to normal. […] The natural reaction is to 
tense up, I think. I tense up anyway and go, oh god and panic (Interview 1, 29/01/10, 540-545). 
 

Participants spoke about fear much more when referring to feelings of breathless.  This 

was also conscious-raising and connected to emotions.  Matt also refers to the conscious 

physical effort it takes to ensure that breath goes in and out. 
The way I feel is that I have to actively make myself breathe cos if I don’t it’s just, I won’t get 
the air in so I have to really [forced breathing in and out] like that.  I have to really force myself 
to breathe and that’s, I don’t get, well, sometimes I have periods where I have asthma attacks 
like that quite a lot […] I probably have mild asthma attacks every day [laughs] (Interview 1, 
08/05/10, 249-255). 
 

It seemed that, at times, breathing becomes a much more conscious effort for those with 

asthma. Breathlessness raises a consciousness and a heightened awareness of the taken-

for-granted mechanism, which is normally largely sub-conscious.  Breathless bodies are 

associated with panic, danger, contingency and consciousness.  Regardless of whether 

they accept their ‘asthma identity’ this appeared to force participants to recognise their 

asthma and their asthma identity.  Nonetheless, Eve had to stop playing football. 
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I’ve kind of just given up and accepted the fact that I’m asthmatic and it’s going to prevent me 
from doing things that I want to do [like football] (Interview 1, 21/04/10, 782-784). 
 
Recurring episodes of asthma seemed to slowly attack their sense of self, so that 

Eve has ‘just given up’ and stopped playing football, which she “absolutely loves”.  A 

constant reminder of their asthma, through severe and life threatening asthma attacks 

made participants slowly come to terms with their asthma whereby in some cases, 

participants were forced to ‘accept’ their asthma identity, “I’m asthmatic” (Eve), whereby 

their sporting identities were constantly contested and under threat.  Asthma was often 

something, which seemed to contest their valued sporting identity, because it interrupted 

or disrupted their sporting selves or a sense of their sporting self. 

 

9.4.1 Bodily-felt experiences: Rattles, whistling and silences 

Some participants noticed the acute differences with their breathing through a raised 

awareness of their bodily felt and noisy symptoms.  It was through this awareness and an 

attunement to these differences in their breathing, that they could recognise and listen out 

for danger sounds.  For example, Ivor says he looks out for the death rattle. 
It’ssss… bloody scary […] suddenly not being able to breathe, […] you have your last 
moments to think about it and it bloody focuses the mind [laughs] quite sharpish. […] Oh this is 
it then… um.  And no it’s not. […] Even checking yourself out for that death rattle [laughs]. […] 
it [breath] sort of makes a crackling noise… so it’s not cleanly going in and out.  So I think 
[coughs] I’ve been, I’ve been looking out for that (Interview 2, 13/03/10, 1764-1781). 
 

Ivor makes reference to the death rattle and how this is a bodily sound which he watches 

out for because he associates this noise with death.  This association seems to enhance the 

immediacy of death through not being able to breathe.  This rattle heightens his 

awareness of the proximity of death and it is this fear of dying suddenly, which heightens 

his panic and ‘focuses the mind’ on listening acutely to embodied selves (Allen-

Collinson, 2009). 

 

Some participants found it was other people who informed them of their bodily 

sounds.  For example, Olena describes the whistling sounds of her wheezing: 
People have told me that I’ve just, that I’ve started struggling like, it sounds like I’ve swallowed 
a whistle… cos the wheeze… and I can’t speak and I start going blue round like, it’s like I’ve 
got a beard, like round here it goes blue and your lips go blue and my hands go blue (Interview 1, 
02/03/10, 747-750). 
 

But Olena describes how it is a ‘silent chest’, which is when you have to really worry. 
You get the air in, but you can’t get it out […] and then you get a silent chest and that’s when 
you basically have no air moving at all.  And that’s when you have to worry (Interview 1, 
02/03/10, 767-774). 
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During breathlessness, participants seemed to search for sounds, which might have been 

to find reassurances that they were still breathing, still alive because silence was when it 

was really scary and much closer to death.  Whilst participants spoke very ‘viscerally’ 

about their asthma some spoke in biomedical language with a very detailed understanding 

of the anatomy of their respiratory system.  When the body falls back from its own 

conscious perception and control it appears to draw on the body’s sensory powers (Leder, 

1990); specifically the body’s sensory powers of the internal organs of the body (the 

lungs), and the acute, and attuned awareness of their expiratory and aspiratory breathing 

movements (Allen-Collinson, 2009; Hockey, 2006). 

 

9.4.2 The danger zone: management and panic regulation 

Ivor makes a comparison between pain and not breathing because not breathing is more 

life threatening than pain. 
Pain’s not gonna kill you. Not breathing will… and the body makes an exceptional effort to do 
it. However I don’t think sometimes, you help yourself cos if you could just, you know, the old bit, 
calm down, calm down, you’ll be alright, especially with the breathing bit. It will help (Interview 
2, 13/03/10, 1759-1762). 

 
He also says: 

 
in the danger zone […] I can’t breathe […] Shaky, panicky, horrid stuff and then they put you 
on a ward with loads of people that are dying which again doesn’t help. […] Not breathing is 
scary. I’m not scared of what might happen. I’m scared that I can’t breathe (Interview 1, 
23/12/09, 818-824). 

 
Ivor and some other participants describe the way in which emotions are inextricably 

connected to their breathlessness.  This seems partly because breathlessness highlights the 

proximity of death.  Participants seemed to describe a relationship between emotions and 

breathlessness as opposed to one causing the other.  Peter describes the complexity and 

the cycle of alarm and panic that he experiences in relation to his asthma.  Peter refers to 

hypnosis as a way of managing the panic from the onset of breathlessness, his asthma. 
I found that using the hypnosis had… cut the cycle of alarm […] a breathlessness, leading to 
anxiety, leading to alarm, leading to a tightening of the chest and my asthma largely began to 
become periodic rather than constant… so that was quite transformational for me (Interview 
1, 12/01/10, 182-186). 

 
 As mentioned in the Creators chapter, asthma contests Peter’s identity as a runner 

and he notes that he “felt a complete fraud” (Interview 1, 12/10/09, 187).  Asthma has 

forced Peter out of his running, which he has found incredibly difficult and consequently, 

Peter struggled to find a valued self.  Initially he says he was in “a lot of simple denial” 
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(Interview 1, 12/01/09, 113) and found it “amusing” (Interview 1, 12/01/09, 94).  It was 

only when he started to “think that I might become disabled” (Interview 1, 12/01/09, 151) 

that he started accepting asthma and found hypnosis.  Peter found hypnosis 

“transformational” (Interview 1, 12/01/09, 186) for him and he speaks about the amount 

of work involved in listening to his body and figuring things out in particular detail.  Peter 

expresses the ‘luck’ that he feels in terms of being able to find an alternative map for his 

life.  Many participants described the ‘learning experience’ of listening to the body’s 

sounds and trying to understand what these meant in relation to their asthma and also 

their emotions.  This ‘learning experience’ was a particularly lengthy and often disruptive 

and even traumatic process for many participants. 

	  

9.5 Concluding thoughts about sensory knowledge 

Participants expressed the taken-for-granted function of breathing and how asthma 

disrupted those taken-for-granted beliefs.  Quiet breathing represents the presence of 

health and health renders the body invisible.  Breathing bodies were quietly breathing 

bodies associated with this state of health and these bodies were more attuned to 

experiencing moments of flow and personal engagement with their sport.  During sport, 

participants were able to listen to their own embodied selves when engaged in sporting 

action and at times they became acutely aware of, and attuned to, their breathing (Allen-

Collinson, 2009).  Onsets of asthma through coughing, wheezing or uncomfortable 

feelings of breathlessness often meant that sportspeople experienced a dissonance 

between their Cartesian beliefs about mind-body separation.  Coughing was more of a 

disruptive experience in terms of the senses in order to ‘dislodge the gunge’ and sport was 

sometimes a way to help this.  Additionally coughing was perceived as disruptive in 

terms of disturbing other people because of the unsettling noise and the intrusion on 

people’s quiet soundscapes. 

 

Quiet bodies were a sign of health therefore coughing, noisy bodies, caused 

interruptions to their healthy beliefs about their identities as well as disturbing other 

people’s healthy silent soundscapes.  Coughing in particular seemed to be something 

participants were keen to avoid bringing on so participants seemed to learn to try and 

listen to their bodies, learn what triggers coughing fits and then avoid them.  Coughing is 

indeed loud, disruptive and can annoy others.  As a consequence of these coughing fits, it 
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raised participant’s consciousness of their selves, their environments, and other people.  

Wheezing was associated with a tight chest and the slow progression of asthma and the 

body’s awareness of it working harder.  Wheezing noises were also alarming to others 

who heard these sounds from the participants to the extent that one participant was slowly 

forced out of his job, sport and into early retirement.  Breathless bodies were much more 

associated with feelings of anxiety and panic and listening for sounds appeared to be 

more prominent.  Such an attack on the body seemed to ‘focus the mind’ whereby 

participants tuned into visceral depths and listened to more acute bodily breathing sounds.  

Whilst emotions were much more heightened in breathless bodies, emotions seemed 

inextricably linked to participant’s breathing patterns, discomforts and disruptions and at 

times were a measure of participant’s sporting performances which provides support to 

Hockey (2006), and Allen-Collinson, (2009). 

 

Many participants expressed how they got used to these feelings of laboured 

breathing, asthma became habitual and it was other people who expressed alarm, fear and 

concern because of the noises coming from participants.  Most participants who 

participated or ‘laboured’ through their asthma and their sport had a stronger sense of 

athletic identity than those who avoided sport.  Alternatively, some participants who 

could not engage in sport because of their asthma struggled to find a valued sense of self.  

Often these participants with a strong sense of athletic identity went backwards and 

forward to continuously re-engage in sport, but struggled with their asthma and hence 

their engagement with sport as well as the stigma from others who think they should be 

able to ‘beat it’ or ‘overcome asthma’. 

 

Participants spoke about the complexity of causation.  As opposed to triggers 

being either internal or external, there is a constant shifting between the bodies and 

environmental awareness.  As opposed to the inward/outward distinction assumed by the 

terms ‘interoception’ and exteroception’ (by Gibson, 1962; 1966), Paterson (2009) 

prefers the collective term ‘somatic senses’ as it acknowledges this multiplicity, the 

shifting and interaction between different internally felt and outwardly oriented senses.  

The somatic senses collectively help constitute the underexplored background feelings of 

embodiment, the self-perception of inner bodily states (Paterson, 2009).  It seemed that 

many participants drew on their visceral knowledge and listened to the sounds of their 

bodies in search for self-understanding of their asthma as well as trying to establish and 
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sometimes avoiding internal/external triggers.  This is continually shifting and culturally 

variable (Paterson, 2009) – biomedical culture and sporting cultures seemed to conflict 

with the participant’s perceptions of their sensory asthmatic experiences.  Therefore, 

these sensory experiences and bodily disruptions seemed pivotal in the negotiation of 

their identities. 

	  

9.6 Stigmatising sounds 

It seems that many participants had to manage the stigma attached to asthma.  Molly 

thinks that 
asthmatic people do come with a stigma […]  But I have that. I think, that’s a stereotype that I 
have with myself. […] someone unfit, unhealthy […] or alcohol....  It would be all the unhealthy 
stuff.  A stigma attached to, to asthma is unhealthy. […] they wouldn’t go, oh normally it’s 
hereditary or normally it’s brought on through hay fever or by childbirth or... they wouldn’t think 
about that.  They’d first of all think it was smoking would be a biggy as well.  But it isn’t 
(Interview 1, 01/06/10, 764-776). 
 

Molly explains why she does not tell others that she is asthmatic because of the stigma 

that is associated with asthma: 
it’s like a little label isn’t it [laughs]... No I don’t tell people I’m asthmatic, no. I just say, when 
I get hay fever, sometimes I have to take an inhaler [laughs]. I think people think that asthma’s 
all about people who smoke, and unfit (Molly, Interview 1, 01/06/10, 129-132). 
 

Molly expresses how she engages in a ‘control of information’ over her asthma (c.f. 

Goffman, 1969) in an attempt to avoid stigmatisation, a ‘spoiled identity’ and a 

‘discredited self’ (Goffman, 1963).  Many participants experienced the concept of 

managing and avoiding stigma.  This is explored in the sections below. 

 

Please die quietly! 

A common awareness that participants expressed about bodily sounds associated with 

their asthma, such as coughing and wheezing, was an awareness of the disturbance this 

might cause to others and they seemed to feel personally responsible for this. 
If I lie flat, then I’ll just cough all night… literally all night, I keep all my housemates awake, 
[…] which isn’t ideal (Eve, Interview 2, 10/06/10, 1012-1014). 
 

Therefore, not only do sportspeople with asthma verbally control information, but they 

actively control disturbance to others by tending to disciplined techniques in private (c.f. 

Goffman, 1969).  Additionally, Joanne took steps to avoid disturbing others by deciding, 

“to sleep in the spare room for 6 nights as the coughing was so intrusive and difficult to 

manage” (Email, 24/04/10).  This highlights the personal responsibility they feel towards 

their asthma because of the coughing noise, which might disturb others.  Some 
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participants attempt to mask their asthma to avoid disturbing others (c.f. Goffman, 1963). 

Matt also explains how he tries to hide his asthma by 
pretending that I’m not struggling […] I try and control my breathing. […] try and resist it 
basically. […] try and subtly do it […] I’m really stubborn [laughs]. The whole world could be 
ending and I won’t go and ask for help at all. So [laughs] now I’m just like, it’s fine [imitates 
struggle]. Yeah bit silly really (Interview 1, 08/05/10, 195-217). 
 
It seems that some participants internalised struggles and so in line with the 

progression of ‘civilised bodies’ (c.f. Elias, 1994; Shilling, 1993), whilst their asthma 

outbursts may have been reduced to others, strict control of one’s psychology and bodily 

functions were forced inward by responding to social demands (Blaxter, 2005; Shilling, 

1993).  As such their body as a project was worked on internally as an accomplished part 

of these individuals’ self-identity (Shilling, 1993) to try and present themselves as 

healthy. 

 

Coughing was often experienced in negative terms; a noisy unwelcome intrusion 

perceived as disrupting the privacy of others.  Matt says that what makes him hate asthma 

most is “it’s other people’s reactions, like please die quietly!” which may be why 

participants try and minimise or disguise their symptoms.  Therefore, it seems masking 

asthma is connected to the way in which participants struggle with their asthma quietly 

and internally in an attempt to avoid the noisy stigma attached to their bodily outbursts of 

coughing.  As mentioned in the literature review, where a person could be stigmatised, 

Goffman (1963) argues that it is possible for them to make an indirect attempt to correct 

their condition by devoting much private effort (in the ‘back regions’ of one’s life) to the 

mastery of areas of activity in order to prevent embarrassment and disruption to social 

interaction.  There is a constant adjustment in an attempt to avoid stigmatisation, a 

‘spoiled identity’ and a ‘discredited self’ (Goffman, 1963). 

 

Come on wheezy! 

When Peter was going through his late onset of asthma, he found that “the response of 

other people was far more alarming than I felt alarmed” and was asked not to engage 

with work colleagues anymore because of his wheezing: 
If I did do any exercise at all during that period, I’d become very breathless and couldn’t speak 
and I found at committee meetings […] people were becoming so alarmed […] because they 
were frightened by my inability to speak without wheezing (Interview 1, 12/01/10, 115-119). 
 
As a consequence of his onset of asthma, Peter found that because of this alarming 

wheezing, he had “just been um… eased out of my job so um… retired early” (Interview 
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1, 12/01/10, 150) because they transformed his wheezing into shame and repugnance.  It 

seems that other people’s reactions to participants’ wheezing heightened feelings of 

public self-consciousness.  Froming et al. (1990) suggests that people high in public self-

consciousness are particularly concerned with how they are perceived by those around 

them and are more likely to adhere to group norms, more likely to avoid embarrassing 

situations.	  	  When Peter was forced into early retirement as a result of his alarming wheezy 

sounds of his asthma, he went into a severely deep depression.  In this way, Peter seemed 

to breach the conformity of a desired work ethic whereby ‘bodily outbursts’ (wheezing) 

destroyed any positive mood perceived as potentially damaging the work itself (Shilling, 

1993).  Peter’s wheezing seemed to disturb the ambience of the workplace and 

consequently Peter was slowly eased out of this workplace altogether.  With such a work 

ethic, anyone who breaches this conformity is perceived as tactless and as inconsiderate 

colleagues.  Peter appeared to be ‘discredited’ (c.f. Goffman, 1963) by others at work 

through a ‘betrayal’ of his body. 

 

Additionally, Matt expresses again that it is “other people’s reactions” to asthma.  

He says how much he hates asthma because of other people’s lack of understanding.  He 

says: 
She didn’t think nothing of it and I was like really suffering and she still didn’t think anything, 
[…] I don’t like to draw attention to it or, so say, no look, this is really bad […]You just kind of 
stubbornly go through it and like walking home after a night out, up the hill [laughing], like it’s 
cold and I’m having an asthma attack [laughing] it’s like, “Come on Wheezy!” or something 
like that, you know having a joke about it [laughs] (Interview 1, 08/05/10, 285-292). 
 

Indeed, Matt goes on to say how angry it makes him and how he gets annoyed by these 

reactions, so he “gradually, more and more I, I avoid doing things cos I don’t want to... 

have to experience that” (Interview 1, 08/05/10, 299-300).  Matt also remembers his 

inhaler as “this really loud thing, like rrrrrrrrr... and I’m just like, rrrrrrrrrr. Like, stop 

looking at me! [laughs]” (Interview 1, 08/05/10, 796).  It seemed that the noise of their 

inhalers drew unwanted attention as well.  For example: 
I do take them if I have to […] as soon as someone hears like a suction noise, they all just turn 
round and look, […] I just palm it off now as a joke, you know, hiyaaaa, I’m taking my inhaler, 
anyone else want to watch? (Eve, Interview 2, 10/06/10, 1146-1151) 

 
Therefore, Eve felt: 

if Iiii... possiblyyyy should have taken it, and didn’t... then it would probably be because of the, 
be because of the surroundings rather than... ‘cause I’ve always got them on me (Interview 2, 
10/06/10, 1153-1155). 
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It seems that noises made their asthma ‘audible’ to others, which seemed to make 

their asthma visible.  Sounds were something managed by many participants.  Betty is 

also aware of the alarming noise of her inhaler because of the response of her partner who 

heard it and said, “Oh my god! Is there a snake, is there a snake?” (Interview 1, 11/12/09, 

680). 

 

Whilst Goffman (1963) terms the ‘discredited’ those who assume that their stigma 

or disability is immediately evident to others, it appears that asthma is evident through 

their bodily sounds which serves to subject participants to unwanted attention where 

participants experience feelings of stigmatism and therefore feel ‘discredited’.  Matt 

seems pressured to struggle through it to avoid unwanted attention about being ‘bullied’ 

about his asthma.  Matt refers to school where he remembers, “taking my inhaler at 

school and everyone’s like [pointing and laughing] thought it was funny [laughs] and 

it’s really not funny”, “it was embarrassing” (Interview 1, 08/05/10, 224-331).  He 

continues: 
if you don’t have asthma, people don’t think it’s at all asthma it’s at all serious. It’s really not 
good when you have a really bad asthma attack, people […] [have] no idea what it’s like, […] it’s 
obviously not always bad but it’s really annoying [laughs] and sometimes it is really bad. But, 
nobody, you can’t really explain that to somebody, like shut up it’s really bad [laughs] […] so I 
don’t like drawing attention to the fact […] I’m not really sure if anybody on my cricket team 
knows I have asthma and I’ve been playing there for 10 years so (Interview 1, 08/05/10, 231-
241). 
 

It seems that the risk of being teased, and ‘discredited’, leads Matt to adopting a more 

restricted life leading to social isolation and fewer opportunities for constructing a valued 

self (Charmaz, 1983), which means doing less (e.g., running or working) and not being 

able to continue “doing things [e.g., sport] because he doesn’t want to experience that” 

(Matt, Interview 1, 08/05/10, 299-300).  Now he says, “I try and mask it especially when 

I’m here [leisure centre] cos everyone’s like fit and healthy.  It’s fine. I’m fit and 

healthy too [laughs]” (Interview 1, 08/05/10, 211-212).  It is argued that western cultures 

and in particular, sporting cultures, are reluctant to hear about stories of disability, unless 

it is a ‘comeback’ story centering on a hero metaphor (Kleiber & Hutchinson, 1999; 

Sparkes & Smith, 1999).  Here, it seems that people are reluctant to want to hear bodily 

sounds which represent stories of perceived sickness, and participants experience others 

encouraging them to ‘get over it’ or ‘not take it seriously’, which then pressures 

participants to embody a quiet body, a state of health and verbally hide or physically 

struggle internally with their symptoms. 
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Chapter 10.0: Breathing Stories: Narrative art and narrative poetry 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Illustration V: “The meaning of breathing” Owton, 2011, Charcoal, 297x420 mm, 130gsm white cartridge 
paper 
 

10.1 Integrating Arts-based methods 
Hast thou, which are but air, a touch, a feeling Of their afflictions? Shakespeare, The Tempest 

 

To date, there have been no participant-voiced poems in the research literature.  More 

academically, there is an emerging field in poetic inquiry and some research has focused 

on those with chronic illness, but asthma is still as yet to be examined.  This chapter 

aspires to be an ongoing dialogue with some of the participant’s stories by ‘letting stories 

breathe’ (Frank, 2010) through narrative poetry and art.  By offering a poetic narrative 

with an artistic representation it is not meant to de-value the importance of either but it is 

aimed at seeing how these arts-based methods might interact with each other and unite to 

offer knew ways of ‘knowing’ and ‘seeing’ (Chamberlain et al., 2009). 

 



	  

	  

240 

10.2 Fighting asthma 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Illustration 10.2: “Fighting asthma” Owton, 2012, Charcoal, 297x420 mm, 130gsm white cartridge paper 
 
 
When I was young, asthma; told I would grow out of it, 
Not the case with me; I seem to be growing right into it, 
Blooming into this stage; asthma’s really hit. 
 
Loads of times, with a mate, running, 
At the end... WHOA... wheezing, 
Just keeping up with him; type of sprint running, 
When we stop, knowing, 
Legs he’d be stretching; the same I’d be doing, 
Also I’d be wheeeeeeezing, 
Calming down; waiting, knowing, 
Lungs are gonna be crazy going! 
The aftermath part, waiting... for them to be settling. 
 
That’s what you do; not really thinking, 
Gonna be affecting me keeping up with him, 
Both struggling; hard; competing. 
 
Cold nights running, 
Lungs burst; legs burstin, everything’s burstin 
I wasn’t thinking, 
Asthma’s gonna be stopping, 
Probably taking me ages to get me back breathing, 
After effects I’m gonna be dealing, 
Not hours, minutes; 

10 or 9 minutes, 
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Uncomfortable periods. 
 
I dunno, part of me likes that, 
Myself; I quite like pushing, 
I like the idea of knowing, 
I’m training; a real hard session, 
Stopping to be sick; tough impression, 
I dunno, part of me likes that, 
End run, costing a lung, 
No pain, no gain mentality, 
I don’t mind that. 
 
An uncomfortableness, that’s all. 
Asthma will never cause me to keel over, 
Probably does limit performance. 
 
Fighting recently, 
Affected grappling ability, 
Asthma; worst summer, 
I’m the coach; I’m better, 
Struggling; feeling a bit, bit squashed up, 

     CRUNCHED UP. 
Near to your max, breathing, 
Pressure down on your chest; Panic! Gets me, 
My way out. Tapping. 
 
Remembering; disappointed feeling, 
In myself for tapping; literally just tapping, 
Just feeling uncomfortable a bit, 
Tapping out,  me. 

Not - someone's gotten on top of you, 
Not - actually done something to hurt you, 
To make you go, 
“Yeah you beat me” 

Pretty good for the guys in the club to see. 
 
I'm beating them up, usually, 
Really enjoying it, seeing me 
tap. Gave them bragging rights, probably! 
 
Was it caused by asthma? 
Was I just absolutely knackered? 
Was part of me looking for a way out? 
 
Like when I was a kid; camping, 
Dad; a PE teacher, 
Outdoor pursuit instructor, 
One occasion; walking; Dad telling me not to do the full thing, 

Kind of letting him down, I was, 
Bit upset about that, I was, 
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Can’t handle it with the big boys; wimping out, 
Looking like a weed, looking like a wimp, 
Daddy’s looking after me; giving me a way out. 
 
Sporty thing,  
He’s an asthmatic; can’t keep up; wimpiness thing. 
 
My asthma stories, as I recall, 
Shame, giving up, being embarrassed, 
Cross about it all, 
Thinking…  
Is it just an excuse… 

through lack of heart, 
That’s all. 
 
(Owton, 2013)
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10.3 It’s the buzz 
 
 

Illustration 10.3: “It’s the buzz” Owton, 2012, Charcoal, 297x420 mm, 130gsm white cartridge paper 
 
 
Always wanted to horse ride, 
In the forest is where I grew 

up, just always wanted to horse ride, 
9th birthday present, 
Horse riding lessons, 
It’s what I wanted to do. 
 
Dressage, all about prancing, 
Elegant and classical riding, 
Horse goes really nicely, 
To school a horse, getting them almost like dancing, 
Not very easy, 
So when you do actually, 
do that and you click and the horse finally 
does what you want it to do; a really good feeling, 
Cos the horse has worked well, 

you worked well. 
 
You’re the teacher, 
You and the horse bonding, 
Bonded; you’re working together. 
 
Race horses; bit different, 
Just wanna go fast; straight line, 
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Jockey style riding, you just wanna stay on, 
Going fast, going flat out; you get the adrenaline, 
Galloping, get the adrenaline rush, 
Or on a hunt, 
Adrenaline BUZZ, teaches you how to ride, to stay on, 
Fast; trying to avoid the branches and the holes, 
Avoiding everybody, 

the BUZZ definitely. 
 
I don’t worry about anything, 
It’s just fun, 
It’s hard work, strenuous; the horses pull, 
Got to watch where you’re going, 
Got to always be thinking, 
Not supposed to get in front of the hounds; in front of the certain huntsmen, 
Thinking about what you’re doing, 
Not just like galloping around... 

no… 
it’s good, 

It’s just fun. 
 
Sneezing doesn’t start while I’m on the horses back, 
In the car coming back, 
I sneeze and sneeze and sneeze, 
Stream and sneeze, sneeze and stream and sneeze, 
Achoo, achoo, achoo, 
I sneeze so much, my stomach hurts the next day, 
Dust and hay; sets my asthma off more than anything else. 
 
The more I go, the less allergic I am, 
If I haven’t been a while, around horses, then I’m really allergic, 
My asthma’s alright riding; mostly I can. 
 
Done a bit of running; don’t do that anymore, 
Sore knees, struggled getting fit, 
Done a bit of body combat; don’t do that anymore, 
No other physical activity 
    really... 
 
Horse riding; means a lot, 
I haven’t been for a while.., 

I really miss it, 
I wouldn’t wanna give it up, 
I‘d miss it. I enjoy it, 
To do; gotta have something, 
Otherwise you just sit, 
Outside work; gotta have something, 
It means a lot. 
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10.4 I’m healthier now 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Illustration 10.4: “I’m healthier now” Owton, 2012, Charcoal, 297x420 mm, 130gsm white cartridge paper 
 
 
Surprised; in my 40’s; this TiCkLy cough, 
Something new; never had before... 
 
Mother died; I was 47, 48, 
Very, very big effect on me, 
Perhaps asthma was connected somehow, 
A time when I was very low, in quite a state, 
When I was menopausal, 
Would that connect? Is that possible? 
It’s complicated; all kind of happened at once, 
Difficult to separate, 
I was grieving for my mother, 
Feeling pretty wretched, 
Felt pretty low; really bad few years, 
Menopause, my mother’s death, this cough and breathlessness, 
Lots of contributing factors. 
 
A good five years; life changing, 
Death of my mother threw me completely, 
Emotional things exacerbate asthma, 
She was 78, 
She’d had a good life; I was very, very close to her, 
I just don’t think I realised 
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just how much I was going to miss her, 
Stress; I felt that it was all connected somehow. 
 
Coughing a lot; given inhaler, 
Sort of bronchial cough, really quite severe, 
All came together, 

one thing would cause another, 
one thing triggered another, 

Tickly cough; remainder, 
I’ve come through that; I’m healthier, 

in a sense, 
More active now, 

in a sense. 
 
As a child; never liked much physical activity or the gym, 
Now, 3 times a week; my regime, 
I cycle into town, go down the gym, 
Running; sometimes end up coughing, 
5 days a week; dog walking...  I don’t seem to cough then. 
 
Pretty healthy; can get tiresome, 
Unconsciousness; half hour every afternoon - good practice actually, 
Wake up; ready for the next thing, 
Otherwise; speech slurring, 
I think that I’m healthier now. 
 
I’m not allergic to the dogs, extraordinary, 
Collies are the hairiest; very hairy, 
Don’t suffer from an allergy, 
Infection; the coughing goes on far longer, 
No I don’t go to a doctor, 
Tictacs are just the best thing; small, easy, 
TiCkLy cough; I don’t feel ill with it, 
I think I’ve just sort of accepted it 

as a bit of me, 
Not something I think about very much. 
 
I think perhaps what it is, there’s something, 
Always, just under the surface, 
Comes to the surface, 

if I’m tired, 
if I’m very busy, 
if I’m stressed, 
if I’m preoccupied, 
if I’m overstretched, 

Any kind of infection; becomes much bigger, 
If I’m rushing around, getting stressed, 
I start coughing; just every now and again, 
My husband will say, “Look just sit down, let it happen!” 
Becoming a sort of coughing fit, 
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“Mum just go and sit down, 
stop talking, just don’t talk Mum!” 
I try to keep going; you have to just stop and let it, 

let it sort of die itself out... 
 
TiCkLy cough; one of the irritants of life, 
Myself; not asthmatic, 

bit of residual asthma, 
I don’t think of myself as having asthma 
now, 

changed and raised AWARENESS a little bit. 
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10.5 Transformational 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Illustration 10.5: “Transformational” Owton, 2012, Charcoal, 297x420 mm, 130gsm white cartridge paper 
 
Cross country; years and years running, 
Huuuuuge amounts of training, 
Puzzled; getting nowhere... slower and slower, 
Not occurring that I had undiagnosed asthma. 
Germany, in the street collapsed, 
Running killed off! 
Painful; bit of a shame; quite upset, 
Brittle asthma; late onset, 
Looked at sadly; doctors telling people, 

“Well you haven’t had it before and now you have” 
Slightly unusual asthma; aspirin intolerable. 
 
Town planner; on site to office confinement, 
5 mile runs at lunchtime - couldn’t even get to my car from the office, 
Without resting; seating on walls; breathing crisis, 
For others, contractors; committee meetings frightening, 
Seeing me wheezing unable to speak; more alarming, 
Amusing; not thinking it might be permanent; simple denying, 
Subtle; early signs of depression, 
Eased out of job; retired early, redundant, 
Slow realisation! No more denial; difficulty untangling, 
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Side effects of acute asthma from unwanted depression, 
Trying to exercise; slow walking, asthma inhibiting. 
 
Doctor suggesting alternatives; experimentation, 
Steroid injections, 
Overnight, asthma vanishing, 
Suddenly I was exercising, 
Wonderful feeling! 
I’m cured! More denying... 
You can’t forever have steroid injections, 
Allowed me to build fitness; combating 

slow insidious lack of muscle toning, 
Asthma had been bringing, 
Able to be moving; depression vanishing. 
 
Stopped injections, 
Asthma stopped me exercising; returned depression, 
Took up cycling, cycling more easy than walking, 
Discovering freewheeling, 
Short bursts; freewheel a bit and get around again, 
Getting the pleasure of exercising, 

then... 
Same time; depression seemed to worsen, 
My doctor thought, “You’re interested in psychology, see a psychologist”... 
Inept psychologist, “I’m a lot more sane!” 
Stopped. 
 
Pacing myself, working, 
Joinery; given book token... 
Bright yellow - Idiots guide to hypnosis, picking, 
Incredibly calming; scripts, just reading, 

My interest in hypnosis introducing, g r o w i n g, 
Asthma and hypnosis training, 
Funny synchronicity things, 
3 years later; completed the training, 
Reasonably good qualification in hypnotising, 
Also... asthma periodic not constant becoming, 

TRANSFORMATIONAL for me. 
 
I’ve become a lot more active physically, 
Now; exercise inducing, 
Exercise regime starting slowly, 
Increasing brisk hill walking, 
Asthmatic response to exercise reducing slightly, 
No long distance running unfortunately, 
I do miss it. It’s a pity. 
I rarely say I may have asthma, 
Not really noticeable any longer, 
GP was a naughty experimenter! 
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Rather than sticking to the books ever. 
 
I don’t really have asthma attacks any longer, 
Fantastic! Blocked nose still, seems to be getting better, 
Anoxia; wife helps me, 
Unaware; creeps up gradually, 
Bloating; unusualness peacefulness, 
Bit fatter,“Do you have asthma?” 
“Oh actually, maybe”, I consider, 
“If you die of asthma I’ll dig you up and kill you!” She kindly tells me, 
Infection; floors me for two days or three, 
Take advantage; pamper myself, books reading, 
Enjoy the relaxation; also a positive experience in a funny way. 
 
An unusual form of asthma, 
I’ve no memory of having problems, 
As a child I know I was free of asthma. 
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10.6 I was raging about it 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Illustration 10.6 “I won’t hold back” Owton, 2012, Charcoal, 297x420 mm, 130gsm white cartridge paper 
 
 
I didn’t want to be a doctor, 
I wanted be a professional footballer, a sprinter, 
Then RAF; set my heart, 
Problems with my eyes, 
“Well, you can’t be a pilot” 
 
I just wanted to get out, see the world, 
Really good way to play sport, get paid, 
Signing up for RAF; on paper, a few medical conditions, 
I’ve never known single vision, 
Always, this is how I see; I get on with it, 
Hearing’s not great; chronic ear infections, 
Weekly antibiotics destroyed my eardrums, 
Ticked the box; asthmatic, 
Needed to be 4 years free of taking any medication 
before we let you in, 
“I can do 4 years without my inhalers”  
 
I couldn’t. Asthma attacks and chest infections. 
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You’re turning people away, 
Who actually really want to do it, 
Really passionate about doing it, 
You’re turning them away at the door, 
You’re not giving them a chance to prove that they can do it, 
Just poor. 
 
Minor asthma, was well controlled, 
It’s fine, doesn’t cause a problem; enraged, 
Raging about that, 
Waving a red flag to a bull, 
I’d grown up with it; problems minimal, 
That’s that. 
 
Some of the thugs they let into the forces, 
Convictions that they’ve had and things, 
I’ve got a few like minor problems, 

you can’t be racist, 
you can’t be homophobic, 

you won’t let me in, 
No chance; completely prejudiced against me, 
Wouldn’t even let me do the basic training, 
Wound me up, 
I’ve read up on the basic training, “I can do!” 
With my eyes shut if you want me to, 
No, they wouldn’t even give me a chance, 
A few medical conditions on paper they read, 
Problems with my ears, problems with my eyes, 
Problem with asthma, 
I was annoyed, not that they said, 

“No thank you, we don’t want you, 
You’ve got medical problems so we won’t accept you” 

I’ve proved to them it doesn’t stop me in daily living, 
Not on the front line; an officer I am asking, 
Annoyed; never got a chance to prove that I was up to their standards before saying, 
“No you’re asthmatic, you’re asthmatic”. 
 
That’s what’s annoyed me about asthma, 
Killed my ambition, 
Killed my dreams, 
Given up; accepted the fact, 
I know that I’m never gonna be anything more, 

than an amateur, 
Play around in the park sportsperson, 
Never gonna get any further; medical reasons, 
I’m not gonna be able to go into the forces, 

right that off. 
 

Got over it now, I’M ASTHMATIC, 
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I may as well settle for physiotherapy, 
I’m now a medical student, surprisingly. 
 
At the time, 

I was absolutely raging about it
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10.7 He’ll change, you think 
 
He liked a drink! 
He’ll change, you think, 
Falling in love, you think, 
Now I know different, 
Not love; brother love I think. 
 
Wanted to look after him, nurture him, 
“He’s really changing” 

Good I was feeling; good I was doing, 
And I did... 

I did change him... for a while. 
 
Things got strange, with him, 
Mum driving me nuts, 
Forced out; moved in, with him. 
Still liked a drink, 
Me; drinking too, 
You don’t see it do you, 
Moved house, bigger flat, better job; bought a house, 
A good patch; things were good... for a while. 
 
Things’ll get better, you think, 
Can’t go back home; you think, 
Stuck... In a rut! 
 
Pregnant _ _ _ _ _ _ _miscarriage _ _ _ _ __ _ lost 
 
 “Maybe I can’t have children” you think, 
Second pregnancy, 
Stopped sleeping with me, 
“Men get like that” you see, 
After born baby; still didn’t sleep with me, 
“What’s wrong with me?” you think, 
“Is it ‘cause I don’t look nice?” you think. 
 
Quite poorly; bulimia, 
Developed asthma, 
Lost my hair; alopecia, 
Lost lots of weight, 

Loooaaads of weight. 
 
Him drinking; furniture throwing, 
Strangling me; aggression, 
Wearing scarves; hiding marks, 
Violence accumulation, 
Conservatory smashing, 
Holes in doors... 
Do I call the Samaritans or the doctor’s? 
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Some nights... 

In the pub, 
Bouncers beat the shit; beaten up. 
  “You’re a slag you are” 
Done nothing wrong, 

Been nowhere. 
 
“Just put up with it”, you think. 
 
Pants he was pissing; bed he was pissing; wardrobe he was... 
Blamed me; I was the problem, 

him it was. 
I put up with it. 
 
Always used to be quite strong, 
No bloke would ever do that to me, you think, 
You don’t realise how bad... until you 

realise how much it affected you. 
 
One day, “I’ve had enough!” 
“I want you out!” I say. 
Before he left; got rough, he toyed: 

“Who’s gonna want you?” 
“You’ll be left on the shelf you will!” 
“Damaged goods”  
“You’re useless” 

I was destroyed! 
 
Finding strength; searching for confidence, 
I never used to be like that, never! 
If people didn’t like me, don’t be my friend! 
I never used to give a shit, never! 

    Still on the mend. 
 
Regrets; time wasted, 
My fun years, 
Going out; having a drink, having fun, 

That I missed. 
 
No bloke’s ever gonna tell me what to do anymore, 
Gone back to Uni, 
Picked myself up off the floor, 
New bloke; low maintenance; doesn’t expect anything, 
Drunk; sometimes a reminder though... 
He’s fine. Life is fine. It’s easy, my own thing, 
I can do, 
My girls; got my freedom: “I can do what I want when I want to”. 
 
Quite lucky really, 
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If this time hadn’t been so shitty, 
I wouldn’t realise how good it is now probably. 
 
Bulimia; I still struggle; I’m not a loony loop, 
I got my slimming group... yeah it’s a good group. 
 
It’s good. I can now chat about it... 

I do get embarrassed about it. 
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10.8 In and out of hospital 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Illustration 10.8: “Part of me is proud” Owton, 2012, Charcoal, 297x420 mm, 130gsm white cartridge paper 
 
 
Diagnosed at 3; youngest age you can be, 
Inhaler; like a spaceship. Not traumatic, 
Cos of my asthmatic Granny, 
Her brother died of it. Expected I would have it. 
I’ve been in control of it; myself, I manage it. 
At school; really unusual to have asthma. 
Inhalers to the teacher, 
No big thing. 
 
In all the teams; thought it’d make me stronger, 
As a teen; chest infections, asthma attacks after I was running, 
Played hockey, football, golf, lacrosse, 
Tennis, squash... 
Just kept playing sport; asthma attacks kept having, 
Every chest infection – in hospital, 
I was 17 or 18, Canada skiing, 
In both lungs, pneumonia, 
Ever since, been a whirlwind, 
We’ve never been able to get back control, 
Now it’s getting better, 6 months on and now it’s getting better. 
 
One really cold day; cold weather hazard, 
Uni; on the football pitch collapsing, 
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Nebulisers every hour; standard, 
Quite well for quite a while... again; asthma attack I had, 
Another asthma attack, really bad, 
In hospital for 2 weeks; same drugs procedure,  again. 
Asthma attacks; can’t really remember, 
Breathing through thin straws with a clothes peg on your nose is what I remember. 
After night out, to hospital   again, 
Security carried me, 
Couldn’t walk cos I couldn’t breathe then. 
 
Another 2 weeks in hospital then, 
In and out of hospital with chest infections, 
Every week or so; fine, in between them, 
Playing sport not a problem; then... really bad attack, 
4 months this time... 
This point; specialist doctor, 
Pump I had; Bum bag. 
Community matron. 
 
Still trying to play sport... despite it all, 
Just disconnect myself from my pump to play sport and reconnect, 
Friends took me out they got me really drunk; another asthma attack, 
Transferred; 2 paramedics, a doctor, intensive care nurse, intensive care doctor, 
We all got to the ward, “She’s not very well, look at everyone she’s got with her”,  
Everyone there waiting, 
Hands on his hips, “What have you done now?” joking, 
I know I’m special; I get to see the prof. 
Did loads of different tests; mild form of chemotherapy, 
“If you keep doing this, you’re gonna kill yourself” 
Lots of inflammation, “Right you’re not allowed to do anything”.  
Uncle crying; started me crying, 
Me in such a state; 16 lines out of me counting... 
Physical health psychologist; seeing him every month; settling... 
Plan; allowed to walk 10 meters maximum a day, 
I was so unconditioned; fitness intolerance. 
 
Couldn’t count the number of admissions in and out of hospital, 
Took me a while to realise; my limits knowing, get back in control, 
Doctor’s warning; next asthma attack will kill me, 
Taking stock; now behaving, 
Now I know… learning, 
I just do what I feel able to be doing, 
I won’t do it to the point; when you’ve finished playing, 
 “Oh my goodness, I’m gonna die.” 
I don’t do it to that level; behaving, 
Leaving Uni; long distance learning, 
Just have to be careful about planning things. 
 
Weather; preparedness. Can’t be spontaneous; just the little things, 
Inhalers; swallowing 10 tablets; nebulisers, takes 20 minutes, 
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I don’t like it. I worry about what it will do to my system, 
What would I prefer? Taking all that and being able to breathe? 
Or not taking it and not being able to breathe? 
Used to it now, 
Not a big thing. 
 
Unusual to have brittle asthma, 
A label used; getting sympathy, 
Some people I find annoying, 
“I’ve got brittle asthma” 
Well, no you don’t; you’re on 1 tablet and 1 inhaler, 
You don’t know what you’re on about, 
You really don’t have brittle asthma. 
 
Part of life; doesn’t define me, 
Part of me is quite proud to have asthma, 
Met loads of people; asthma ambassador. 
Bonuses; definitely don’t outweigh the negatives, 
I don’t know what life is without it so it’s actually 
part of me, it always has been, always will be. 
Gotta live, make the most of your situation, 
No point wallowing, wasting your life away, feeling sorry. 
I’m not disabled, 
I can do anything you do, I just have to do it a different way, 
I’m not disabled. 
I want to do what I’m not allowed to do; what I’m not advised to do, 
Like rebelling; don’t want to admit that you’re as ill as you actually are, 
I don’t smoke a lot; just through drunkenness, 
Not often; not a huge amount; it’s enough I guess. 
Not proud of it, something that happens, I guess. 
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10.9 I’m going to beat it 
 
 
After neck operation, 
The Great North Run, 
Body harness, neck brace on, 
Quarter of a pint of morphine; pumped full of medication, 
Pockets full of gel with coated ginger, 
Frenzied determination. 
 
Good decision? 
No, medically, 
Mentally – definitely, 
To impress Mummy and Daddy, 
To achieve, to feel better, 

 the purpose drags me on. 
 
Now, fascinated, 
Asthma; how much it has sportingly affected, 
Could I run without getting out of breath? 
I don’t know; it’s been a while, 
It sets off my head, 
Big distractions needing; pain overcoming, 
Always a challenge to be having. 
 
I intend to run a marathon, 
Only for a reason, 
I will try a triathlon, 
And am going to walk across the Pyrenees, 
One side to the other, 
Who knows... 

the effect on neck pain and asthma. 
Guess I’ll find out doing, 
Stop me? Nothing! 
Bit slower; lying, 
First one across the Pyrenees crawling. 
 
Against doctor’s wishing, 
Loving a bit of competing, 
With everything, 
Not meant to be doing, 
With asthma; not breathing, 
Neck’s spasming; Pain it is making, 
“Well don’t DO anything” 
So I nearly punched him! 
 
Competitive spirit, 
Gets me through it, 
I have to beat it, 
I could just lie down; give in to it, 
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Be a bum. No. I’m going to beat it, 
For me; I want to be better than this, 
 
Somehow... 
 
Even if I have to cut me own neck off... 
 
Next operation 
Solve me 
or 
kill me 
Who knows? 
 
But now 

 talking about this 
   is making me sad. 

	  
	  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Illustration 10.9: “For me” Owton, 2012, Charcoal, 297x420 mm, 130gsm white cartridge paper 
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10.10 A Father’s son: At the school bus-stop 
 
 
Bit weird I suppose, at school, 
More stressed than everybody else, 
Privileged school, 
Handful of people had normal lives, 

    tough lives, 
Problems at home; don’t get understood, 
At school. 
 
Dad; quite violent when he was angry, 
I ended up being quite aggressive, 

      at school, 
Got into fights when I was at school, 
I didn’t have millions of friends anyway, 
Moved further away; 

         easier not to really bother, 
So I didn’t bother. 
 
Massive fights; my Dad and me, 
Physical fights; Punched me basically, 
When he got angry. 
 
I was 14, 

Alcoholic he was, 
Used to box he did, 
Born again Christian he was, 
Cheated on Mum he did. 

 
He’s always been a loving father, 
Trying his best, 
Also... 

 a bit of a nutter. 
 
I was 17, 
Fight at the bus stop, 
He’d drive to the bus stop, 
I’d get the hour long bus 

    to school, 
In the car rowing, 
About god knows what, 
It was escalating, 
“If you get out 
 if you slam that fucking door when you get out 

I’ll come round and smack you” 
Got out; slammed the door, 
He came out, 
Punched me. 
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In front of everybody, 
On the side of the road; punch up! 
Really bad; in front of the bus stop, 
Split lip! 
The scar - look! A reminder, 
On the side of the road; just had this massive fight, 
First time I’d fought back… ever, 
In front of everybody. 
 
Got on the bus; went to school, 
Cried all day, 
           probably, 

             no arm round you, 
One kid; playing cricket for our team, 
 “Yeah I remember that day 
You had a fight with your Dad” 
You think that’s funny? 
You should try it! 
Yeah I remember that day, 
People either don’t want to, 

         or just don’t understand. 
No concept of it unless you’ve experienced it. 
 
I’m not really an extroverted guy, 
Suppose it’s a good excuse to have asthma, 
Don’t have to get involved, do I. 
 
Parents’; I go back there now, 
Prolonged periods; stressed out, 
Neck spasms... in a massive row, 

     how it ends, 
Me punching a wall or something, 
Ridiculous! 

       It happens. 
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10.11 It stays with you 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Illustration 10.11: “It stays with you” Owton, 2012, Charcoal, 297x420 mm, 130gsm white cartridge paper 
 
 
Extreme body consciousness, 
One does, 
Not really thought about it, 
When you’re dancing, 
You do express yourself through dancing, 
I think they do; I think it’s all part of them, 
All how you move as well; graceful, 
Especially if you’ve done ballet, 
True; often tell people who do dance, 
Posture; holding their heads high, 
It does stay with you.	  
 
I’ve always been a bit of a panter 
10 years ago - Isle of White holiday 
All this stuff in my throat 
I didn’t realise that it was asthma 
No-one said to me it was asthma 
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Diagnosed that myself 
agree now. 
 

I was always told, a shallow breather, 
Mmm… I still am. I do get out of breath very quickly 
I didn’t notice it 
I’ve always been it 
I’ve always been told it 
by the doctor’s, you see. 
To me I was just normal 
I think now when I puff and pant 
I probably think that I did that 
I don’t remember being quite so--, 

I was dancing all the time 
 
I didn’t feel that I was constantly coughing, 
Like I’ve been doing this morning 
 
It always stays with you, 
The theatre world always stays with you, 
all through your life, 
It’s always with you, 
I was always in touch with my colleagues, 
I took our daughter back to the theatre, 
They all loved to see her, 
I mean I’ve always kept in touch with them, 
All right up until some of them have died... 
 
You become a family when you’re in the theatre world, 
Especially when you’re with dancers, 
In a theatre world, you’re rehearsing all the time, 
You just become a family 

       really. 
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11.0 Discussion and Deliberations 

 

In this chapter I offer some summative points about the way participants speak 

metaphorically about their asthma, which might have implications for the way they 

actually manage their asthma.  Additionally, I provide reflections from participants as a 

form of ‘member checking’ (Sparkes, 1992).  I outline the ways the findings contribute to 

knowledge, empirically, theoretically, methodologically and also any implications for 

practice (for healthcare and sporting practices).  Finally, I consider strengths and 

limitations of the study, the dissemination of the PhD findings, future directions, and 

deliberate upon the journey of the PhD as a Traveller Interviewer.  

 

11.1 Addressing research questions 

 

11.1.1 How do sportspeople experience asthma? 

From the data collected from sportspeople with asthma, it emerged that there are three 

key ways of living with asthma: (a) Managing asthma (b) fighting asthma, and (c) asthma 

as a learning experience.  These are explained below. 

 

a) Managing asthma - Conformers 

Those identified as Conformers are more likely to be managing asthma and tell the story 

along the lines of the restitution narrative which is: “Yesterday I was healthy, today I’m 

sick, but tomorrow I’ll be healthy again” (Frank, 1995, p.77).  However, for sportspeople 

with asthma, it seems to be: “A moment ago I could breathe, now I’m having difficulty, 

but in a moment I’ll be able to breathe again”.  Those managing asthma appear to be able 

constantly to strive for this restored state of health, including via use of their inhaler, 

which serves as a ‘quick fix’.  Those who live with asthma by managing asthma appear to 

have a high degree of perceived controllability and responsibility over their asthma.  

Managing asthma also seems related to the way they are able to manage their sporting 

identities and a positive sense of self.  Leder (1990) refers to the concept of the Recessive 

body that is not easily accessible to us, in the form of inner organs and physiological 

functions; for example, our respiratory system operates largely involuntarily.  However, 

for the sportsperson with asthma, breathing is not taken for granted and contributes to 

what Leder (1990) defines as the Dys-appearing body where the body is painfully 

present.  Those who are managing asthma seek to ‘control’ asthma to maintain 
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predictability, and this is what Frank (1995) refers to as the Disciplined body.  It is 

reliance upon working medical regimes that normally enables Conformers this control 

and to silence their symptoms, allowing them to carry on without disrupting their daily 

and sporting lives unduly.  Typically, Conformers say, “I’m in control… mind over 

matter”. 

 

b) Fighting asthma - Contesters 

It seems that because of this ‘mind over matter’ belief, many believe that individuals can 

‘click out of illness’.  Asthma UK promotes the belief that asthma does not need to be a 

performance issue or stop sufferers from participating in sport, which can generate 

conceptualisations of  ‘beating it’, ‘overcoming it’, or ‘Kickin it’.  In particular, 

Contesters seem to have a ‘fighter attitude’ whereby they feel that they have to prove 

their self-worth through setting themselves sporting challenges to ‘overcome asthma’.  

Fighting asthma seems to match a very culturally valued way of being in sport; no pain, 

no gain, pushing the limits, never giving up, mind over matter.  However, when their 

asthma gets so bad that they cannot ‘click out of illness’ then they seem to see this as a 

failure and blame themselves for not being ‘strong enough’.  Contesters appear to speak 

metaphorically of ‘beating asthma’, ‘overcoming asthma’, ‘fighting’ ‘a constant battle’ 

and ‘struggling’ after playing sport to get their breath back.  As Sharma (2001) highlights 

with regard to the use of metaphors, the very word ‘attack’ is alarming.  If someone sees 

asthma as an attack, then it seems likely that they are going to fight it.  Furthermore, not 

only is asthma an attack on their breathing, but it is also an attack on their sense of self; 

their sporting self.  Often sportspeople are willing to fight asthma by engaging in sport, 

sometimes at the expense of making their asthma worse and consequently, at times of 

their health.  Sport, then, seems to be a ‘double-edged sword’, because sport is supposed 

to be ‘good for them’, they enjoy it and sport means a lot, but often participating in sport 

appears to be a danger to their health because they ‘don’t hold back’ and therefore may 

take risks [see Chapter 10.0: Fighting asthma]. 

 

c) Asthma as a learning experience - Creators 

Some participants, such as Steven, Betty, and Peter speak of asthma episodes and onsets. 

In particular, Betty talks of onsets of bronchoconstriction.  These participants appear to 

experience less anxiety and panic with their asthma and seem to view asthma as a 

practical issue rather than particularly associated with any kind of emotion.  Asthma, for 
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Creators in particular, seems to be experienced as a learning experience, which is a slow, 

focused process of finding breathing rhythms, patterns, flow or speed in their sport or 

physical activity.  Whilst this learning experience sometimes evolves around their sport, 

this seems to be more focused on maintaining a healthy self as opposed to a sporting self.  

In particular, for Creators, this learning experience means that they listen to their bodies 

as a source of valuable information and so appear to be more attuned and associated with 

their bodies.  Frank (1995) refers to the Communicative body-self, which is associated 

with itself and dyadic, where communication is less a matter of content than of alignment.  

In this sense, asthma as a learning experience is often about sharing responsibility with 

others (e.g., family members, doctors, sports coaches) and about creating a positive sense 

of self that includes listening to their asthma self.  Therefore, it seems that those who talk 

of asthma as a learning experience seem generally to feel more in control (but not 

always) and less anxious (but not always) about their asthma because of various 

psychological skills they develop and mind-body alternative remedies they draw upon. 

Asthma as a learning experience seems to be more in line with Shilling’s (1993) concept 

of the body as a project, “which should be worked at and accomplished as part of an 

individual’s self-identity” (pp.4-5).  Therefore, it seems that sportspeople with asthma 

undertake a long-term, even lifelong (re)negotiation of identity, which involves ‘emotion 

work’, various types of ‘somatic work’, and ‘tuning in’ to the environment. 

 

11.1.2 How do sportspeople negotiate their asthma and sporting identities? 

 

Identity work 

Adams et al. (1997) have suggested that identity appears to be the most appropriate 

framework to analyse individuals’ experiences of being asthmatic and in particular to 

understand why people might not accept the label in the first place.  Many individuals 

recognise that there is a potential risk of stigma with regards to asthma and being labelled 

as ‘an asthmatic’.  Given the potential stigma of asthma, particularly in the context of 

health and fitness, it seems that people negotiate asthma and sporting identities by 

engaging in much ‘identity work’ (Allen-Collinson & Hockey, 2007) in an attempt to 

avoid the stigmatisation of a ‘spoiled identity’ and/or a ‘discredited self’ (Goffman, 

1963).  In some senses, identity meanings of asthma and sport appear to be in opposition 

to each other, which puts the sportsperson in the difficult position of retaining multiple 

incompatible identities simultaneously (Burke & Stets, 1999; Stryker & Serpe, 1982, 
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1994).  Furthermore, both asthma and sporting identities appear to be grounded in self-

feelings and this is what Goffman (1973) refers to as a ‘felt identity’ (McCall & 

Simmons, 1978).  When a sportsperson appears to be unable to manage asthma, and 

consequently forced out of sport, asthma seems to be experienced as akin to an injury 

(Petrie, 1993), which constitutes a rupturing and threatening event, disrupting the routine 

processes of their sporting life; this is what Sparkes (2002) refers to as a ‘disrupted body 

project’.  This also means that they risk the potential stigmatisation of an asthmatic 

sporting self.  To prevent embarrassment and disruption to social interaction, Goffman 

(1959, 1963) refers to ‘impression management’ and ‘dramaturgical discipline’ and the 

way people attend to strict ‘techniques to stage a successful interactional ‘performance’.  

It seems that a sportsperson with asthma who feels such a ‘difference’, particularly in a 

sporting environment, engages in a constant adjustment in an attempt to avoid 

stigmatisation (Goffman, 1963).  Certain self-disclosure techniques involve control of 

information through: vocabularic identifications (identity talk – minimising36), distancing 

‘sick role’, and passing (normalcy strategies). 

 

For those who are ‘discreditable’ it might be possible successfully to conceal the 

stigmatising characteristic, which Goffman (1963) terms ‘passing’.  In this way, a person 

is concerned with the management of their identity by either revealing or concealing 

information in relation to the stigma.  It seems that Conformers appear to be able to 

conceal their asthma, and pass as sportspeople because inhalers work for them and they 

appear able to take their inhalers in private.  Goffman (1963) stresses that revealing is not 

necessarily a controlled or deliberate act.  It seems that for Contesters in particular, their 

asthma was revealed unintentionally by oral releases, auditory noises and expressions 

characterised by wheezing, coughing, sneezing, and whistling.  At times, these oral 

releases interfered with the interactional flow as well as the flow of their sport.  

Furthermore, inhalers or medication did not appear to work for Contesters.  At times, 

revealing their asthma identity had negative consequences and some (e.g., Matt & Peter) 

were subjected to prejudice and discriminatory treatment. 

 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
36 Minimising strategies: attempts to minimise the prominence of their spoiled or discredited self where 
individuals might ‘underplay’ the seriousness of asthma (e.g., ‘it’s not that bad’, ‘I don’t suffer with it’ ‘it 
doesn’t affect my [sports] performance’). 
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For sportspeople with asthma it seems that they search for distinction through 

their sporting identity, which means that they attempt to perform a ‘fit’ and ‘healthy’ 

body-self to others during sport.  For Conformers, managing asthma means that they are 

able to perform this sporting self through medication, which appears to be significantly 

helpful in maintaining normalcy (c.f. Bury, 1991).  There are potential benefits of 

developing a strong athletic identity (e.g., the enhancement of a salient self-identity or 

sense of self, positive effects on athletic performance, and a greater likelihood of long-

term involvement in exercise behaviours) (Phoenix, Faulkner & Sparkes, 2005).  A 

further potential benefit associated with a strong athletic identity might include 

challenging stereotypically negative attitudes (e.g., asthmatics as unhealthy, sick and 

unfit) (in relation to ageing; see Phoenix et al., 2005) acting as a ‘buffer’ against the 

stigmatising attitudes attached to asthma, which are evident for some participants in the 

study (e.g., Creators: Betty & Lucy; Conformers: Steven & Jane). 

 

A ‘good adjustment’, as Goffman (1997) suggests, involves apparent acceptance 

of social norms and a willingness to underplay the significance of one’s difference.  It 

appears that Creators employ a ‘phantom acceptance’ (Goffman, 1984) as well as 

Conformers engaging in many minimising strategies.  For Creators and Conformers, it 

seems that “Where such a repair is possible, what often results is not the acquisition of 

fully normal status, but a transformation of self from someone (an athlete) with a 

particular blemish (asthma) into someone with a record of having corrected a particular 

blemish” (Goffman, 1963, p.20; my additions in parentheses). 

 

Alternatively, for Contesters, medication does not always work and so it seems to 

disrupt their ability to maintain their distinction through sporting identity.  Whilst the 

inhaler might be seen as central in symbolising the relative normalcy of asthma (Gabe et 

al., 2002), this appears only to be true if the inhaler works to enable sportspeople to 

continue playing sport.  Sport seems to complicate the ways sportspeople devise 

strategies of concealing use of inhalers to maintain ’normalcy’ because often they have to 

stop their sport to go and take their inhaler.  Sportspeople with asthma therefore appear to 

manage their ‘body-self projects’ in everyday life and perhaps this helps them manage 

how identities (e.g., asthma identity and athletic identity) are negotiated and re-negotiated 

in different contexts (such as sport) (Shilling, 1993).  When playing sport, asthmatic and 

sporting identity contestation may be enhanced (a person’s asthma identity might threaten 
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and disrupt a person’s strong sporting identity) given the ‘culture of risk’ attached to 

many sporting cultures.  Individuals with a more strongly developed athletic identity may 

find it more difficult to accept their diagnosis of asthma in an attempt to protect their 

sporting selves, particularly if accepting asthma means accepting that they need to stop or 

limit their sports participation.  When asthma was so severe that it forced participants out 

of sport, many engaged in much ‘emotion work’ in order to cope with this potential loss.  

This leads me to discuss how emotional dimensions play a role in sportspeople’s asthma 

and sporting experiences as emerged from the data. 

 

11.1.3 How do emotional dimensions play a role in sportspeople’s asthma and 

sporting experiences? 

 

Controlling emotions 

The stigma attached to asthmatics as ‘emotional people’ who can easily develop an 

asthma attack when upset (Brostoff & Gamlin, 2000; Carson, 1987) seems to complicate 

the way emotions are perceived and managed by sportspeople with asthma.  Some 

distance themselves from emotions and tell of the need to control emotions.  In particular, 

Conformers, in line with Frank’s (1995) Disciplined body-self speak of controlling 

emotions and how emotions are not an issue; for them, asthma is a practical issue.  

However, during asthma attacks and during prolonged periods of disruption, it seems that 

many different emotions are ‘worked on’, as discussed below. 

 

Emotion work 

An emotion-management perspective proposed by Hochschild (1979) provides a useful 

lens through which to inspect the self-interactional context of sportspeople with asthma, 

as noted by Allen-Collinson (2005), who focused on social interactional concerns of two 

injured distance runners, particularly centering on the dimensions of emotion 

management, emotion work and emotional intersubjectivity.  As discussed in the 

literature review, Hochschild’s (1979) perspective differs from the Freudian model of 

emotion in its sociological, interactional emphasis on the full range of emotions and 

feelings.  Hochschild’s (1979) model focuses on: 
conscious and deliberate efforts to shape feeling presupposes a human capacity for, if not the 
actual habit of, reflecting on and shaping inner feelings, a habit itself distributed variously across 
time, age, class, and locale (p.559). 
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Hochschild (1979) refers to ‘emotion work’ as the act of trying to change the degree or 

quality of an emotion or feeling.  She argues that ‘working on’ an emotion or feeling is 

the same as ‘managing’ an emotion or doing ‘deep acting’ (Hochschild, 1979).  ‘Emotion 

work’ therefore refers to the effort (the act of trying, evoking or shaping) as well as 

feeling in oneself and may or may not be successful; it differs from ‘control’ or 

‘suppression’ (Hochschild, 1979).  Various techniques, such as cognitive, bodily, and 

expressive are all required when managing emotions and feelings (Allen-Collinson, 2005; 

Hochschild, 1979).  

 

Oral releases, such as crying, laughing, and coughing seem to trigger an asthma 

attack in some participants, and Nick offers some reflections on the ‘emotion work’ 

involved for his children who have asthma: 
Our daughter seems to have an asthma attack from laughing. We seem to be telling our daughter 
not to laugh!  She starts laughing we’re like, stop laughing!  Stop having fun!  Seems wrong, 
seems weird.  She laughs, starts coughing and then throws up, she’s sick.  She’s getting quite 
good at being sick now.  Our younger one is still waaaaa, still doesn’t like being sick, but our older 
one is much better, yep she just says, I’ve just been sick Daddy (Interview 3, 20/03/12, 588-592). 
 

This raises the possibility that emotional stressors (even laughing) may play a role in the 

development of an asthma attack or perhaps the worsening of its symptoms in childhood 

(Alati et al., 2005).  The intense work on various emotions is discussed below in terms of: 

Anxiety, alarm, panic and fear; Frustration, hatred and anger; Rage, depression and 

despair; Optimism, trust and hope. 

 

Anxiety, alarm, panic and fear 

When sportspeople speak of ‘asthma attacks’, emotion work seems to involve panic, fear 

and anxiety, which is commonly associated with an asthma attack.  Ivor provides some 

reflections on what it is like during an asthma attack: 
They do say if you drown you get this sense of beautiful calm and I did not get that. It was… 
vigorous. Choked, glorifying panic of… I have to find a way to get air into my lungs […] 
It’s scary, scary, scary thing and it’s immediate, and there’s no time for your life to flash before 
you, you just think, how the fuck am I going to breath (Email, 10/10/10),  
 
Most participants who speak of an asthma attack appear to experience panic, fear 

and anxiety, particularly when they cannot get the air out.  Some participants used some 

interesting metaphors, which are detailed in the chapters, particularly, highlighting the 

tightness and choking nature of asthma.  Conversely, those who speak of episodes or slow 

onsets of asthma or bronchoconstriction seem to experience less feelings of anxiety, panic 
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and fear.  Additionally, at times, some sportspeople with asthma speak of having to 

manage other people’s emotional responses to their asthma, which appear to be another 

way of experiencing the peril of living with asthma.  Many participants speak of how they 

tend to employ strict attendance of techniques to avoid disturbing other people with their 

asthma.  In particular, participants speak of how ‘alarm’ seems to be experienced mostly 

by observers.  Emotional intelligence involves being able to identify, assess, and (to some 

extent) control the emotions of others (Bar-On, 2000).  However, the alarming response 

from others often means that participants feel responsible for other people’s alarm and by 

strict attendance to techniques, such as sleeping somewhere else, or by trying to ensure 

that the observer is put at ease. 

 

Frustration, hatred and anger 

Contesters in particular reported experiencing anger and frustration and their emotions 

seemed more intense than those Conformers and Creators who attempted to control 

emotions.  Contesters typically speak of ‘emotions being all over the place’ when asthma 

prevents them from participating in sport because sporting identities appear to be their 

prominent identity reflecting their ideal self.  Consequently, many feel much frustration, 

anger and hatred towards themselves, blaming themselves for their asthma and telling 

themselves self-debilitating statements.  Some also turn their anger towards others, 

particularly directing their anger and frustration at the medical profession and portraying 

their lack of faith in medication.  Asthma appears to be experienced as a threatening 

attack on their sense of self, which Contesters find hard to fight and this means engaging 

in ‘intense’ emotion work in an attempt to protect their ideal self. 

 

Rage, depression and despair 

According to Levine and Frederick (1997) those who experience prolonged and chronic 

traumas are more likely to experience feelings of rage and depressions.  It seems that the 

Contester body-self that is immersed in Chaos lives only in immediacy (Frank, 1995) and 

finds it difficult to see a way out.  Such despair seems to exacerbate their feelings of 

panic during asthma attacks because the body is vividly remembered, a sharp and searing 

presence threatening the self (Leder, 1990).  Furthermore, belief in one’s personal 

efficacy, corresponding to a person’s belief in their own competence, is a key personal 

resource in self-development, successful adaptation, and change (Bandura, 1997).  If an 

individual has prolonged periods of disruption with their asthma and is unable to gain 
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control of their asthma then it seems they might lose belief in their personal efficacy and 

competence of asthma management.  Bandura (1997) argues that these beliefs can affect 

whether individuals think optimistically or pessimistically and in self-enhancing or self-

debilitating ways.  

 

Contesters seem to be more likely to be experiencing feelings of rage, depression 

and despair. Beck’s (1976, 1991) cognitive theory of depression also highlights the 

impact of negative views of themselves (worthlessness, unlovable, deficient), the 

environment (overwhelming, filled with obstacles), and their futures (no effort will 

change their lives).  Beck et al. (1976) refers to these as the ‘cognitive triad’ and these 

negative thoughts can guide perceptions and interpretations, resulting in ‘going global’ 

with these views and leading ultimately to depression (Gonca & Savasir, 2001).  Such 

prolonged periods of disruption with an individual’s asthma and inability to play sport 

therefore seem to make some of these participants prone to depression. 

 

Optimism, trust and hope 

Creators reported having been on a journey with their asthma and the tone of their 

narrative is relatively positive and optimistic, which is associated with Frank’s (1995) 

Quest narrative.  According to Trivedi et al. (2011), optimists tend to have expectations of 

positive health ‘outcomes’ and are more likely to overcome adversity than are pessimists.  

However, Creators seem to have the presence of caring and supportive relationships, 

which seems to enhance and facilitate a positive sense of a health and optimism about 

their asthma (Trivedi et al., 2011).  It seems that this social support includes the presence 

of emotional support, instrumental support (e.g., practical management - checking they 

have their inhalers with them), higher self-efficacy, lack of isolation, and perceived sense 

of control (Lett et al., 2005). 

 

Creators experience trust in relationships with others who provide this support.  

Furthermore, trust in the medical profession appears to be key in the relationship dynamic 

between treater-patient.  Conformers appear to have trust in the medical profession 

because inhalers appear to work for them, whereas Creators appear to have trust in their 

own sense of self and understanding of asthma.  However, some Contesters speak of 

being given ‘false hope’ which has lead to them not trusting the medical profession, 
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which consequently has an impact on the treater-patient relationship as well as the lack of 

hope in successfully managing asthma.  

 

It seems that emotions are extremely complex and can be central to how people 

experience asthma, their sport and their life.  As Hockey (2006) and Hockey and Allen-

Collinson (2007) argue, there can be a direct relationship between respiratory patterns and 

an athlete’s subjectivity, which might produce emotional states and consequently raises 

issues of identity management.  Nonetheless, it seems emotion work is extremely 

complex, context-dependent and fluid because of such interrelated and intricate 

processes.  Furthermore, it seems that asthmatic symptoms are exacerbated in 

environmental conditions, which can evoke strong emotional responses as well as disrupt 

an athlete’s movement and rhythm (Helenius et al., 1998; Helenius et al., 2005). 

 

11.1.4 How do perceptions of environment and illness shape one another by 

examining the relationship between the body-self and environment? 

This section draws from the work of Stevens (2009, 2010), Roszak et al. (1993) and 

Chalquit (2009) who argue that we are intimately interconnected with our environment. 

Joanne employs the metaphor “feeling under the weather” which stresses the manifesting 

interaction between asthma, the environment, and well-being.  The following self-

environmental relationship is discussed below according to the following themes: 

Changing environments, Associations and attachments, and Tuning in.  

 

Changing environments 

Interestingly, both Jane and Brian noticed asthma symptoms while they were on holiday.  

There may be various explanations for this.  For example, the ‘habit body’37 continues 

along in cultural environments which influences the way people with asthma listen for 

symptoms, which might involve minimising, ignoring or hiding symptoms (Crossley, 

2001).  Therefore, perhaps going to a new environment or a holiday, which enables the 

‘habit body’ to relax, might change the way people with asthma listen for symptoms 

(Crossley, 2001).  Therefore, going on holiday may be when participants notice the 

symptoms that may have been lingering for a period of time.  Alternatively, holidays 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
37 As discussed in Creators chapter, tied to the notion of the ‘habit body’ is the idea that the body is the 
medium through which people experience their socio-cultural world, and bodily experience reflects the 
culture in which it occurs (Crossley, 2001).	  
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might be a stressful experience for some and this might bring on asthma symptoms.  

Additionally, Betty questions whether moving locations had any affect on the onset of her 

asthma.  Ecotherapists demonstrate that changing the environment can profoundly effect 

one’s well-being over the long term (Stevens, 2010) and whether asthma was ‘lying 

beneath the surface’ or not, it seems that a change in environment may have triggered 

these participants to notice their asthma. 

 

Jane and Brian and others in the study developed what is classified as ‘late-onset’ 

asthma (now termed adult-onset asthma - if an individual develops asthma, it is 

characterised as adult-onset asthma, but there appears to still be a focus on adult aged 50 

years and above (Asthma UK, 9th April, 2012)).  As indicated in the literature review, 

Braman (2007) highlights that the diagnosis of asthma in the geriatric population (65years 

and older) is often overlooked.  However, at the time of onset and diagnosis of asthma for 

Brian, he was 48years old.  This is during the ‘middle-age’ years (defined as between 40-

65years), that Erikson (1950, 1968) characterises as a period of ‘generativity or 

stagnation38’.  Therefore, the concept of ‘mid-onset’ asthma might come with the risk of 

physical ‘stagnation’, particularly for sportspeople who value being active.  Peter, Julie, 

Brian and Ivor were all diagnosed in their 40s and seem to have difficulty with 

(emotionally) accepting the diagnosis.  Worthy of note is that asthma had an onset for the 

first time after a traumatic event for both Julie and Ivor (see also Brostoff & Gamlin, 

2000).  Nonetheless, if there was an increased awareness of ‘mid-onset’ asthma then 

perhaps we might understand how to prepare or facilitate patients to come to terms with 

this onset. 

 

Associations and attachments 

Associations with the environment involving emotions and attachments appear to be 

important in shaping the perception of environment and air quality.  The associations that 

Jane makes about her environment are interconnected between her emotional attachment 

(her happy memories), perception of air quality (feels fresher and cleaner), space (the 

hills and the aura) and her asthma (no asthma).  Consequently, her energy levels appear to 

be influenced.  Stevens (2010) argues that the environment tells us we are an integral part 

of the place we are in, shaping us, connecting us, guiding and constraining.  So, whilst 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
38 During this period, individuals become concerned with helping, producing for, or guiding the following 
generation.  Erikson (1950, 1968) argues that those who lack generativity result in stagnation 	  
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Hockey (2006), and Hockey and Allen-Collinson (2007) argue that there might be a 

direct relationship between respiratory patterns and an athlete’s subjectivity which might 

produce emotional states, it could also be argued that the there is an emotional attachment 

to space and place, which further complicates these interactions. 

 

An association with the environment and asthma is problematic for Contesters in 

particular.  It seems that Contesters find particular difficulties with the weather and also 

try to figure out the environment, by trying to find out what is causing their asthma, but 

nonetheless appear to feel slightly disconnected from it.  Contesters discuss the 

environment and how this seems to shape their experience of asthma; seasons 

(particularly summer and winter), quality of air, the temperature (the cold) and the night 

are all environmental aspects that shape their experience of asthma.  Whilst, those termed 

Contesters have some awareness of environmental triggers, by trying to avoid certain of 

these triggers, it seems to enhance a sense of disconnectedness, which may constrain self-

understanding through the mind-body connection 

 

Tuning in 

Chalquist (2009) notes that feeling disconnected from the natural world can produce 

psychological symptoms such as anxiety, frustration and depression.  Furthermore, 

individuals with a strong athletic identity often exhibit greater signs of anxiety, 

depression and low self-esteem when their body project and athletic self-identity are 

disrupted (Allen-Collinson, 2007).  However, perhaps equally these same psychological 

symptoms can enhance feelings of disconnectedness with the environment and 

consequently one’s sporting identity for those with asthma.  Contesters in particular speak 

of difficulties: not being able to be spontaneous, how the cold and the night have affects 

on their running and sleep.  As Stevens (2009) argues self-understanding can only come if 

we are aware of our physical environment.  

 

Roszak et al. (1993) stresses that we are not only interconnected with our 

environment but our well-being is dependent upon it.  This statement seems even more 

prominent for sportspeople with asthma.  Peter suggests that the very milieu where people 

have asthma might impact on their perception of it and he draws on the environment as a 

way to enhance body-self-understanding, typically like many Creators.  Creators seem to 

be developing an understanding of the relationship they have with a particular 
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environment.  There appears to be a level of interconnection between well-being and 

environment (Stevens, 2010) through body-focusing where “we experience from the body 

to something outside” (Duesend & Skardderud, 2003, p.59).  Some try to find causal 

links between their asthma and the environment.  Contesters appear to struggle with 

identifying these causes.  Given that Stevens (2010) argues that the environment is an 

essential part of our selves, the environment may constrain an individual’s sense of who 

they are.  Specifically, for sportpeople with asthma, it could constrain their involvement 

in sport and various environments. 

 

11.1.5 What is the role of trauma in sportspeople with asthma? 

By exploring sportspeople’s biographies in this research, it has been possible to highlight 

the important role that trauma can play in asthma experiences.  Trauma needs to be 

considered in the context of each individual’s perception; what might be traumatic to one 

individual may not be traumatic to another and it is the subjective perception of ‘threat’ 

that determines the intensity of each person’s reaction (Vaccarro & Lavick, 2008).  When 

an event is perceived as traumatic, traumatic stress can also have damaging effects on the 

capacity for representation and the capacity for self-regulation (Vaccarro & Lavick, 

2008).  The following areas are addressed in the following section: Onset of asthma as 

trauma; Trauma and the onset of asthma; ‘Narrative wreckage’ and centrality of trauma; 

Trauma interacting with asthma. 

 

Onset of asthma as trauma 

Bury (1982) argues that the diagnosis or the onset of asthma is associated with 

‘biographical disruption’ and for Peter in particular we can see how he experiences 

asthma as a dramatic ‘turning point’ (c.f. Denzin, 1989) which has major implications for 

his future in running as well as for self-identity as a ‘runner’.  Peter seems to experience 

what Athens (1995) calls ‘dramatic self-change’ which involves an arduous, painful, and 

long process towards ‘adaptation’ (c.f. Bury, 1982). 

 

For some, the onset of asthma was associated with biographical disruption, which 

threatened many aspects of the individual’s life and significantly disrupted their sense of 

sporting self.  Specifically, Peter not only suffered pain but also experienced premature 

retirement from work and running.  Consequently, his ‘future narrative’ was thrown into 

disruption and uncertainty (Crossley, 2000).  Frank (1995) characterises this as ‘narrative 
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wreckage’.  This seemed to force him to negotiate how he manages his illness, which 

seems inextricably linked to maintaining and protecting a sense of self (Bury, 1982; 

Williams, 2000). 

 

Asthma and traumatic interactions 

As Brostoff and Gamlin (2000) argue asthma can have an onset for the first time after a 

traumatic event, such as the death of a close relative.  For Julie, in particular, her 

experience of asthma onset/diagnosis was harder to separate out from other life events. 

Julie’s asthma was intertwined with the biographical disruption she was already 

experiencing because of the death of her mother.  This highlights the need to consider, 

with some caution, the concept of biographical disruption itself as an aetiological factor 

in the onset of asthma.  Molly also speaks of pregnancy being indirectly linked to the 

onset of her asthma.  Williams (2000) considers the concept of biographical disruption 

itself as an aetiological factor in the onset of chronic illness.  Whilst we cannot ascertain 

that these life events are the cause of sportspeople’s asthma onset, it does seem relevant 

to consider a potential linkage. 

 

For the sportspeople studied, ‘turning points’ (asthma taking a turn for the worse) 

included the onset of pneumonia (chronic illness), car crashes, pregnancy, and domestic 

abuse.  Contesters speak of these traumatic events as indirectly connected to their asthma 

and highlight the associations such events have with each person’s asthma and continual 

exacerbations. 

 

‘Narrative wreckage’ and centrality of trauma 

Traumatic experiences, (onset of asthma or other life events) appear to be central to the 

experience of disruptiveness.  As discussed earlier, Frank (1995) employs the metaphor 

of ‘narrative wreckage’ to characterise such experiences.  As adults we tend to impose a 

narrative plan on our lives where no plan existed before and create a narrative so that our 

lives, and the lives of others make sense (McAdams, 1993).  It is difficult to disentangle 

causal factors because traumas were often intertwined with the complex nature of 

sportspeople’s asthma.  Nonetheless, those who experienced ‘narrative wreckage’ found 

that this complicated and somewhat exacerbated their asthma.  Sportspeople often found 

meaning in participating in sport and when asthma forced them out of their sport, this was 

often extremely difficult for people and they struggled to find alternative meanings that 
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were as valued as their sporting self.  Peter and Julie spoke of their experiences as 

transformational where they have developed a strong sense of self-worth unrelated to 

sport.  In considering the concept of resilience where individuals learn from experiences 

and develop the capacity to be adaptable (Kralik et al., 2007), it seems that the concept of 

‘adaptation’ to traumatising experiences (c.f. Bury, 1982) is central to living well with 

asthma. 

 

11.1.6 How do senses (aural, somatic) play a role in sportspeople’s asthma and 

embodied sporting experiences? 

 

Somatic work 

The second part of the analysis focused on the sensory knowledge of asthma and it seems 

that proprioceptive and aural senses appeared to play a very important role in how 

sportspeople learn to manage their asthma by listening to their bodily sounds.  For 

sportspeople with asthma ‘identity work’ seems to directly interact with emotion work 

and somatic work.  Asthma and sporting embodiment characterised by the bodily-sounds 

and bodily-felt experiences of asthma explain the ways sportspeople draw on their aural 

and visceral senses to work out ‘how they are doing’ or as Hockey (2006) suggests, ‘how 

they are going’ with their asthma.  These are discussed through shared bodily-felt 

experiences, which seem pivotal in the negotiation of their asthma and sporting identities.  

Bodily sounds from their asthma, particularly coughing and wheezing, seem to heighten 

participant’s awareness of the stigma attached to asthma.  Other sensory dimensions that 

emerged from the data, such as the role of taste and smell provide new insights into areas 

relatively under-explored within the sociology of sport. 

 

Tapping into the breath 

Breathing bodies seemed to be absent from participants’ consciousness, at least when 

quiet breathing is involved, and represents a state of health.  The Breathing body is 

temporarily absent of asthma and hence of disease (dis-ease - in Leder’s terms, 1990) and 

so there is no discomfort or physiological disruption; their body-self represents a state of 

health.  Furthermore, breathing bodies felt able to control their breathing, which meant 

that it did not interfere with an individual’s rhythm or ‘flow’ in their sport.  The flow of 

breath and sporting rhythm seemed to intertwine where they were inextricably linked 

(Allen-Collinson, 2009).  Therefore, it seems that if participants could control their flow 
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of breath, their running or swimming rhythms were less likely to be disrupted.  

Nonetheless, participants seem to describe how asthma lingers whereby even when 

asthma is not explicitly ‘attacking’ their bodies or their sport, symptoms (e.g., tickling 

coughs) are residual reminders of a ‘dormant asthma’. 

 

It seems then Creators and some Conformers spend a lot of time assessing which 

breathing patterns best suits them (see Lucy in Creators).  Lucy, in particular, refers to the 

feeling of discomfort when she is not breathing easily and when the inhaler has not 

worked.  As Hockey (2006) suggests, these somatic breathing patterns produce particular 

feeling or emotional states and my data supports Hockey’s (2006) claims that there is a 

direct relationship between the respiratory patterns, the athlete’s subjectivity, and perhaps 

the judgments made to categorise sessions.  Furthermore, breathing and emotions seem 

inextricably linked to one’s internal locus of control.  The development of such breathing 

patterns or asthma management could be interpreted as the strict attendance to the 

techniques of a successful performance, with links to Goffman’s (1963) dramaturgical 

discipline and impression management.  For those who had been diagnosed with asthma 

as children, these breathing patterns were habits that most had developed during their 

sport, which had developed ‘in tune’, over time, with their asthma. 

 

Ignoring bodily-felt senses of asthma 

Many Contesters referred to asthma as being psychological, with a ‘mind over matter’ 

mentality.  This belief, embedded in a Cartesian perspective, with a ‘no pain, no gain’ 

mentality, tends to encourage a dissociation between mind and body.  Therefore, many 

Contesters ignore asthma symptoms and some participants refer to instances during their 

sport where they were ‘so focused’ that their breathing was only something they noticed 

afterwards.  However, it appears that the onset of asthma afterwards makes it difficult to 

separate notions of Cartesian dualism (the belief that the body, mind and spirit can be 

separated).  Some participants express these sentiments whereby bodily-felt discomforts 

and feelings are normalised over time, because a ‘no pain, no gain’ mentality justifies the 

discomfort and makes participants believe that it is acceptable to struggle. 

 

These experiences can be linked to the particular personal satisfactions and 

sensory and bodily experiences participants derive in the course of participating in an 

activity, such as sport.  In line with the concept of ‘flow’ (c.f. Csíkszentmihályi, 1997) 
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Kahn (1990) refers to personal engagement to mean the simultaneous employment and 

expression of a person’s ‘preferred self’, in this case, the person’s sporting self, in task 

behaviours that promote connections to the activity and others, personal presence 

(physical, cognitive, and emotional), and active, full role performances.  Therefore, 

developing Hockey’s (2006) claims - there seems to also be a direct relationship between 

the ‘somatic work’ involved with developing respiratory patterns, the athlete’s 

subjectivity, as well as the successful performance of one’s sporting identity.  Often when 

participants were engaged in sport, their breathing difficulties were often not addressed or 

perceived as important because their sport meant more to them, pushing the limits, not 

holding back or perhaps they were more engaged in their sport; their bodily intentionality 

was directed towards their sport (c.f. Merleau-Ponty, 2001). 

 

Oral calisthenics 

The different breathing bodies mean that sportspeople with asthma are orally releasing 

noises and expressions characterised variously by: wheezing, coughing, sneezing, and 

whistling.  Such ‘oral calisthenics’ are reminders of the body’s ‘natural functions’.  These 

displays of ‘bad manners’ could be argued to breach oral acts of conformity according to 

the placed restrictions on the display of symbols representing danger; highlighting the 

uncivilising threat that the body poses as a malfunctioning machine (Shilling, 1993).  This 

meant that disciplined and civilised bodies that are valued in sport and western culture 

were difficult to manage and maintain (Frank, 1995; Shilling, 1993) by those with 

asthma.  These kinds of actions can influence a person’s place in society (Shilling, 1993) 

and therefore some participants tried to manage their ‘difference’ by internalising their 

asthma struggles.  

 

The idea that civilised bodies involves a progressive ‘socialisation of the body’ 

means that for many of the participants with asthma there was considerable amount of 

work going on ‘backstage’ and ‘internally’, particularly with the management of bodily 

sounds and sounds from their inhalers which might make their asthma audible to others 

(Shilling, 1993).  Additionally, some participants expressed their annoyance and also 

experienced stigmatism (‘Come on Wheezy!’) as a result of their asthma sounds (e.g., 

Peter and his ‘alarming’ wheezing).  Whilst previous research (e.g., Crocker et al., 1998; 

Deaux, Reid, Mizrahi, & Ethier, 1995; Goffman, 1963; Jones et al., 1984) suggests that 

the visibility of one’s stigma determines how attentive the stigmatised person becomes to 
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the fact that others are reacting to them based on their stigmatising mark and the prejudice 

associated with it.  The audibility of a stigma is a relatively under-researched area, and it 

is important to highlight that it is often the audibility of a sportsperson’s asthma that 

determines how attentive the stigmatised person becomes.  Therefore, working out ‘how 

they are going’ with their asthma and sport involves ‘auditory work’ (Allen-Collinson & 

Owton, 2012) as an integral part of somatic work about bodily-felt sensations. 

 

The fluctuating nature of asthma, where it comes and goes and flares up, means 

that it is very difficult to manage.  Coughing and wheezing initially immediately heighten 

participants’ awareness of their bodies, not only through a discomforted bodily-felt 

sensation, but also because of the loud noise, which alarms others.  Coughing and 

wheezing seems to produce bodily dys-appearance (c.f. Leder, 1990).  Coughing disrupts 

the flow of breathing, and wheezing is experienced as a tightening that constricts the flow 

of breath; such bodily disruptions having a profound  impact on participants’ sport and 

their lives.  This also appears to interfere with, and threaten their identity as an athlete and 

specifically their self-perception as a ‘fit’ and ‘healthy’ athlete.  Coughing and other 

asthma symptoms caused much discomfort, panic and anxiety to participants, which was 

something that restricted their mode of being-in-action in life. 

 

Relational attunement 

Some participants express that social support and relational attunement helps manage 

their asthma by their being able to relax.  Douglas and Carless (2006) emphasise the 

positive aspects of the relational narrative, which centers “on care and connectedness over 

and above the masculine values of separation, individuation, hierarchy, and competition” 

with an empathic and attentive other-orientation instead of a self-orientation (2006, p. 

24).  Whilst some (e.g., Steven) might demonstrate this relational narrative, it seems that 

many participants wanted to avoid feeling like a burden and therefore took personal 

responsibility for their asthma by trying to minimise the disruption to other people’s lives; 

further highlighting another relational element of asthma experiences. 

 

11.2 Participant reflections on narratives ('member checking') 

To enhance the research process, I sought and received some reflections from participants 

about the ideal types.  These comments also add further reflections on the development of 
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researcher-participant relationships.  Ivor, for example, felt that he learned a lot about 

himself after reading the chapter; 

So obviously this guy Ivor is a bit of an eloquent drama queen and probably an artistic sort!!!  Had 
forgotten so much of what you have quoted.  But all very relevant […] I did not know so much 
about myself (Ivor, email, 3/07/12) 

 

Sparkes (1997) suggests: “As individuals construct past events and actions in personal 

narratives they engage in a dynamic process of claiming identities and constructing lives” 

(p. 101-2).  It seems that Ivor, predominantly a Contester, found reading his narrative 

reassuring.  Furthermore, Peter responded; 

I was touched by how well you have described my experience and story – almost better than I 
could have described it myself.  My other reaction was to feel less isolated in my asthma coping 
[…]  I always felt a little foolish not to realise that asthma had sneaked up on me again, […] 
Others do share the burden a bit, and that can be a little uncomfortable to know, although I’m very 
grateful when the help is available. I think you’ve got this absolutely right (Email, 30/06/12). 

 
When I read his response, I feel reassured that I have provided an accurate account of his 

experience and it seems that participants find these narratives supportive because, as Peter 

expresses, he feels less alone in his experience and seems to feel less foolish.  With 

thoughts about making this accessible to wider audiences, Ivor makes the following 

comment: 
Initially got smacked by the fluidity and readable style of what is pretty technical stuff.  It all 
seems to hang together as a narrative without the quotes and references disrupting the flow.  They 
add to it as relevant and succinct […] Found this chapter very approachable and very 'obvious' 
once you have pulled it all together (Ivor, email, 03/07/12). 

 
Feedback from participants helps reassure me of the value that these stories, narrative 

poems and narrative art might have to wider audiences, which I outline later in this 

chapter. 

 

11.3 Contributions to knowledge 

As indicated in the literature review, asthma is not taken as seriously (as it perhaps should 

be) in the athlete yet and, moreover, it is a condition that has not to date been examined 

qualitatively in relation to the non-elite adult sportsperson.  My original interest in the 

negotiation of identities was sparked by the work of Goffman (1969, 1973) and Snow and 

Anderson (1995), and more specifically and more recently, in relation to sport, by the 

work of Allen-Collinson (2005) and Allen-Collinson and Hockey (2006) who theorise the 

ways in which runners construct, manage and ‘work out’ their sporting identities, through 

elements such as emotion management, emotional work and emotional intersubjectivity, 
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for example.  No research has previously asked the research questions outlined above 

specifically in the context of sport and asthma.  Yet it is important to explore the way 

people negotiate and manage their identities in relation to asthma and sport, not least 

because this forms part of people’s behaviours and rational decisions about taking 

medication.  This was a central concern of the research study. I outline below how my 

research contributes original aspects to the literature both theoretically and 

methodologically, and how these contributions might inform healthcare practice when 

working with sportspeople with asthma. 

 

11.3.1 Theoretical contribution 

In terms of advancing the theoretical literature, below I outline two key aspects of how 

sportspeople embody asthma as part of the sporting body-self that emerged from this 

study,: Typology of asthma and sporting embodiment, and Mind-body-world linkage. 

 

Typology of asthma and sporting embodiment 

This study was interested in exploring: How sportspeople experience asthma, and as 

indicated in the introduction, to-date, little has been published on the ‘identity work’ 

(Allen-Collinson & Hockey, 2006) of asthmatic sufferers, particularly in adult sporting 

populations.  By interviewing 14 non-elite adult sportspeople, the data were analysed 

thematically, to explore how sportspeople negotiate their body-selves with asthma in the 

context of sport.  From this emerged a typology, which for heuristic purposes provides a 

useful representation of sportspeople’s lived biographical narratives of asthma.  Three 

‘ideal types’ of asthma and sporting embodiment were identified: Conformers, Contesters 

and Creators.  Each ideal type was discussed thematically: Narrative affinities, Mind-

body self relations, Medico-scientific faith, Self-environmental associations, and Sport 

and spatiality.  Sub-themes derived from the data were also addressed within each ideal 

type, and salient body-self and other relations were analysed.  Frank’s (1995) work on 

narrative and body types was found to be useful in developing the typology.  In particular, 

it seems that typically: Conformers have affiliations with Frank’s (1995) Restitituion 

narrative and Disciplined body-self; Contesters have affiliations with Frank’s (1995) 

Chaos narrative and Chaotic body-self; Creators have affiliations with Frank’s (1995) 

Quest narrative and Communicative body-self.  I emphasise here that the ideal types are 

inductively constructed from participants’ data.  From these themes: Narrative type, body 

type, relationality, lived space, emerged as a matrix of understanding, as outlined below. 
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Narrative type 
Restitution 
Chaos 
Quest 

Relationality 
Authoritative 
Defiant 
Cooperative 

Body type 
Disciplined 
Chaotic 
Communicative 

Lived space 
Uncontrollable 
Controllable 
Adaptive 

 
Figure 11.3.1: Matrix of understanding ideal types of asthma and sporting embodiment adapting Frank’s 
(1995) typology 
 

The typology also provides a detailed understanding of how sportspeople might 

‘work out’ their identity (Allen-Collinson & Hockey, 2007) and the implications of these 

narratives for an individual’s sense of self.  I drew, in particular, upon Frank (1995) in 

combination with Goffman (date) in order to consider notions of identity work.  A 

conceptual framework was constructed in order to highlight individual stories of 

embodiment, socialisation of the body, self- and other- relations.  This also incorporated 

how sportspeople variously accept, distance, contest, and (re-)negotiate their sense of self 

in relation to their sporting and asthma identities through embodied and sensory 

experiences of their asthma.  As indicated, I am not arguing for a fixed, static model, but 

rather I stress the fluidity and mutability of these identities/subjectivities together with 

their context-dependency, and indeed how there can be a combination of multiple ideal 

types.  

 

Frank (1995) argues that what separates the types of narratives within his 

typology is the issue of responsibility.  However, it seems that the level of personal 

responsibility (taking responsibility for one’s actions) and perceived controllability (the 

degree to which an individual has access to the resources to exert control over the 

intended behavior (Ajzen, 2002)) may mediate shifts between ideal types.  Whilst 

participants in the current study may predominantly relate to one ideal type, more 

accurately, they appear to be a mixture and a combination of two or three.  Whilst Frank 

(1995) and Shilling (1993) argue that a need for personal responsibility is especially 

strong among those suffering from chronic conditions, Crocker et al. (1998) argue that 

perceived controllability is one of the most significant dimensions for stigmatised 

individuals because controllable stigmas face more rejection and are less liked than those 
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whose stigmas are perceived to be uncontrollable (Krendl et al., 2012).  The ideal types 

might provide an original matrix of understanding a complex set of dispositions, which 

can be used as a valuable framework in gaining an understanding of how adult 

sportspeople narrate their experiences and encounter medical regimes. 

 

Mind-body-world linkage 

Merleau-Ponty’s (date) mind-body philosophy was found to be highly relevant to this 

study, alongside phenomenologically-inspired approaches (e.g., Leder, Frank, and 

Shilling) whereby the expressing and creating body is the very ‘site’ for development.  

My research sheds light on how can such engagement in somatic (bodily-felt), auditory 

(aural) and body-focusing work might help develop both self- and self/other 

understanding.  The second part of the analysis focused on the phenomenological 

approach to the senses.  This allowed for a close examination of the ways sportspeople 

with asthma share bodily-felt noises and the potential stigmatisation of such bodily 

noises.  Participants appear to engage in ‘auditory work’ (Allen-Collinson & Owton, 

2012), continually shifting through different body-self types: Breathing bodies, Coughing 

bodies, Wheezing bodies, and Breathless bodies.  These were discussed through shared 

lived-body experiences, which seem pivotal in the negotiation of asthma and sporting 

identities.  The figure below outlines the characteristics of each body-self. 
 

Breathing bodies 
Flowing of breath 
Quietness 
Health 

Coughing bodies 
Disruptive breath 
Disturbing self/others 
Unhealthy/sick 

Breathless bodies 
Withdrawal of breath 
Silent 
Life-threatening 

Wheezing bodies 
Tightness of breath 
Alarming self/others 
Unfit 

 

Figure 11.3.1b A table characterising the different asthma bodies 
 

The importance of sounds (Sparkes, 2009), particularly bodily sounds, when breathing in 

sport (Allen-Collinson, 2008; Hockey & Allen-Collinson, 2007) has also been 

highlighted in research, but not previously specifically within asthma research (Allen-

Collinson & Owton, 2012).  This small-scale research study has taken forward Allen-

Collinson’s (2008) and Hockey’s (date) conceptualisation of the importance of breathing 

Stigmatising Not 
Stigmatising 
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patterns as a major indicator of how runners are ‘going’ in a sports session, and 

specifically considered this in relation to those who breathing is impaired. 

 

Commensurate with phenomenological perspectives, as opposed to asthma being 

‘all in the mind’, many participants expressed working with the understanding that the 

physiological is always intertwined with, and an expression of, the body’s intentionality 

(Merleau-Ponty, 2001).  Consciousness is always consciousness of something, and thus 

intentional – always directed towards something (Leder, 2001; Merleau-Ponty, 2001).  

Thus, for some, bodily intentionality is directed toward working hard to become aware of 

their condition (asthma).  However, for others, bodily intentionality is focused on 

working hard on a sports task, which means that intentionality is not focused directly on 

becoming aware of their asthma.  This intentionality is fluctuating and context-dependent 

in nature, however.  It often requires negotiating different forms of exercise to work in 

alignment with participants’ asthma.  My research adds to Merleau-Ponty’s work by 

analysing how sportspeople ‘tune in’ to the environment; we could term this ‘organic 

work’. 

 

Drawing from Stevens (2009, 2010) work on ecopsychology and ecosociology 

helps understand how sportspeople with asthma are inextricably linked to the 

environment, implicating their feelings of well-being.  Participants talked evocatively 

about the environment in relation to their asthma and some showed an attuned awareness 

to the environment through meaningful associations, attachments and a heightened 

awareness to triggers.  The associations that many make about the environment are 

interconnected between emotional attachments, air quality, space and asthma.  This 

highlights the very subjective, unpredictable and fluctuating nature of asthma which is 

inextricably linked to the environment and self and seems to be a particularly powerful 

moderating factor in people’s everyday lived experiences.  Whilst Conformers are more 

likely to be able to control their asthma via medication, a bodily disruption or crisis, such 

as an asthmatic attack, is likely to heighten awareness of self and contingency (as is the 

case with Contesters) (see also Connell, 1995; Sparkes, 2004).  Seasons (Summer and 

Winter particularly), quality of air, the temperature (the cold) and the night are all 

environmental aspects that shape experience of asthma. 
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The body seems to be engaged in both an outward projection to the world, to the 

environment, and a falling back receding into unknown visceral depths as a way to gain 

self-understanding (Leder, 1990).  Consequently, the body is no longer ‘absent’ by virtue 

of disappearance (Leder, 1990) and through body-focusing “we experience from the body 

to something outside” (Duesend & Skardderud, 2003, p.59).  Therefore, sportspeople 

become even more acutely aware of, and attuned to, their breathing, in ways that link the 

physiological, the psychological, the social and the environment (Hockey & Allen 

Collinson, 2007; Sparkes, 2009).  I have outlined above the key aspects of how 

sportspeople embody asthma as part of the sporting body-self, and now proceed to 

address the methodological contributions to knowledge made by the research. 

 

11.3.2 Methodological contribution 

 

Becoming a Traveller Interviewer 

 

Opening the multiplicity of possibilities 

Entrapment inside an institution crushing the souls of soldiers; a stranger. 
An establishment hiding intentions; flaunting ambitions; a danger. 

 
Release my body from embedded cultures that inhibit freedom to express personality, 

Passivity; I see docile bodies consumed by habitual conformity, 
“I don’t have to think, I just have to do it!” 

 
Uncomfortable tensions build; their desires to inflict control, 

“Such enthusiastic camaraderie! Just don’t go overboard” 
Controlling people to fulfil their own ambitions; feeling sour. 

 
Results are always fitting; awards, promotions; valiant tread, 

Sensing hostility; Rumours spread. 
 

Fearless threatening suggestive touch; echoes of abusive power, 
“Only joking unless you were actually gonna do it!” 

 
Masked by the hidden codes of inflicting masculinity, 

Tolerating the state of affairs in a situated freedom; a complex simplicity. 
Knowing historical past; will we ever escape this tyranny? 

 
Come on! Wake up! 

“Where’s the f***ing validity?” 
We should be asking, 

“Where’s the f***ing humanity?” 
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Unfamiliar strangeness felt - leaning towards encouragement of risk and absurdity, 
Desires for a world free from the limiting constraints of the past, 

Passivity rejected; ever-risking the free play of just ‘being’ at last? 
With a freedom to explore the world full of adventure, 

Intertextual connections unfolding, opening the multiplicity of possibilities… 
 

During my research, as a Traveller Interviewer (Kvale & Brinkmann, 2009), as I 

have tried to encapsulate in the above poem, I feel that I have been wandering together 

with participants, through new landscapes, entering conversations with those whom I 

have encountered.  Upon my ‘return’, I have attempted to tell these tales of asthma in this 

thesis and outlined how these tales contribute to new knowledge.  Whilst the journey of a 

Traveller Interviewer may lead to new knowledge, the researcher might also change as 

Kvale and Brinkmann (2009) note.  Along this research journey I have also changed, 

therapeutically and academically.  Whilst I reflected on encounters with participants 

(Confessional Tales of a Traveller Interviewer in appendix I), I also engaged in various 

strategies (e.g., writing as reflective practice and rigorous self-care workshops - Writing 

as reflective practice [March 2011], Impact of working with trauma and abuse [May, 

2012], and When the victim is male [June, 2012]) in attempts to avoid vicarious trauma 

when listening to participant’s traumatic stories.  Furthermore, as a Reflective Traveller 

Researcher39 I worked hard on self-improving my academic professional development by 

attending various researcher development workshops and participating in poetry evenings 

and workshops to improve my creativity, and nurture my ‘performative self’ (Douglas & 

Carless, 2008) with more innovative forms of research.  These techniques helped me 

develop as a reflective and performative researcher, however feelings of isolation still 

haunted me throughout my journey. 

 

Friendship as method approach 

I employed a ‘friendship as method’ approach, in order to get to know participants in 

what I felt to be meaningful and sustained ways.  The initial encounters and confessional 

tales provide some reflections on the development and challenges of various research 

relationships, which, I hope, contribute valuable insights towards the ‘friendship as 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
39 See Gilbourne (2011) who writes autoethnographically as a Reflective Traveller Researcher who finds 
space and time important for introspective writing: “On train journeys I seek out a quiet table and do the 
same, no keyboard in sight this is always a pen and paper exercise.  I might sit, pen poised, think, but write 
very little, on other days I appear to write more than think, an odd notion, one that has required me to 
embrace the idea that, in writing terms and on any particular day, things might happen or they, just as 
easily, might not.  This uneven process of thinking and writing rarely happens in my study at home or my 
tutor room in Cardiff” (p.27).	  
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method’ approach.  A unique (as far as I am aware) part of my research was to include 

two family members as participants.  Douglas and Carless (2012b) highlight that typically 

the traditional (positivist) paradigm within psychological research requires a separation 

between the researcher/s and the participant/s on the basis that any kind of personal, 

familial involvement would: (a) bias the research, (b) disturb the natural setting, or (c) 

contaminate the results.  However, as discussed in the methodology, I share the views of 

Hochschild (1983) and Brackenridge (1999) who are among those who see emotional 

reflexivity as a strong resource rather than a methodological ‘problem’.  Tales from 

embodied interview initial encounters (Confessional tales from a Traveller Researcher in 

appendix I) offer my insights into friendship as method, and also strategies for 

methodological practices. 

 

 During the research process I learned lots of lessons through interactions with 

participants concerning: attachment (see When to let go, appendix I.I); ‘rescuing’ 

participants (see I cannot save him, appendix I.II); researcher self-care (see When things 

get too much, appendix I.III); distancing (see Creating chaos, appendix I.IV); closeness 

(see Preferred sense of selves, appendix I.V); and power dynamics (see Restoring the 

balance, appendix I.VI).  Here, I explore how I managed boundaries within research 

encounters.  These highlight the potential issues and confusion that can arise from being 

friends with or related to participants, and how this can blur the ethical boundaries.  At 

times, I felt quite a responsibility when I had to decide what these multiple roles involved 

and how to maintain each equally, particularly with the potential for significant 

consequences in relation to my research, my friendships, and family relationships.  The 

risks for the researcher can mean a great deal of ‘emotion self-care’ is needed when 

employing families as participants.  Prior relationships menas that tensions evolving 

around power emerge in the interview interaction.  In hindsight, I would consider more 

carefully how prior relationships with family members might influence the potential 

power disruptions in participant-researcher relationships. 

 

 Smith et al. (2009) warn of the risks that ‘crossing boundaries’ may pose in 

research contexts and present two stories, based on research encounters, asking questions 

concerning ‘how close is too close’ to research participants and ‘how far is too far’ from 

them.  My confessional tales also perform boundary crossing and re-crossings and offer 

the opportunity to ask these questions which are:  
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complex and shift in time and space, ebbing and flowing, as people move between merging and 
unmerging, self-sufficiency and non-self-sufficiency, and finalizing and unfinalising practices that 
colonise and de-colonise (Smith et al., 2009, 342).    
 

Douglas and Carless (2012a) also discuss the issues concerning researcher-participant 

relationships and highlight how reciprocity, supportiveness, and care are critical.  Here, I 

refer the reader to the discussion in the methodology on the ethics of care which 

emphasises the importance of relationships in research.  They are critical in order to build 

a trusting relationship with the participant (ensuring confidentiality and ethical awareness 

throughout) so that they feel that they can safely be honest.  Whilst I found many of the 

encounters challenging, because of the awareness of the flexibility needed between 

striving for ‘inclusion’ and needing to ‘back off’ (Smith et al., 2009), I am in agreement 

with Douglas and Carless (2012b) in that “despite the challenges they can create, the 

kinds of relationships ‘insider’ status offers lead to valuable and even unique insights”. 

Indeed, some of the kinds of embodied, emotional and performed interactions (Ezzy, 

2010) I experienced with participants would not have been accessible had I taken a more 

‘distanced’ approach.  In some cases, participants spoke of the way the representations of 

poetry and art touched them on an emotional level.  

 

This ‘friendship approach’ might initially seem like an easier way to get to talk to, 

get to know participants, a way to achieve a more balanced, ‘genuine’ interaction, and to 

build ‘rapport’ and trust.  Whilst it may seem like an easier way to ease in to the interview 

process for both participant and researcher, I found that it should be taken with caution, 

confidence, a certain level of experience, and rigorous self-care as it is far more complex 

and dynamic in comparison to a more 'traditional' interviewing approach.  The benefits of 

the friendship approach may be that prior relationships with an existing level of rapport 

may provide richer data, however the dual role of family member/friend and researcher 

means that there is a need to constantly balance these relationships, which can place 

additional strain on the researcher.  Issues of loyalty are also cause for concern when 

writing up data as the researcher may wish to ‘protect’ their participants as well as 

wanting to portray their own researcher- self in a professional and positive light.  Given 

that many students often employ friends in their research projects, insights from 

‘friendship as method’ in this thesis could be a valuable pedagogical tool to enlighten 

students vis-a-vis the challenges involved. 
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Narrative poetry and narrative art 

The research-based narrative poetry and narrative art from sportspeople with asthma is, as 

far as I am aware, the first research to contribute towards producing performative 

research in the field of sport and exercise (Chapter 10.0).  Gravestock (2012) argues that 

drawing, if applied effectively, has the potential to enhance research methods in the field 

of sport and exercise science.  And here I draw on multiple feedback from Peter to 

demonstrate the effectiveness of these representations and the emotional bond between 

us. 
I am fascinated by your use of artwork and poetry in your analysis.  I think you are on to 
something really special here!  Seeing images of contributors allows a greater degree of connection 
(even if only imaginary) with the contributor responses.  I believe that we are actually very good at 
connecting with aspects of people through their images in ways not open through the words 
alone.  Some iconic images (Einstein’s sticking his tongue out for example) give a much more 
rounded understanding of people best known by their written work (Peter, Email, 10/06/12). 

 
I think you're doing something that goes beyond being brave and that strikes me as so very 
admirable - it actually allows a whole new means of tapping into emotional response to 
information - or at least an ancient bardic means of tapping into the emotional content if 
information. […] The phrasing, pauses and stylistic mannerisms transport me much more into my 
imagination and to experience more vividly the tale being told.  The information being imparted is 
far richer and potent. This heightened experience of an emotionally painful story is what caught 
me out with your last poem […] you are really getting to me with your poems and I can see 
how powerful your approach is.  Comfortable, no!  But you are really onto something different and 
I hope that the strong emotional response you get from people doesn't put you off (Peter, Email, 
4/08/12).   
 

These narrative poetry and art forms seem to touch participants on an emotional level, 

which seems like a powerful force between researcher and participant.  Merging poetry 

and artistic impressions of participants offers new ways of knowing about research-

participant relationships and about participants’ lived experiences of asthma by ‘letting 

stories breathe’ (Frank, 1995). 

 

11.3.3 Implications for practice 

 

Recommendations for healthcare and sport professionals 

Through the ideal types, I have discussed the implications of these narratives for an 

individual’s sense of self and I now discuss below the implications of these narratives for 

sportspeople’s medical and sporting lives.  I outline how the following aspects could be 

useful for healthcare professional to consider with a patient: History of patient’s 

biography, tapping into metaphors, stigma sensitivity, tapping into the senses, treater-

patient relationship dynamic, athletic identity and Alternative treatment-healing 
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practices.  I also propose the importance of being aware of referring patients to 

alternative healing remedies. 

 

The ideal types and alternative forms of representation (narrative poetry and narrative 

art), offer pedagogical strategies of managing asthma and sporting identities, through 

working out emotions and tapping into the senses.  The following information from the 

data is outlined in Table 11.3.4 which can then be used to enhance understandings of 

athletes’ experiences with asthma, highlighting the benefits and the risks involved with 

playing sport whilst managing asthma. 

 

Recommendations Data findings & application 
History of patient’s 
biography 

Given that social life is a process, changes to people’s health, which 
can be accompanied by medication and patient care, have to be 
accommodated with the patient’s lived ‘biography’.  It seems 
particularly important to be aware of whether a patient is or has 
experienced prior trauma so that the health practitioner can make an 
appropriate referral. 

Tapping into 
metaphors 
 

Through an exploration of metaphors in the data, it seems that tapping 
into sportspeople’s employment of metaphors might help inform how 
they are living with asthma.  For example, talk of ‘beating it’, 
‘overcoming asthma’, ‘fighting it’, ‘struggling’, ‘contesting’, 
‘battling’, ‘fixing it’, ‘asthma attacks’ or ‘curing it’ might highlight 
the way the individual is fighting asthma.  Being aware of the way an 
individual talks of an ‘asthma attack’ or an ‘asthma episode’ might 
begin to assist the healthcare practitioner to tap into the way an 
individual employs metaphors to describe their asthma.  This might 
help practitioners to communicate more effectively with patients. 

Stigma sensitivity As similarly highlighted by Reece, Tanner, Karpiak, and Coffey 
(2007), health practitioners working with individuals who live with 
asthma should include considerations for patient sensitivity to social 
stigma.  This stigma might be felt more by sportspeople because 
fitness is so highly valued.  Some participants express how breathing, 
rhythm and performance are inextricably linked, which might be 
associated with the ‘refractory period’ (McArdle et al., 2007).  A 
physical warm-up where athletes can ‘find their stride’ and develop 
‘breathing patterns’ appears to be preferable, given the stigma 
attached to steroid treatment (Cardona et al., 2005) within sports. 
Sports professionals (e.g., coaches, PE teachers, sport psychologists, 
physiologists) also need to be sensitive and aware of athletes with 
asthma and the social stigma that is attached to this condition, so that 
communication is improved in order to enable athletes better to 
manage and live with their asthma in sporting environments. 

Tapping into the 
senses 
 

It seems important, given the focus that some sportspeople place on 
the sensory knowledge of asthma, for practitioners to be aware of how 
to ‘tap into’ the sensory dimension, so that they can encourage others 
to learn to understand their asthma by listening to their bodily-felt 
sounds.  It seems that sportspeople draw on their aural and visceral 
senses to work out ‘how they are doing’ Hockey (2006) with their 
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asthma.  Whilst bodily sounds from their asthma, particularly 
coughing and wheezing, seem to heighten an awareness of the stigma 
attached to asthma, bodily sounds also heighten levels of self-
understanding.  Practitioners would benefit from understanding this 
‘trial and error’ approach and passing on this conscious awareness to 
amplify self-understanding in order to engage in sport effectively and 
enjoyably. 

Treater-patient 
relationship dynamic 

Trust and faith in the treater-patient relationship seem to be salient for 
patients.  As researchers have noted, a patient-centred approach is 
paramount for those with asthma (e.g. Nunes et al., 2009).  Empathy, 
care, respect, trust in the patient and an awareness of transference 
issues are important considerations for healthcare practitioners and 
sports professionals (e.g., coaches, PE teachers, sport psychologists, 
physiologists) so that sportspeople can communicate and receive the 
most tailored and appropriate treatment. 

Athletic identity 
 

It is also important to be sensitive to patients with a strong athletic 
identity, given the way in which asthma may contest their ideal sense 
of self and thus have implications for how they ‘adapt’ to the onset 
and diagnosis of asthma. 
Sports professionals (e.g., coaches, sport psychologists) need to be 
aware of and sensitive to the seriousness and threatening nature of 
asthma for some athletes when working in sport, so that they can 
adhere to an athlete’s duty of care. 

Alternative 
treatment/healing 
practices 
 

Given the advantageous effect of mind-body practices that some 
participants described in my research, it seems important that 
healthcare practitioners are aware of different mind-body practices 
and are able to refer patients to appropriate mind-body practitioners?, 
particularly if standard treatment via inhalers does not seem to work 
effectively for athletes to enable full sports participation. 
Sports professionals (e.g., coaches, sports psychologists, 
physiologists) need to be aware that warm-up practices during the 
‘refractory period’ may be preferable to taking inhalers (particularly 
those that contain steroids) particularly given the stigma attached to 
steroids.  Sports professionals would also benefit from being aware of 
the risks involved in reducing use of asthma inhalers. 

Table 11.3.4 Table outlining the key recommendations for healthcare and sport practitioners 

 

11.4 Limitations and strengths of the study 

As with any research study, there are inevitably strengths and limitations, and I discuss 

these here whilst also considering how I might, with hindsight, have done the PhD 

differently, if I were to conduct the research again.  Firstly, an issue is the sample I 

employed.  The type of sampling approach I utilised should not be considered to represent 

the population being studied; all participants were white, middle-class and well-educated.  

Many argue for the need to investigate less ‘well off’ populations and this could certainly 

be explored in future populations.  Peter highlights evocatively the reasons in his 

interview: 
You could literally go down a set of stairs in Glasgow, from the first world into the third world in a 
flight of stairs and you travel from people who’ll live 15 years longer than the people at the bottom 
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of the steps. […] the contrast was startling. So [inaudible] who suffered with asthma which let you 
be labelled disabled and you could still get about would actually be a bit of a boom.  They almost 
saw it was a good thing because it would increase your income and you managed to move around 
and have a good life… and for those who had never been in employment is um not a bad trade off.  
So it’s very interesting to see that mindset from the middle class one at the top of the steps.  People 
who didn’t rent their houses, but bought them.  Um… saw having any… eating or wrinkles was a 
disaster [laughs] and severely effected the perception of themselves.  It was really very interesting 
to see how different those 2 worlds are (Interview 1, 12/01/10, 794-808). 
 
Additionally, I told participants that the title of my study was “Sportspeople with 

asthma” with the exclusion of the word “asthmatic” and this may have unknowingly 

influenced identity narratives, in terms of the way that many of the sportspeople referred 

to themselves as ‘sportspeople with asthma’.  A wide collection of different sports may 

also have been an issue. A focus on one type of sport may have been beneficial because I 

may have been able to establish some commonalities between participants and possibly 

attributed these to the sport.  With researching multiple sports, it may be that there are 

differences between individual sports and team sports given the ‘jock culture’ 

surrounding many team sports.  However, I did not focus on this issue and this could be 

something that is followed up in future research. 

 

There are also various limitations of interviews, which were discussed in the 

methodology chapter.  Because of the time-consuming and in-depth nature of interviews, 

qualitative research relates mainly to interviews conducted on a small-scale, at least when 

a single researcher is involved. Additionally, a face-to-face interview may make the 

interviewee feel uncomfortable and also raises issues of self-presentation when 

interviewees attempt to present themselves in a positive light.  Nonetheless, it is 

important to recognise that I was not a ‘Miner Interviewer’ digging for ‘truth’ but a 

‘Traveller Interviewer’ embarking on a journey alongside participants.  Issues of 

participant self-presentation are also not confined only to interview-based research. 

 

The subjective nature of my approach may be subjected to critical scrutiny, 

particularly from more ‘traditional’ (positivist) perspectives requiring a separation 

between the researcher/s and the participant/s (Douglas & Carless, 2009; Johnson, 2009; 

Tillmann-Healey & Keisinger, 2001).  Whilst my ‘insider approach’ could be deemed a 

limitation of the study, as discussed in the methodology, a countervailing argument is that 

researchers who do not discuss their own personal experiences and emotions during the 

research process are actually being dishonest (Sparkes, 2002).  What is more, the reader is 
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not made aware to what extent the researcher is conscious of his or her own biases and 

assumptions and at least attempts to ‘bracket’ these to some extent.  Therefore, I 

intentionally and consciously acknowledge and integrate emotional experiences into my 

research as a way to become a reflective researcher (see also Tillmann-Healey & 

Keisinger, 2001), and as is commensurate with the sociological-phenomenological 

approach I adopted.  I included the influence of the relationship between the researcher 

and participant and produced data emerging from that interaction.  This approach has 

enabled me to share the Traveller Researcher experience with my participants through 

stories, narrative poems, and art and I believe created openness for participants to share 

and reflect more deeply.  Participant feedback also enhanced credibility and 

trustworthiness of the study.  This leads me on to discuss the dissemination of my PhD. 

 

11.5 PhD dissemination 

 

Academically 

I have already begun to disseminate various aspects of my research at conferences 

(British Psychological Society, PsyPAG, Psychology of Women’s Section Conference, 

and 6th Meeting of the Transnational Working Group for the Study of Gender and Sport, 

and in journal publications (Qualitative Inquiry and International Review for the 

Sociology of Sport).  There are various other academic publications to which I intend to 

submit papers about innovative methodological approaches, as well as the substantive 

findings, for example; Social Science and Medicine, Qualitative Health Research, 

Qualitative Health Psychology, and International Review for Sport and Exercise 

Sociology, Auto/biography Yearbook, Journal of poetry therapy, Psychology, Health & 

Medicine, Qualitative Sociology, Qualitative Research in Sport, Exercise, and Health, 

Qualitative Research, and Qualitative Research in Psychology.  I also aim to write a book 

on asthma and ‘breathing stories’ for athletes with asthma, coaches and healthcare 

practitioners.	  

 

Wider audiences  

I am exploring the idea of working with Asthma UK to distribute the narrative poems and 

narrative art for patients at asthma clinics: Poetry in Asthma Clinics (PAC).  This would 

be with an aim to tap into the healing environment of those with asthma so that poetry 

may be used as a pedagogical tool.  Imagery is what occurs when poets use words that 
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appeal to our senses (Hogue, 2006).  We perceive, through his or her words, a sense idea 

or image (Hogue, 2006).  These images together with narrative art can appeal to the 

senses (Hogue, 2006).  Imagery is important in a poem because it is language that allows 

us to be transported to place, time, and experience, which, if the image is effective, allow 

us to understand the emotion being conveyed in the poem (Hogue, 2006).  Imagery 

allows the poet to ‘show’ us rather than simply telling us (Hogue, 2006).  Therefore, 

narrative poetry and art could be used as a pedagogical strategy to heighten self-

awareness and self-understanding. 

 

According to some phenomenologists, we can only know the world through the 

senses; we must perceive first and reason second (Hogue, 2006).  Imagery is believed to 

be critical to understanding (Hogue, 2006).  In this way, as previously noted, some would 

argue that poetry has the potential power to unite the poet and the reader/listener in the 

exact impulse or experience that led the poet to write the poem in the first place.  

Furthermore, if poetry can tap into an individual’s ability to ‘do imagery’ and this is 

critical to understanding, then perhaps this can be used as a starting point to help a person 

recall their own previous experiences, learn relaxation techniques, build confidence, and 

desensitise anxiety reactions (Paivio, 1985).  In addition, the chances that a memory will 

be retained and retrieved are much greater if the image touches deeper structures in the 

brain, operating both the verbal and image memory (see Paivio, 1985 for detailed 

description of dual coding theory).  Poetry could be used in this way with the intention of 

being a pedagogical tool to prompt imagery ability by engaging the senses and 

consequently work with the ‘learning experience’ of asthma to heighten self-

understanding.  This leads me to discuss future directions in which this research might 

lead. 

 

11.6 Future directions and reflective deliberations 

I would like to conduct workshops to in asthma clinics with the asthma patients about 

how narrative art and poetry can be a mode of expression and a way to engage 

emotionally and sensually with their experience of asthma, which might heighten 

reflection and self-understanding.  Research could explore how such workshops might 

work as a pedagogical tool to heighten self-awareness and self-understanding.  

Additionally, the typology could be used as a framework to help practitioners and patients 

understand their experiences of asthma.  This might also be extended, to help with the 



	  

	  

299 

understanding of other respiratory diseases such as cystic fibrosis and/or people with 

cardiovascular conditions, which also affect the respiratory tract.  Research could also 

explore narrowing the focus of sport concentrating on particular types of sport (individual 

or team).  The extant data, although not a specific focus of the current study, highlight the 

development of specific breathing patterns amongst runners and swimmers, which could 

provide an interesting area to develop, including via phenomenological analyses.  The 

following questions are examples of those that emerged from this research:  

 

Emerging questions from this research: 

How do aging narratives guide perceptions of asthma and sporting embodiment? 

What influences the length of time to ‘adapt’ to asthma? 

Does ‘resilience’ influence an individual’s adaptation to asthma? 

How might we explore the shifts between these ideal types? 

Can these ideal types be useful to framing an understanding of children’s experiences of 

asthma in sport? 

What mind-body practices are particularly useful for sportspeople engaging in sport? 

How do merging multi-methods (e.g., poetry and art) provide new ways of knowing? 

 

Reflective deliberations 

At this point, I would like to make some closing points about this particular research 

journey I have been on over the last three years.  To draw from Etherington’s (2007) 

‘Becoming a reflective researcher’ and Douglas and Carless’ (2008) ‘Nurturing a 

performative self’, I reflect on the last three years and consider how much I have learnt 

during my 3 years as a PhD student and qualitative researcher.  I have learnt a great deal 

about interactions and relationships; participant – researcher; supervisor – researcher and 

the fluctuating nature of dynamics between relationships.  I think the most important and 

valuable lessons I have learnt have emerged through relationship interactions: friendship 

as method is much more complex and challenging than I initially realised.  I have learnt 

about the emotional and embodied nature of interviews and the need to reflect on these 

processes, as a researcher can easily lose themselves amidst the many stories they hear 

from participants.  I have had to recognise the power of transference and the importance 

of self-reflection and self-care.  I hope to continue learning, researching, ‘travelling’, 

healing alongside others and developing healthy relationships with people.  As I prepare 
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for my viva I realise how many have walked in the path before me and tentatively wait, to 

begin my next journey where another chapter waits to be written. 

 
 

Appendices: Appendix I: Confessional Tales of a Traveller Interviewer 
 

Similarly, to Chan (2003), expressive writing of poetry was adopted as a way to reflect on 

past experiences, which were triggered in the first and second year of my PhD.  There 

were memories I was trying to block during the interview and so writing was also a way 

of making sense of things so that they would not continue to intrude on further interviews 

or during any other living experiences.  I also felt that writing was a way of creating some 

distance with fears and traumatic past events.  I experienced a complexity of emotions, 

which acted as a source of increasing self-understanding.  I have not included many of 

these poems here but instead have included six confessional tales about lessons I learned 

during the research process with various participants.  The six tales are called: When to let 

go; I cannot save him; When things get too much; Creating chaos; Preferred sense of 

selves; Restoring the balance. These tales show what the potential risks are of employing 

family members in research and the tensions involved. 

 

I.I When to let go [27/02/10] 

I send a text to Olena when I return home, thanking her for such a lovely weekend and 

tell her that I’ll be in touch.  I also thank her for the email she sent me.  I text her 2 times 

to see how her diary is going, but I do not receive a reply so after about a month I send 

her an email (07/04/10): 
Hey Olena, 
I just wondered how the diary was going. 
Best wishes, Helen 
 

I hear nothing.  I discuss this with Jaqui and consider some reasons why she might 

not be in contact.  But I cannot help blaming myself. Jaqui urges me not to blame myself 

but I just cannot help it.  I feel that perhaps on the last day I might have pushed her into 

‘admitting’ things that she might have felt discredited her.  So I try again giving her the 

opportunity to take out anything that she might feel uncomfortable with.  I construct an 

email and send it to Jaqui for her to proof read it.  She approves the email and I send it 

(14/05/10). 
Hi Olena, 
How's things? Haven't heard from you in a while so hope you are well and your nursing is going well. You 
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are probably really busy with all of that understandably! 
Just thought I would email you the interview transcript so you can have a read through it. Feel free to edit 
anything if you are uncomfortable with anything that you said or would like it amended or removing from 
the record. 
Would be great to hear back from you, and thanks again for getting involved in the research and your great 
hospitality over the weekend. I really appreciate all the effort you put in. 
Best wishes, Helen 
 

I send her a text to say that I have sent her an email and I would appreciate a 

response. 

I hear nothing. 

I think over and over and over the whole weekend that I spent with her.  I think we 

had a good time.  We took lots of photos and she seemed like she enjoyed showing me 

round the place.  I cannot understand why she is ignoring me. I feel hurt and upset that I 

invested so much into the weekend and whilst she did too, she has not kept her word.  

The weekend was really hard work and I feel really let down.  I do not contact her again – 

I have to ‘let it go’. 

However, ‘letting go’ is harder than I think, because even now, whilst writing this 

[06/06/12] I am still interested and worried.  I even wonder whether she is still alive. I 

consider that she might have died or is struggling with her life particularly knowing how 

much trouble she has with her asthma (going in and out of hospital)…  So I decide to 

google her name - I find that she has a fundraising page to raise money for Asthma UK 

by running a half marathon.  She has raised over £1500 so she is clearly very passionate 

about being involved in raising awareness of asthma.  I consider making one last attempt 

to re-establish contact by offering a donation as it must be such an achievement for her, 

but I decide against it because I should respect her wishes to not be in contact; she knows 

where I am if she wants to ask how things are going with my research or contribute 

further.  She might also perceive it as harassment.  But I still struggle and am hurt by why 

she might have lost contact with me, especially after having spent a whole weekend with 

her after travelling 9 hours as well as her passion for being involved in Asthma UK.  I 

have written poems and drawn from her photo that she gave me and I would like to share 

them with her.  I am still tempted to send these to her but I am not sure I can stand to be 

ignored again without an explanation.  I don’t know what I did wrong, but all I can do is 

try and ‘let it go’ and honour her quiet wishes. 

 

I.II I cannot save him [13/04/10]  
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I’m not sure that we should be sat on Ivor’s bed doing the interview, but he is in such 

pain and needs to lie down.  He lies down on one side of the bed and I sit on the other 

side and place the recorder in the middle, on the panda, which is sat between us.  I am 

concerned about his pain and about ‘crossing lines’ but we’re good friends and during 

this second interview, Ivor says that he “must do more of these interviews every day.  It 

feels definitely like breakfast television.”  I laugh and he continues, “but we’ve got the 

protective panda between us so nobody can cross the line”.  It seems that Ivor is aware of 

these concerns as well.  Ivor seems much more relaxed during this interview, despite his 

pain.  He seems much more vulnerable today and tells me that his operation is in four 

weeks.  He says, “I’m scared. I’m not scared of many things. I used to be scared when I 

mountaineered but that’s why I did it.  This is a different sort of scared, cos it’s not me 

who’s clinging onto the rock and moving me feet, it’s somebody else aaaand… I don’t 

think it’s because it hasn’t been done very many times, it’s just cos… I think I’m scared of 

it not working. Um… because I don’t really want to be in this--, this is a last resort 

thing.” 

I’m scared too.  I’m scared of what he’ll do if it doesn’t work.  I worry that his 

jokes in the past are not jokes.  Perhaps he really will ‘cut his head off with a machete’ 

and perhaps he will kill himself if this doesn’t work.  I’m scared. 

He continues, “I think last time I had a major operation, which is when I went to 

India, I was so low and so ill I didn’t actually care what the result was, because I had no 

quality of life at all, because I couldn’t really move or do anything so… there was nothing 

to lose, but now I’ve got… a reasonable quality of life at the moment […] and my 

children. […] I wouldn’t wanna lose that.” 

Phew - he seems to have some hope and family around him. 

“In the meantime [yawns] my psychiatrist tells me I’m doing okay,” he says. 

Phew - he has help for his mental well-being.  I remind myself of my role as a 

researcher and think about where my responsibilities lay, but I also cannot help feeling 

the way a friend would feel, how a friend cares.  I care about him and I don’t want him to 

go and have the operation; I don’t think it’ll work, but I keep quiet and just hope for the 

best for him. 

I stay for dinner with him and his son.  We all chat and he banters with his son.  

After dinner, I’m exhausted and he says I can stay on his sofa before heading back home 

the next day. 
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Four weeks go by and I send him a text to see how he is after his operation.  He 

calls me, which I’m surprised about and... for a split second, I wonder whether I should 

answer.  Of course, I answer.  He chats to me from the hospital.  He’s high on painkillers 

and completely delirious.  I worry about saying the ‘right things’ so I just listen.  I think 

he just needs to hear a familiar voice and for somebody to listen, somebody to care.  I 

think to myself that this is probably not my role as a researcher, but he is my friend as 

well and a friend would check to see if he is OK, so I do.  I cannot help caring.  He ends 

the conversation and I breathe heavy sighs of relief - relief that he has woken up after the 

operation, and relief in the hope that I have not said anything ‘wrong’.  Phew, he has 

'made it' through the operation… so far.  I sit there stunned, feeling numb and start 

worrying about how he will recover from this. 

A week later, I send him another text to see how he is and he replies, “yeah...will 

just reach for the pethedine and whisky tonight!!!!” 

I’m scared again – more threats of him risking his life, but I don’t know what to 

say. I stick to the practicalities and ask, “How’s the remote?” and he replies, “it numbs 

it...but not a miracle cure! You are meant to be in winch giving me a hug....plonker!!!” 

and I respond guiltily, “Sorry”. 

The following week I go and visit him and I’m not sure how prepared I am.  I 

think about how this is probably outside my role as a researcher investigating asthma, but 

he’s my friend; it’s my duty as a friend.  I’m visiting him as a friend, but I have to be 

aware of my role as a researcher in this process as well now. 

I walk through his flat door, which is left on the latch. 

“Hey!” I call chirpily. 

“Hey! Come on in. I’m in the lounge” he calls in his deep ‘gentlemanly’ voice. 

I walk into the lounge and see him lying spread out on the floor with the cricket 

playing on TV.  I sit down on the floor next to him, smiling to him on the outside but 

panicking on the inside. 

“I brought you a pressie” I say passing him the picknmix. 

“Awwww… just what I wanted!” he exclaims turning his head towards me.  “It’s 

the little things” 

I'm pleased. “So, how are you feeling?” I ask tentatively. 

“Like shit!” he replies, “But better now you’re here and my Mum’s coming in a 

bit. My sister’s been tidying up, her OCD comes in handy sometimes!” 
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He starts telling me about his operation.  All of this is also exacerbating his 

asthma and during our conversation he has a coughing fit and takes his inhaler.  

Afterwards, he shows me his neck. 

“Look!” he says turning his head.  I see the shaved patch on the back of his head 

where the red swelling stitching trails up his neck.  He turns telling me about where the 

surgeons planted the box into his stomach.  He grabs my hand, pulls his top up and places 

my hand on his ballooned stomach.  I feel a hard lump poking out of is fleshy stomach; it 

feels weird. I see it poking out.  I don’t want to pull my hand away, because I don’t want 

to offend him, but I feel physically sick.  I feel immense sympathy for him but I feel that 

he doesn’t want sympathy from me.  I think sympathy would offend him. 

Who has he become? Who have I become? I feel like I'm losing touch…  He 

seems less humane; he seems alienated from me, like a cyborg, like ‘machine’ has 

invaded him.  I feel angry towards the medical profession because I think that they have 

taken advantage of him; have they just used him as a guinea pig?  It feels like he has been 

de-humanised.  He keeps hold of my hand and carries on talking about where the wires go 

up from the box and into his brain. 

“Feel!” he says dragging my hand to his shoulder and rubbing it onto his shoulder 

“You can feel the wires going up over my shoulder” 

It feels strange, weird.  I feel the nobbly wires poking out of his skin and feel sick.  

I feel bad and guilty for feeling sick because I wouldn’t want him to know that I felt like 

that towards him – what would he think if he knew I was feeling this way?  I feel so sorry 

for him, but this is what he wanted to do. 

A few months later [07/09/10], he sends me an email entitled “Runner 

extraordinaire” writing “not for distribution! -- Cheers” with a photo of himself attached; 

a photo of him running in a triathlon. 

Oh god! 

I fear that because of our changing relationship, he is trying to impress me as a 

researcher, and is seemingly forgetting me as a friend (or vice versa), by providing me 

with a ‘heroic story’ at the expense of his health. I wonder whether he is trying to ‘prove 

his masculinity’… but then I wonder whether he just wants someone to witness his pain 

and all I can do is just that - witness it - I cannot save him.  I find this hard.  It makes me 

think about, and problematise the concept of how a researcher is not meant to 

‘influence’ the research.  Maybe I wanted to include him in this research to help him. 
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I.III When things get too much [21/04/10] 

I leave the Research Unit session feeling exhausted.  The emotional work was extremely 

hard during the session.  I feel relieved when the session is over and I can escape feelings 

of entrapment and discomfort.  I know I need to start preparing for my interview with 

Eve, but I haven’t left myself much time to recover emotionally.  We’ve organised to 

meet in the café on campus because she is an MSc student, which is how we met.  I’m a 

bit nervous about it, because I keep thinking about noise and other people intruding on 

our interview.  But when we meet we find a quiet spot in the corner on the sofas and it 

feels OK.  The interview seems to be flowing well… but then she starts going into some 

detail about a car crash she was involved in.  It’s incredibly difficult to hear and I start 

feeling angst about what she is telling me, especially when she talks about flashbacks. 

“Yeah you have to have had um... like flashbacks, nightmares... um... like intrusive 

memories... and all that for... I think it’s, it’s 3 or 6 months before they can diagnose you 

with post-traumatic stress disorder otherwise it’s just the reaction of the incident...” 

I start fearing my thoughts.  My thoughts about my own intrusive memories, my 

own flashbacks, but I had never labeled them with such terminology.  It triggers my 

memories of the night terror I had during last year.  I try and ‘park’ these thoughts while 

we carry on with the interview.  But I struggle through the interview – the car park in my 

head is becoming more like a multi-story car park and I need to drive some cars out of it 

before it becomes full, but at the moment they’re whizzing round and round trying to find 

a space.  I can’t help thinking about post-traumatic stress, the intrusive memories and 

flashbacks.  I’ve never really thought about applying these things to myself… I realise 

that I’m struggling so I try and draw the interview to a close after about an hour and a half 

by asking her if she would mind filling in a diary when she goes away on her holiday.  

She agrees and we arrange to meet again when she gets back.  I say goodbye and feel 

relieved that I was able to maintain a brave face and keep it all together (I think!). 

Afterwards, I walk back to the office, dazed and muddled.  I start feeling 

completely lost and panicky.  I knock on Jaqui’s door and thankfully she’s still in. 

“Come in” I hear Jaqui call. 

I open the door and stand apprehensively by the doorway, trying my upmost to 

hold it together, but I can’t.  She looks up at me concerned. 

“Um, I’ve just had an interview and er…” I can’t finish my sentence and burst 

into tears.  I completely break down in Jaqui’s office and start sobbing, crumbling in front 

of her.  I fall into the comfy chair beside her desk and she listens kindly and patiently as I 
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blurt out how hard the last interview was.  I’m not used to such kindness, such patience; I 

keep waiting for her to change her tone, to tell me off, to kick me out, but she doesn’t.  I 

start feeling guilty, guilty about how little she knows about me; surely when she finds out, 

they’ll will wish they had chosen someone else for this PhD.  I tell her how bad I feel 

about myself, how ashamed I am and how difficult I am finding all this.  I bury my head 

in my hands, in shame. 

“Aw Helen” she reaches out to me.  “Have you thought about going on a break?” 

She suggests gently rolling her chair closer. 

The suggestion horrifies me, but perhaps she is right.  That interview was too deep 

– I wasn’t ready.  Maybe I have been doing too much.  It feels all too much today and I 

feel that I can’t handle it all.  I’m not ready to handle other people’s trauma without 

dealing with my own first.  I didn’t even realise I had any of my own to deal with… until 

today.  How can I possibly take a break though? 

 

I.IV Creating chaos [10/06/10] 

I’m round Molly’s house for a cup of tea and there’s a knock at the door. 

“Oh, who’s this?” she gets up and answers the door leaving me at the kitchen 

table. She answers the door and it’s the police.  It’s about one of her foster children.  She 

fosters 3 children who live with her in addition to her own 2 children.  I’m starting to 

realise how impossible it is to get just 5 minutes with Molly without someone interrupting 

us.  Molly always has a drama going on in her life.  She is at university as well; her life is 

packed.  She goes out and drinks with the students and tells me about a particular night 

out.  She’s dancing on the table, falls and gashes her arm, and gets rushed to hospital. She 

laughs about it and it’s another one of her ‘crazy stories’.  Molly has told me that she has 

endured domestic violence in the past and I recognise the patterns of behavior she 

displays from articles that I have read and from personal experience.  But I think the 

hardest bit for me is when Molly shouts abuse at her husband and calls him names; I fear 

that she is starting to engage in a ‘cycle of abuse’ with her husband. But maybe it’s just 

me… I’m just sensitive to such things. Her whole household is loud and chaotic. So I’m 

finding it increasingly harder to be around her drama, her busy lifestyle, her eating 

obessions and her loud ‘craziness’.  I get the impression she is running, running from her 

conflicting past.  I think it’s too much of a reminder of what I have been like in the past.  I 

have been running from my past instead of slowing down and finding peace.  It’s a tough 
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reflection to watch because it’s a recent ‘past self’ that I am trying to distance myself 

from.  I think I have enough of my own ‘craziness’ to deal with. 

 

II.V Preferred sense of selves 

My venture into this research project was initiated by a personal interest with my 

Granny’s stories.  The negotiations and ‘footing changes’ are highlighted in the ‘getting 

to know participants’ chapter.  However, during the research, hearing Granny talking 

about ‘the good old days’ placed her in a different light to me.  Instead of her being just 

‘Granny’, she is a fascinating person; she was young once too (of course!).  Now, 

Granny’s faltering hearing is a reminder of how old she is getting.  Her hearing is getting 

worse.  I notice how frustrating this is for her and for others around her.  She often 

defensively responds “Eh?” sharply, much to the annoyance of others who then have to 

repeat themselves and raise their voices as if they are an English person shouting at a 

confused foreigner.  I watch Granny frown and get cross with other people for 

“mumbling’.  Other times, when she’s watching TV, or speaking on the telephone she’ll 

pragmatically adjust or remove her hearing aid. 

I look at Granny sitting plump in ‘her chair’ and am reminded by how much 

weight Granny has gained over the last 20years.  As a child, I remember sitting at the 

dinner table, eating my tea, and looking up to see her as a straight slim figure, staring 

outside, inhaling a cigarette by the ‘French doors’.  This was just after Grandpa died.  She 

must have been about 60years old then and soon after she stopped smoking.  I think about 

how much she has changed shape during the years that have ensued. 

I sense Granny reminiscing many times and trailing off into thought when she’s 

telling me these stories.  There are many silences.  When Granny speaks about Grandpa’s 

experiences, unsurprisingly this often evokes emotions and triggers memories of Grandpa 

in me.  Grandpa died when I was 3years old and so these stories also painted pictures of 

who he was as well.  During our chats, I say to Granny how “I remember when you 

moved here and I remember... I’ve got memories of Grandpa here.” 

“Oh yes, in fact, I’ve got pictures that you’ve drawn for him” she replies. 

“Really?” I ask. 

“Yeah, yes I have” she repeats. 

“Aw, I’d like to see them” I suggest. 

“Yes, well you can.  I know where one is anyway, definitely.  Mmmm…. Oh yes, 

you drew him pictures and your brother drew pictures for him…” 
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I watch her drift into some place deep in her memories for a few moments… until 

she says, “um… I’ve your pictures here.  Amazing.  I must find them for you and let you 

see them”. 

“Mmm, yeah I’d like that” I reply. 

As Granny tells me her stories in great detail, it strikes me that life was much 

slower in those days and it feels like that they were able to enjoy it more, despite the war.  

Nowadays, it feels like it is more difficult to really enjoy life, because of the 

technologically fast-paced life; sometimes life feels more like a race… but to where?  

However, there is a moment amidst the bustle and busyness of everyday life when I take 

stock of the reasons why I might have started taking my own daughter to ballet: 

 

White leotard, pink tights 
White leotard, pink tights, 
She’s smiling, happy, 
Pointing her petite ballet feet, 
Floating arms, 
Young, dancing, carefree. 
 
A reflective, difficult, careful decision, 
She’s just old enough; having lessons, 
Showing off her natural ability, 
Flexibility, letting go in a slim body. 
 
Hearing whispers of my own ballet teacher, 
Warning me never, 
To give up ballet ever, 
When transferring schools. 
 
Memories of me begging, 
Mummy, please take me to dancing, 
PLEASE! 
Never finding, was she ever listening? 
As her life was spinning, 
From her husband dying. 
 
Un-blaming; a sad understanding. 
 
Re-looking, 
White leotard, pink tights, 
She’s smiling, happy, 
Pointing her petite ballet feet, 
Floating arms, 
Young, dancing, carefree, 
Reclaiming this back into the family. 
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A glow inside, 
As I realise, 
Part of me is providing, 
For a child in me, caring, 
Who was lost years ago. 
 

When I give Granny her own narrative poems (that I constructed from the 

interviews) to read she thanks me.  She takes them to read them quietly in her room by 

herself. Later that afternoon, when she emerges she seems quiet and thoughtful.  I am not 

sure whether she has read them or not.  She sits down in the lounge and I offer her a cup 

of tea. 

“Oh yes, that would be lovely, thank you” she replies smiling.  I go into the 

kitchen and pour her a cuppa and take it in to her.  I sit down on the sofa next to her and 

sip my own tea.  After a while, I eventually ask what she thought about the poems.  

“So what did you think Granny?” 

“Yes, yes, hmmm…” she replies thoughtfully, “Well I mean they are just so 

accurate!  I don’t know how you remember it all!” 

 Later that month, on the phone to Granny, I ask her to reflect on how this has been 

for her. 

 “So, how do you feel about taking part in this ‘research’ when I ask you about 

your experiences?” 

 “Oh, I don’t mind at all!” she responds.  “As long as I make sense in all the 

replies. It doesn’t worry me at all.  No, no. You can ask me anything at anytime... but not 

if you’re desperate for money, that’s different!” 

 One day though, I call Granny and she answers with a tone of ‘nuisance’ in her 

voice. 

 “Oh, what is it now?” she says. 

 “Er… I was just calling to see how you are Granny” I defend quickly. 

 “Oh, oh right, well yes I’m OK” she answers and continues to tell me about her 

busy diary.  I avoid mentioning anything about the research because I sense that she is 

getting annoyed with it.  The research feels like it is interfering with our relationship now. 

I am worried that she thinks I only call to ask her about the research. 

This year (2012), however, we’re at my Mum’s birthday party and I’m sat next to 

Granny amidst a group of 16 of us.  She asks about my research and how things are 

going.  I tell her how I am drawing my participants from the photos they gave me and 
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merging them with the poems.  She sounds fascinated and says proudly, “Oh, I think you 

have such wonderful ideas, you really work hard, you really do.”  I smile and feel warm 

inside. She touches my arm and says, “But… please don’t lose anymore weight darling”.  

It seems that Granny’s preferred and strong sense of ‘caring self’ really shines through 

the most with our relationship. 

 

 

 

I.VI Restoring the balance [26/03/11] 

As mentioned in ‘Getting to know participants’ the initial encounter with one of my 

family members that I decided to interview was awkward and difficult.  After the first 

interview, I decided not to pursue another interview as I felt that it would cause too much 

disruption to our relationship.  I felt that I shouldn’t intrude or disrupt the power balance 

between us.  On further family occasions, I felt an increased tension between us and I was 

keen to restore the power balance previous to our interview encounter. 

It was not until over a year later that I was able to sit down with her and give her a 

poem that I had written constructed from the interview data.  Her boyfriend was with her 

and she sat down excitedly.  I passed her the poem apprehensively; nervous of her 

reaction and wondering whether her boyfriend should be reading it with her.  I watched 

quietly as she read it to herself.  She seemed keen to let him read it with her, so he read it 

over her shoulder.  I smiled uneasily in the hope that this might ease tensions between us; 

she would have some insight into what I was doing with her story.  I watch as she laughs 

every now and then, nods with some ‘ahhhhs’ and points to the ‘funny bits’ in the poem, 

looking back at her boyfriend.  They both seem to be enjoying it and my anxious body 

starts relaxing.  As I see her coming to the end of the poem I sit patiently and 

apprehensively.  She looks to her boyfriend and then to me, 

“Awwwww… that’s really cooool!” she exclaims. 

“Aw good” I reply with relief.  She gets up and we hug warmly. 

“I really love it!” she says looking back down at it. “Thanks Helen” 

“Hey, they’re your words” I say. 

“Well, I love it” she says.  I feel relieved to have the balance restoring and her 

angst about the research easing.  It’s a relief for me and it seems like a relief for her as 

well.  I think some power dynamics are better left untouched in the future. 
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Appendix II: Participant information sheet 
 
 
Thank you very much for considering being part of this research project.  This study is 
dedicated to exploring the experiences of sportspeople with asthma. 
 
This participant information sheet provides details of the research process, your 
involvement as a research participant, and your rights in the collection, analysis and 
reporting of data.  Please ensure that you read this information carefully and are clear 
about the research process prior to signing the participant consent form overleaf and 
committing to be part of this research project.  If you have any questions, please do not 
hesitate to contact me.  If you decide not to take part there will be no disadvantage to you 
of any kind and we thank you for considering our request. 
 
This project is being undertaken as part of the requirements for my PhD in Sport and 
Health Sciences and you have been approached to participate in this study because you 
are an individual who experiences asthma and sporting/physical activities. 
 
Should you consent to take part in this research, your participation will require you to be 
interviewed on more than one occasion over a period of a year, by me, the researcher, on 
your experiences relating to sport/physical activity and asthma.  As a guide, I anticipate 
around 4 interviews but less or more may be undertaken, according to your availability 
and preferences.  Interviews will last approximately 60 minutes (but according to your 
wishes) and will be conducted at a venue of your choice. 
 
Note: this project involves an open-questioning technique where the precise nature of the 
questions which will be asked have not been determined in advance, but will depend on 
the way in which the interview develops.  Consequently, although the Ethics Committee 
is aware of the general areas to be explored in the interview, the Committee has not been 
able to review the precise questions to be used. 
 
In the event that the line of questioning does develop in such a way that you feel hesitant 
or uncomfortable you are reminded of your right to decline to answer any particular 
question(s) and also that you may withdraw from the project at any stage without 
disadvantage to yourself of any kind. 
 
Additionally, you may be asked to complete a diary to write any reflections that you may 
have relating to your sporting and asthmatic experiences. This will require a minimum of 
one or two entries per week for approximately 8 weeks during a time period arranged to 
suit to you. 
 
You are free to terminate the interview and diary record at any time, and request that your 
interview transcript and diary record be discounted, without prejudice.  The interview will 
be transcribed from audio tape by me.  After transcription, I will forward a copy to you 
for you to check over, and at this point you may make alterations to any aspect of the 
interview transcript.  You may also choose to have the interview tape and diary returned 
to you after the research has been written up.  In interview transcriptions, your name and 
identifying characteristics will be changed, and in reporting the research, pseudonyms 
will be used, and other details will be changed to protect your identity as much as 
possible. 
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I, and on occasions, my supervisors, Dr. Jacquelyn Allen-Collinson and Professor 
Andrew Sparkes, will be the only people with access to raw data until the research is 
completed.  The data will be held in electronic format on a memory stick, and in a hard 
copy, in a locked filing cabinet.  The reported findings will be sent to you for your 
approval prior to thesis submission or publication of any articles off the project.  You 
have the right at this point to request that specific data from your interview or diary 
record are removed. 
 
The research is being undertaken by me, a student at the University of Exeter for 
completion of my PhD in Sport and Health Sciences. If you have any queries or concerns 
about the research at any point please feel free to contact either myself: 
 
Helen Owton 
Tel: 07828 949215 
Email: ho223@exeter.ac.uk 
 
Or my supervisors: 
 
Dr. Jacquelyn Allen-Collinson   Professor Andrew Sparkes 
Tel: 01392 264759     Tel: 01392 264752 
Email: J.Allencollinson@ex.ac.uk   Email: A.C.Sparkes@ex.ac.uk 
 
 
Thank you for your participation, it is much appreciated. 
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Participant Consent Form 
 
 
 

Title of project: A phenomenological study of the asthma experiences in sportspeople 
 
 
Have you read the information sheet for participants overleaf?   Yes/No 
 
Have you had an opportunity to ask questions and discuss this 
study?          Yes/No 
 
Have you received satisfactory answers to all your questions?   Yes/No 
 
Have you received enough information about the study?    Yes/No 
 
Were you given enough time to consider whether you 
wanted to participate?        Yes/No 
 
Have you declared your involvement in other research studies 
currently underway or undertaken in the last 12 months?    Yes/No 
 
Do you understand that you are free to withdraw from the study 
at any time, without having to give a reason for withdrawing?   Yes/No 
 
Are you aware of the confidentiality measures and satisfied 
that your identity will be protected?      Yes/No 
 
Do you agree to take part in this study?      Yes/No 
 
 
Signed…………………………………………………….. Date:……………………… 
 
NAME (IN BLOCK CAPITALS)……………………………………………………………… 
 
 
INVESTIGATOR’S STATEMENT 
I confirm that I have carefully explained the nature, demands and foreseeable risks of the 
proposed study to the volunteer. 
 
 
Signed…………………………………………………….. Date:……………………… 
HELEN OWTON 
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Appendix III: Interview examples 

 

III.1 Interview Guide 

 

 
History of asthma: length of diagnosis, severity, hospitalisations 
 
Sporting history: sports, school, activities, barriers, benefits 
 
Lifestyle 
 
Triggers (environment/exercise/stress) 
 
Describe an asthma attack: emotions, behaviours, thoughts… 
 
Medication: adherence, compliance. 
 
Management (self/doctor/parent?) 
 
Meaning of asthma/sport: identity 
 
Body senses (breathlessness): perceptual symptom accuracy etc. 
 
Significant life events: sporting, asthma, family. 
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III.II INTERVIEW 1 
 
Interviewer: Helen Owton 
Interviewee: Lucy 
Date:  2nd December 2009 
Time:  12.30pm 
Place:  Research seminar room 
 
[Start recording] 
 
Helen: Um, so tell me about your asthma 
Lucy: Well I haven’t used my inhaler for about a year but um, I got diagnosed with it when I 

was like... 8... yeah 8. Then I think I’ve probably had about 2 asthma attacks in my life. 
Um and to be honest it hasn’t really stopped me doing things, it’s just... one of those 
things that you have to deal with. I always sort of keep my inhaler on the side of the 
swimming pool... when I train but... like I hardly ever use it.  So... yeah that’s about it. 
There’s not really that much to tell [laughs]. 

H: So you said you’ve had asthma since you’ve been 8? 
L: yeah ish. Around then um, yeah. I was just like, I was, I was finding myself getting really 

sort of out of breath and like tight chested when I was swimming. And my um was like, 
you’re just out of breath. It’s fine. But because it kept happening, I went, i went to the 
doctor’s and they er, you know, they said, oh you’ve got asthma. Um... but it’s only, it’s 
only ever when I do exercise. It’s not ... I don’t get affected by dust or anything, it’s just, 
just when I do exercise. 

H: It’s just exercise? 
L: yeah 
H: So you said you noticed when you were doing swimming? 
L: Um, yeah, like swimming and gymnastics. But I did like, I did like loads of other sports 

as well. But they were my 2, my main ones. I got to quite a high level so the training, like, 
7 or 8 times a week. that's when it really came out. Just sort of like in games lessons and 
stuff weren't too intense, so I didn't really notice it. It was when proper like getting into 
my training. That's when I had my attack, was when I was swimming. Um... so yeah. 

H: Yeah, so you had an attack when you were swimming? 
L: Um, yeah, um yeah, just when I was training. Never when I a race. But yeah, this one 

time, we were just like powering up and down the pool. I think we were doing lengths.. 
um... and I had to get out and you know, I think it was only like a mild attack. I, I didn't 
obviously get back in and train anymore, cos it was about a half hour into a 2 hours 
session so... I had an attack, it was, it was pretty scary cos like I hadn't had one before 
um... and yeah, yeah, it's like, I had to get out, stop training, take my inhaler and you 
know gone home. But yeah, but it's only ever happened when I've done swimming 
training, never, I've always sort of taken my inhaler before it's got to the point where thats 
gonna happen. But I've known people, you know, who've had an attack all the time when 
they're swimming and stuff but I think swimming's supposed to help, er help with asthma, 
so I've heard [laughs]. 

H: How does it help you? 
L: Um... well to be honest I don't really notice cos I've done, cos I've always swam, I've not 

really, it's always been a part of it. Um... but I know, I took part in a study, last year or the 
year before... where they were looking at you breath when you swim and whether you can 
take that into like a gym session and sort of breath as you would if you were swimming, 
but when you were on a bike and stuff. I think um, I found it... a little bit easier to use my 
swimming breathing pattern, um, like on the bike, but not a great deal. but i think cos it's 
always been a part of me now, I've always swam, I've never sort of noticed the difference 
between when i swim and when I don't swim so. 

H: When you mention your breathing pattern, can you tell me a bit about that? 
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L: Um basically, er when I swim, I breath every 3 strokes, so breath in and then like, 
[inaudible] breath out during the other strokes and then the, you still, you're lungs are 
empty again and so you need to breath in. That's my breathing pattern but some people 
do, sort of, explosive breathing where they breath in, hold their breath and then when they 
turn their head again, they like blow the air out really quick and breathe back in again. 
Um, I find that makes me more out of breath and more, um, it's just really uncomfortable. 
Um, say if you, if I breath in and then slowly breath out, er, it helps me and sometimes 
like, if I'm racing, i have the same pattern, the same sort of pattern of breathing, but I do it 
every like 5 hand strokes, rather than 3. I think, if I had an explosive style of breathing, I 
wouldn't be able to do that type of stroke. I think it helps. 

H: Mmm, and how did you find that out? 
L: It's just one of those things, you just, you just know, like you, you're taught to breath 

every 3 strokes, or every 5, so you can, or every 5, so you can see either side of the pool. 
But I think it's just sort of personal preference, I think, when you're younger, and you get 
into swimming, they sort of explain it to you. It's just sort of one of those things that you 
do. I didn't really pick it, but it just sort of feels more comfortable. I mean i have tried the 
other style, but not, not comfortable. 

H: Mmm, so you mention that you feel uncomfortable. Can you tell me how, you feel 
uncomfortable? 

L: Um, it just feels like I can't, I can't get the air in, um... and that, yeah, that's the main 
uncomfortableness of it. But then it's like the panic side of things as well, is that I'm not 
getting the air in at the moment. I can't sort of get enough air [laughs] to make me feel 
good. You know when you feel satisfied and you have a deep breath, I can't sort of get 
that, um, get that feeling, and that's what makes me feel uncomfortable and then it's 
obviously like, oh god, I'm not breathing. This isn't working, that yeah that, mainly 
physiological but it's also shit, panic the panic side. 

H: And how do you feel when you're panicking? 
L: Just... literally just like, I need to start breathing. I need to do something um... and then 

like, I, I'm obviously worrying about it, so I have to take myself, calm myself down 
before it gets any better. Um... yeah just panic really. I can't think of another way to 
describe it. 

H: And how do you calm yourself down? 
L: I just, like, talk to myself really. Use my psychological skills [laughs]. Imagine myself 

breathing freely. Yeah, so I say to myself, you'll be fine. if you just relax. yeah, just 
talking to myself. 

H: You said, you also imagine yourself? 
L: yeah, yeah, um... about how, it's more like, after the initial sort of, like, you need to calm 

down. and then I sort of imagine myself, sort of, as I am, in my head, um but like form an 
external point of view. Like, taking in a deep breath and slowing releasing it, um and that 
sort of helps me get back into the normal pattern of breathing. 

H: In terms of swimming, can you tell me a bit about your swimming? 
L; Um... sort of like, well how I got into it, or...? 
H: Yeah, yeah. 
L: Er, yeah, I sort of got into it when I was like 3. I always loved the swimming pool, and 

then I started club swimming when I was 7. and then when i started school, high school 
um I was swimming for the school team as well. So, when I was about 11, I started 
swimming like, 5 or 6 times a week and then as I got more towards like 14, 15, it was like 
7 or 8 times a week, in morning sessions, evening sessions. Um I started doing club 
sessions when I was... 16 and just carried on swimming cos we had like a really good 
school team which got to nationals, second in like relays um and then I started doing 
more towards life-saving but it was like, speed life-saving, rather than.. [laughs] they like 
use for competitions , they have um... like, individuals who have to swim under a gate 
and then pick a dummy up and stuff and swim back with it. Um, went to nationals for that 
and got into the GB development squad for that. Um and then, when I got sort of... my A 
levels, I had to take my A levels more for usually than my swimming, so after that, sort 
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of, my swimming sort of fizzled out a bit and then I got to Uni and just wasn't interested 
um... and then when I started my master's last year I started swimming again, competed 
for the Uni um... didn't get very far [laughs]. Yeah, so, picked it up again last year and 
since I moved here, I haven't really had time to get into it all again. Yeah, but that's  brief 
history of my career. 

H: yeah, interesting. Yeah and then you noticed when you were 8, that you had asthma? 
L: yeah 
H: So how did that come about? 
L: Well, around when I was 8. Um... just because my swimming training was quite... in 

terms as it can be for, for an 8 year old. Um, it was basically that I found myself being 
more, sort of, out of breath than other people, and struggling more than other people 
there. Um... yeah, and it would last sort of longer, than other people and other people 
would be like, you know, recovered after 1 sprint, and I'd be like [deep breath] oh god. 
I'm not recovered yet um... and then obviously, my Mum used to come and watch me 
train and if she sort of, I, I said to her, I'm really quite out of breath and she took me to the 
doctors. It's just sort of me like me, comparing myself to other people I think. Um... yeah 
I mean, it didn't happen like a great deal. It was just sort of when, when it was sort like 
intense training, that I noticed. 

H: You said your Mum took you the doctor's? 
L: Mmm. 
H: What happened there? 
L: Um, um just took me tot he doctor's. I had to go and see like the asthma nurse. Um, had 

my peak flow read and stuff and, they gave me, like a normal, ventolin inhaler to, to use 
as well when I was like doing exercise. And then after about like, you know, a year or 
something, I went and had a check up and they gave me one of those, space, I can't 
remember what they're called, spacer things, where you put the inhaler on the end and 
then it goes through like a tube and then you put the tube in your mouth, to take at 
morning and night. I did that for about... 3 or 4 years and to me... to me it wasn't really 
helping that much because it was just when I was exercising. It wasn't... wasn't everyday 
um... that I was finding it happened so I just sort of stopped taking it, but still used my 
ventolin... But, [laughs] I didn't sort of go back to the doctor's and say, I'm not taking this 
anymore, I just stopped filling in the repeat prescription and used the other one. 

H: Mmm... so you said it was only when you were exercising... um... I mean, how did you 
feel when you were officially using the inhaler? 

L: Um... alright about it. I think, cos it's quite, cos quite a lot of people... um like still have 
asthma. I wasn't really conscious of the fact that people were seeing me take it or 
anything. That didn't really bother me, um and cos my brother's asthmatic as well, I got 
used to it. Um... but it, I did thought, I thought, I felt more reassured, and that I could sort 
of give more to the training and that, I knew that it was gonna be there if I needed it. Um, 
and like, I didn't have to like, fed all like the disc ones, I had like an automatic one so I 
didn't even have to press it in, so i was like breathed in and it just came into you. It wasn't 
really a struggle, or a hassle, or a worry, It was more of a reassurance that I could use it if 
I needed it. 

H: So how do you manage your asthma now? 
L: I don't exercise [laughs]. Yeah, um I've noticed it sort of dropping off a bit as, as I've 

gone through Uni, cos I haven't been doing so much. Um, like, I'll go to the gym and 
stuff, but... I've sort of noticed that it's dropped off without thinking about it. I'll go to the 
gym without having it with, in my pocket, um... and like, occasionally, it's not backfired 
but I have been like, Oooo shit, I could really do with it and the thought of having to 
leave the gym and go home. But... since yeah, since I've been at Uni, I haven't really 
wanted it or, or felt like I needed it that, that often. Like I say, the last time I needed it 
was about a year ago... So it's not, it's not, I don't really think of it as part of my, my life, 
if you see what I mean. It's just, just one of those, I might need it, it might happen, but I'll 
take the risk and not, not carry my inhaler so... yeah, that's definitely weakened. I feel like 
I'm growing out of it. Yeah, that's it really, I don't take it really that much and sort of, if I 
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feel like a little bit out of breath, I'll just be like, it's alright, I can cope with it. Um, I don't 
feel like I have to... I have to take it if I've just got a little bit of a tight chest. but I mean, 
I'll take it if I've got a really, really tight chest and I need it, but... other than that I just sort 
of deal with it and... let it go away on its own. 

H: It sounds as if you might limit the amount you use your inhaler? 
L: Yeah, I'd rather not use it, if um... if I can. I'd, I'd just rather not. Um... I'm only really 

take it if I'm desperate, but I think its more inconvenience of carrying it round with me 
um... and being worried about it if I forget it, I don't, I don't see the point, so I'd rather just 
limit it and be like take it when you're desperate for it, otherwise don't bother, because I 
don't wanna become almost dependent upon it. So, I'd rather not use it as often and try 
and sort it out myself and not be one of those people who's like, I need my inhaler, I need 
my inhaler. Um, yeah so I just don't need it. 

H: So are you saying you don't do any exercise now? 
L: I actually went to the gym this morning [laughs]. 
H: How was that? 
L: yeah, it was good. I was doing um something with Charlotte though so that was with the 

gas analyser and stuff. I do, do exercise, but it's just not as frequent or as intense as it used 
to be. I mainly just go to the gym and occasionally I'll like go swimming and just do half 
an hour in the pool or something. but yeah, but, cos when you move you prat around 
before like you get back into the exercise. 

H: You've moved? 
L: yep, from Bangor to here um. 
H: How was that? 
L: Scary [laughs]. No, it was fun. I feel quite settled. Um... yeah, but a tough few months, 

well it's only been a few months, but yeah it takes a few months to sort of get used to 
being somewhere different and find your way around and things. So now I've sort of 
settled and looking to get back into, like the gym and stuff. Because I missed fresher's 
week I couldn't have any sort of try outs with the Uni teams. So next year when I'll be 
here for Fresher's week and then like try and join some teams and then like try and get 
back into it. 

H: yeah, and you mentioned that your brother had asthma? Can you tell me a bit about that? 
L: Um, I don't even know that much about that to be honest. I, I know he takes his inhaler 

quite a lot. He's still quite bad with it. Um... I think... he must've been around, probably 
about the same age as I was... when the doctor told me I had asthma. Um, but yeah, I do 
notice that he gets affected by dust and... um just everyday things that really get on his 
chest and makes it worse when he does exercise but, he still does quite a lot. He does 
football and other things but, but he's one of those people who will take his inhaler 
everywhere with him. Um... and like if he hasn't got one before he goes on holiday, he 
has to go and like, get like 3 new ones and stuff and... he likes to be prepared and sort of 
like a safety. Yeah, it's sort of a safety thing for him when he's exercisng. But like I say, 
he takes, takes it sort of thing. I don't know whether that's sort of a psychological thing 
more than an actual needing it, um... yeah. 

H: And you said about your Mum taking you to the doctor's? How has she been involved? 
L: Um... to be honest, she, she just sort of, when I was training er, training and swimming 

and stuff. She used to be like, oh have you got your inhaler. Just check that I had it with 
me. But now, um, obviously, she went to get my prescriptions and go to the doctor and 
stuff. But now she's jus sort of, every now and again, oh do you need a new inhaler, or 
um, are you stil taking your inhaler. But apart from that she just kind of leaves me to it. 
Obviously now I'm older, I don't really, my Mum [laughs] doesn't really get involved. But 
yeah, when i was younger she would just sort of check that I had it with me. and if i was 
going to a swimming gala she'd always be like, oh do you need, do you need to get a new 
one before like you go adn stuff. So.. just mainly checking that i had it. 

H: Yeah, and what about anyone else? The coach for example? 
L: Um, obviously they had to know. Um... and I think , when I was about 14 we had to start 

filling in forms, um, from the CISA saying that you had asthma and that you took an 
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inhaler. Just so if you got drug tested, then they need, what was gonna be in your system. 
My school coach knew about it obviously... um and they, they sort of... more the school 
coach than the club coach. There was more sort of involvement from the school side of 
things. Um, they sort of um, have you got your inhaler with you? Do you need it? Um and 
if they could see that I was getting out of breath, they'd be like, do you wanna take your 
inhaler, um make sure you're okay before the next race and stuff but for them [the club] it 
was more, I think, it was more, make sure she's okay to race more than, make sure she's 
okay. Not, not trying to take away from, like, you know, they were nice coaches and stuff, 
but yeah, it was definitely more... if she's not okay then she can't race. But for me, it was 
like, if I'm not okay, I can't breathe [laughs]. But yeah, they were aware of it and they'd 
chat quite a lot. 

H: And your club coach? 
L: Um, he was not as involved... at all. He was sort of, um... it's very like, hierarchical with 

the coaches. I got coached by the head coach, but then at galas and stuff, they were sort of 
delegated to you, to sort of people who weren't your coach and they weren't your coach. 
So, um, they weren't, they weren't so involved so... but like, at club galas and stuff, it was 
up to me to make sure that I knew when I needed it and when I have it. But in training 
like, they wouldn't, if you started to take your inhaler, they'd be like, oh just sit out for a 
bit um... and like, it was when I was club swimming that I had my attacks, so I'd sit out 
and sit down, um but I just think it's part of, you know, that they thought that, oh it's an 
everyday sort of thing, don't need to worry about it, they sort themselves out. 

H: So, you sort of self managed your asthma? 
L: Mmm, yeah definitely. Um... if I think that... there probably wasn't another way to do it 

really. Cos I know that, thing is, if it's really chronic asthma then, having people there to 
remind you and stuff. But for me, cos it wasn't that bad... um... then i just did it myself. 
and I didn't really need--. As long as people around me were aware, that um... that I had 
an inhaler and I might need to take it then i sort of managed it myself. It's just the 
knowledge that if I had an attack people, knew where it was so... the only times when it 
was quite, well I was quite worried about it, I would say, like, oh, but I'd say to my 
friends more than my coach, I'd say like, my inhalers in my bag, like in this pocket, if I 
need it. But that wouldn't be very often. that was more like after I'd have my attack, um 
like, like worry about it a bit more. But yeah definitely, I managed it. 

H: When you say an attack, can you talk me through it? 
L: Um... [sighs]. To be honest, I've only had like one or two and um... they were such a long 

time ago that I sort of think, not sort things out, or sort of forget it. Um... and basicially, I 
had started training and just got really tight-chested. Um, tried to calm myself down 
without my inhaler, um but I sort of carried on, cos I hate like missing lengths and stuff 
when I'm training. So I just sort of carried on and um that was a bad idea. I took, I took 
my inhaler, but because I was so like panicked about it, didn't really sort of breath it in 
properly, it was, I just took it and like held it in my mouth and you know, breathed out 
too quickly and um... it was the panic that made it worse. Um... but yeah I just like, it was 
a horrible, horrible feeling and I just got out the pool and like tried to take my inhaler 
properly and i just had to leave like the pool area and go to the changing rooms, sat down, 
like someone was with me. and um... yeah just took my inhaler again and eventually... it 
only lasted like a couple of minutes. But... you know. It was, it was definitely more of the 
panic that made it worse, and like, my sort of... I've gotta carry on regardless of how I'm 
feeling. Um... that, that made it worse. 

H: Another time as well, did you say? 
L: Yeah, like, yeah once was like really bad, and the second time was like, you know when 

you're just like... it was like a little, a little task, it wasn't sort of really bad or… but again, 
in that situation it was the panic that made it worse. Um, yeah. 

H: When was that? 
L: God, ages ago... like... 11 or 12. Like a really, really long time ago. Um... at the same 

time, I think that sort of makes you more aware of, of what your limits are or what your 
threshold was, like say, if you can feel yourself getting towards that, that way, then I've 
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always sort of stopped before i was, before I've sorted reached it. So... um not a nice place 
to feel. So, um, and I think that part of it is like a learning process of knowing when, of 
knowing your body and knowing how, how much you can cope with and how it feels 
when, it's sort of not, when you're not going to be able to cope with this. I think I've been 
quite fortunate in the fact that i haven't like, I haven't really experienced like hospitalised 
in comparison. 

H: You said it was a learning experience about learning about your body. Can you tell me a 
bit more...? 
L: Yeah I think so. I think, if you sort of, I think it's the same with anything. You can sort of 

feel like when it's getting too much, like if you're, you know that if you're in the gym um 
and when you're working really hard, and you're like. Oh my god, like, I feel sick or 
something then you should probably stop. and I think it's the same sort of thing, like you 
can feel your chest getting tight and you sort of, you can feel yourself getting out of 
breath. So, I think... sort of, knowing when that's happening and knowing how far after 
that you can sort of push it... um, before you're gonna have an attack is... is, it's definitely 
a learning process because if you've never had one, then you don't know. Um... and most 
people are like, would say, oh why haven't you stopped before then. Um, but if you 
don't... if you don't sort of realise, then I don't think, when I was, when I was like 12, I 
don't think I would've known sort of, how far I could push it, without sort of like, hurting 
myself. So, but yeah, um def, definitely a learning process, like knowing, when you're 
chest is getting tight and..., but you can feel it so I think it's just recognising that it's 
happening and this is what's going to happen if you carry on. So should stop. Um, and let 
your body recover a bit before you start again. 

H: is that how you are now? 
L: yeah definitely, yeah. I think that's why I don't, I don't take my inhaler that often, because 

um... because I stop before, before I feel it's gonna get any worse. and quite often that 
helps, if I take a minute to... just try and control my breathing and relax and stop doing 
exercise for a bit and more often than not I can carry on and um continue to exercise. 

H: Are there any other ways that you recognise your asthma? 
L: Not really. just sort of the feeling that i get. Um... that's it really. But obviously you can 

tell when you're breathing's getting heavier and stuff, but it's more the feeling in my chest 
and what... what sort of, sort of, you can breath heavy and that'll be fine but if you, if 
you're breathing really heavily and you can feel your chest getting sort of really tight, 
then that's when I recognise, like, when it's getting really bad. 

H: How is it when you recognise you breathing heavy? 
L: Oh just, well you just know don't you [laughs]. You just know when you're breathing... 

um... I dunno, it's just one those things that you just know. I dunno... um... I mean you can 
hear it... and like feel it [laughs.] 

H: Sorry, is it the breathing or the tight...? 
L: It's the tightness, yeah. 
H: Are there any other ways that you've tried to sort of manage your asthma? 
L: To be honest, no, apart from talking to myself and um, and like, imagining it. But I think 

they're, sort of, [laughs], I wouldn't have known about them unless i'd done like--. Well, i 
knew about them but I wouldn't have employed them if I had't learned about them and um 
sort of, like during my undergrad, well, like my whole sort of dissertation was based on 
self talk and um... so having that but in, I studied it in a different context, but then like 
taking it to myself . well ok this could work, for what, for what's happening. um... I think, 
yeah. that, that's sort of the only way I manage it now apart from... like, and because i 
don't carry my inhaler around I don't even have a choice. That's just sheer laziness from 
my part for not carrying it around. but yeah, I think , I think the more I can sort of talk to 
myself about it and um use my imagery and like my relaxation and stuff then... the better 
it is for me cos I don’t, cos I know I can use these sort of skills I don’t worry about 
carrying it around and stuff and I think... like--. Cos my brother takes his alot and I don't 
think he uses those sort of--. Cos I don't think he's not, really aware that they can help. So 
I think, yeah, just applying what I know to any situations. 
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H: Your brother doesn't really know? How does he manage his asthma? 
L: With his inhaler. So um, I think that like... people obviously do know that you talk to 

yourself and you think about things and stuff, but I think it's about knowing how to apply 
it. Um... and he just, yeah he just uses his inhaler. I mean he takes his quite a lot. Um... 
so... I, I don't think that's probably a good thing. I mean obviously if he needs it, he needs 
it and he doesn’t know another way of managing it then um--. But for me, I wouldn't like 
that option... of having to be dependent on it and taking it everywhere and worrying about 
having it with me. 

H: What is it that you don't like about the inhaler? 
L: Um... I think it's just another thing to remember. Um... the fact you cant just..., get up and, 

you know, go for a walk, oh cos I haven't got my inhaler. and liek someone says, do you 
wanna go to the gym and say I've got, I've got my kit at uni or something and someone 
says, do you want to come to the gym, no I can't I haven't got my inhaler. It's just sort of a 
hassle and being to remember it all the time. That's the main thing. it's not the actual 
inhaler that i don't like, it's the hassle. 

H: And what sort of advice did the doctor's give you? 
L: They didn't really. They were just like, take it when you need it. And when I had the, the, 

the [inaudible] one, um, they were like, take it twice a day. Like twice at night and twice 
in the morning. Um, that was it, they didn't really, they just said, just take it when you 
need it. i think they sort of--. I think that sometimes, oh yeah you've got asthma [laughs]. 
and like, sort of... not sort of as a, a, a placebo affect, cos like you know, um, that it's 
working, but i think sometimes they might be in a rush to diagnose, diagnose it and then 
they just don't really... like here's an inhaler, go away. That's, that's sort of how I felt. I 
mean I went back, I went back to the nurse like.., every, you know, couple of months, 
when I'd get my peak flow read and I had to like, keep a peak flow chart when it first 
started. Um... but... they didn't really, they didn't really do much, you know what i mean. 
They just sort of looked at it and that was it. To be honest, I don't really feel like I got 
any, any advice from the doctor's, apart from just take it. 

H: And you also didn't get any feedback either? 
L: Not really, no. I mean they said like, when um, when they did look at your peak flow 

reading in, in the doctor's office, like, they gave me sort of feedback then but, the stuff 
that he was saying to me was just a waste of time [laughs]. They juts, they sort of looked 
at it and obviously they knew what it meant, but cos I was only quite young at the time i, I 
was like, well is someone gonna explain it to me? Um... and I didn't really get an 
explanation so... Um, yeah I just felt, just sort of brushed off and yeah. 

H: And you were quite young, 8? 
L: yeah 8, I can't remember exactly. 
H: And you had a monitor, a peak flow? How is that? 
L: I don't do that anymore. I haven't one that since I was about 15. For me, it was just 

[laughs] pointless, cos nobody was giving me any feedback on what, what it was 
meaning. Um... so I don't, I don't bother and I don't even know where my peak flow meter 
is.... Probably been thrown out.... Um, yeah, it seemed like a pointless exercise... for me, 
obviously it wasn't. 

H: In terms of advice now, what sort of advice do you get now? 
L: I don't go to the doctor's [laughs]. I, I've got a repeat prescription [laughs]. So it's just like, 

tick it. I think the last time I went to the doctor's, they said, do you still use your inhaler 
and I said yeah, and they said alright and they filled out another prescription. So, they 
haven't sort of tested it, to see if I actually need it. i think they just go from what I say. 
Um... yeah they just say take it as you normally would. and then you get a repeat 
prescription for like a year... and then you have to go and see them again and they do the 
same thing [laughs]. 

H: And what do they do? 
L: They just say, do you still use it? Do you still want it? And that's it and then if I say yes, 

then they give me another prescription for it. 
H: And how do you feel about your asthma now? 
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L: I'm indifferent [laughs] to be honest. Um..., like, if, if i need my inhaler then I'll need it. 
But like I say, as well, I'll take it. I don't really sort of think about it. It's not really in my 
everyday thinking. So.. it's just one of those things. 

H: Well, is there anything else? We can meet up again...? 
L: Yeah okay. 
H: Thank you very much. 
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III.III Analysis of interview 1: 

 

Minimising – not much to tell 

Diagnosed at the age of 8years 

Medically uninformed about her asthma by doctors because of age 

National level at swimming: many hours training 

Breathing techniques: habits – always swam 

Sharing responsibility: care from school teacher and mother 

Coach only concerned about asthma as a performance issue 

Prefers not to use inhaler 

Detailed process of learning breathing patterns – learning from attacks, panicking and 

calming down. 

Linked to psychological understanding 

Psychological techniques: Imagery 

    Self talk 

Relaxation techniques. 

In the process of getting back into swimming 

Creating a positive sense of self through swimming and learning about her asthma and 

her breathing patterns. 

 

 

III. IV Interview guide 2 

 

Follow up on breathing patterns 

Follow up on process back into swimming: any changes? Health, breathing, fitness 

Positive sense of sporting self: sporting competence/confidence? 

Inhaler usage: dependency issue? Steroid phobia? 

Self-awareness/understanding 

Family history of asthma? Clarify a few details (e.g., age of diagnosis) 

Environmental association? Air 

Taste of medication 

Smells 

Bodily sounds 
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III.V INTERVIEW 2 
Interviewer: Helen Owton 
Interviewee: Lucy 
Date:  8th June 2010 
Time:  11.30am 
Place:  Cafe 
 
H: So how is everything then? 
L: Yeah fine. Nothing to report really. 
H: So your asthma’s pretty much the same since 
L: Yeah, I haven’t taken my inhaler since last time we talked but I have had a bit of a chest 

infection. Well, I think um it’s just about, feels like really rattley on my chest so, where 
like I have a cough or anything, it feels like really sort of and it leaves me a little short of 
breath but I haven’t taken anything, just let it go. 

H: Mmm, yeah.... So we were talking about swimming earlier. Have you been doing 
anything? 

L: Yeah, I’ve started um, I started swimming. Um... cos I’m living in Crediton now, so 
there’s a pool that’s really close to my house. So yeah, I’ve been going there like a couple 
of times a week, which is good. It gets a bit busy occasionally, so you have to pick the 
right time. But yeah, I do, I just do like half an hour, 40 minutes, depending on how busy 
it is. Obviously if it’s less busy, I’ll do more, stay in for an hour, or... the other day I 
went, and there was like, 20 people squeezed into a tiny little space so it’s just, I couldn’t 
be bothered. People getting in me way so yeah so I find that as soon as someone gets in 
my way, I get really like, oh my god.... so I have to get out, cos I can’t swim properly if 
there’s somebody in my way. Just... yeah, not good. 

H: yeah... why is that? 
L: Just because... this is gonna sound quite cocky [laughing] but I like to swim fast and I like 

to swim properly and the people that were in the pool at this one particular time, the sort 
of older people, older ladies that just like to you know go quite slow and um potter really 
and I felt like I couldn’t train properly and so there was no point in me being there. I 
couldn’t swim properly, you know, I wasn’t completing lengths because people were just 
in the way and I was doing sort of half lengths. 

H: Yeah it stops you 
L: yeah, yeah just a waste of time. 
H: So what’s your training like? 
L: Sporadic [laughs] Do you mean how many times I go? 
H: yeah whatever, how do you train? 
L: Well, I aim to go swimming like twice a week and um basically I’ll just sort of, like a 300 

metre warm up, just front crawl and then I’ll alternate between um, you know, doing 100 
metres front crawl and 100 metres back stroke and go through all the strokes, alternating 
between one stroke of front crawl and then one stroke of something else. 

H: that’s quite good. 
L: Yeah and then sometimes I’ll do, just leg kick and then sometimes I’ll do just arms, and 

then just whatever, I don’t really go with a set plan, just however the mood takes me 
really. 

H: That’s quite detailed. 
L: Yeah 
H: So you manage to cover most of the, the sort of, techniques. 
L: Yeah I try to, I try and you know vary it. I tend to stick to front crawl mostly, cos that’s, 

it’s just easy ummm... and it, especially if, say if there’s loads of people in the pool, you 
can’t really go doing butterfly and knocking people out [laughing] 

H: That’s one way to clear a pool [laughs] 
L: Yeah they would move out the way [laughs] 
H: Yeah [laughs] 
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L: Um... but no, I, yeah I try to do a bit of everything, different strokes for different muscles, 
different feelings from different strokes and yeah I’ll try, occasionally I’ll put a few 
sprints in there but mostly, it’s just up and down, up and down up and down um and try 
and do like a steady state. 

H: So does your breathing change according to your strokes? 
L: Yeah, so obviously er with front crawl, I do 3 strokes and then breathe and it’s alternate 

sides and then obviously with back stroke, I just breathe more [laughing] and then yeah 
breast stroke is every stroke, um but I tend with breast stroke, I don’t, I think last time we 
talked in the interview I was saying how I trickle breathed so I continuously breathe out 
while I’m under the water but breast stroke I don’t tend to do that, I just, it’s more like a 
burst of breathe so it’s like as soon as you come out the water like, it’s almost like 
throwing out the breathe and then getting more back in. Um... and then with butterfly, it’s 
the same, I just, I don’t trickle breathe with butterfly either. I just, mm. 

H: Mmm trickle breathe.... trickle or triple? 
L: Trickle... so like, when you um... so you’ve taken a breathe and when you’re head’s in the 

water, you sort of [slowly breathing out, blowing demonstrating] like blow out 
continuously and slowly yeah, whereas with the other stroke it’s more of a like a [short 
quick blow out] and then breathe back in a again [laughing] so obviously cos with front 
crawl, you’re head’s in the water for longer and you can afford to like trickle breathe. 

H: Yeah so you’re breathing’s slower 
L: Yeah 
H: Oh okay... so having started swimming have you noticed any changes? 
L: Errrrmm, do you mean in terms of like my asthma or in terms of... activity. 
H: Just... your whole self. 
L: Yeah, I tend to feel like more... like encouraged to do other activities as well. So I’ll go, 

you know, I’ll go a walk or something or um occasionally I’ll go for a jog, [laughing] 
depending on the weather ummmm and I’ve contemplated getting my bike out. It’s just 
sat in the kitchen at the minute.  

H: Has it edged from the shed to the kitchen now? 
L: Pretty much yeah [laughing] yeah it will come out occasionally [laughing] but it’s just cos 

I don’t use it because er I have to trek it up and down the stairs and that’s a bit of a hassle. 
But i do wanna feel more, I wanna do more exercise. 

H: So you feel energised then. 
L: yeah... it’s just like getting the first one over with and then as soon as you’ve done that, 

then you get more, more into... so um... yeah and occasionally when I’ve been doing 
exercise, I will think, I will think about what I eat more, where if I’m not doing exercise, 
then I eat whatever. 

H: Yeah 
L: I sort of think, if you’ve done the work, you may as well carry on and eat a bit better and. 
H: Yeah sort of raises your awareness other sort of... 
L: It’s like, how you, how you feel in yourself, so you feel healthier so therefore you wanna 

eat healthier and stuff like that. So... yeah. Um... yeah I don’t know if it’s affected any 
other um, area... 

H: Good to hear you’ve started swimming again 
L: Yeah, I really enjoy it so glad I’ve got back into it. 
H: Yeah... so you haven’t taken your inhaler throughout that time? 
L: Nope 
H: and you don’t like taking your inhaler. You don’t like depending on it. 
L: No. In fact, to be honest, I don’t know where it is. So [laughing] it’s good job that I don’t 

but that’s probably something I should sort out just in case. But... no I don’t carry it. 
Rarely, rarely keep it with me so...  

H: You said you’re boyfriend’s got asthma as well. 
L: Yeah... he takes his inhaler quite a lot. Like he um had the same sort of thing. He had a 

rattling chest and stuff and he took his inhaler quite a lot. I think it affects him more than 
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it affects me. Um... I don’t know whether his is just more serious or there’s other like... 
other things, factors, I don’t know. But yeah, he takes his quite a lot.... 

H: Do you talk about it much together? 
L: Not really. It’s just one of those things that... occasionally I do, like, I do encourage him 

to take his inhaler if I think that he needs to. It sounds a bit naggy [laughing] take your 
inhaler. But no like, no, apart from that, we don’t really talk about it, it’s just one of those 
things and like, I will check that he’s got it before we go. Like he goes sailing quite a lot 
and I’m always like, you know, have you got your inhaler before you go cos obviously if 
you’re out on the water and you have an asthma attack, that could be pretty bad. 

H: So he sails 
L: Yeah he sails a lot. Well he did before he moved. Like um... cos we both used to live in 

North Wales, so he was right next to the sea. Um... unlike now, he lives in [place] in 
Great Yarmouth in East Anglia, like um, and he is close to the sea, but his boat’s in North 
Wales [laughs] 

H: He could sail it round 
L: [laughs] so yeah he doesn’t really sail all that much at the minute. So yeah 
H: So you tend to sort of look after him and make sure he’s alright 
L: Yeah [laughs]. Yeah that’s a nice way to put it [laughs] yeah 
H: Yeah not nagging 
L: Yeah like you say, I do just say, ohhh have you got your inhaler. You know, if we’re, 

like, if we’re going, we go walking quite a bit so if we’re going, it’s things like that. Um 
and there’s always a back up then so if I needed his inhaler [laughs] it’s really bad but 
um... I think that’s what sort of reassures me about not carrying mine, is if I, if I ever need 
it um, then you know, you shouldn’t take other people’s but... um. There’s always a back 
up. 

H: So you do you have similar inhalers? 
L: No [laughs] completely different [laughs] 
H: Oh really. 
L: I presume they do the same thing. It’s one of those, that you press and you breathe in at 

the same time, and his is sort of circular thing that you breathe in. 
H: Oh yeah, so you suck it. 
L: Yeah 
H: Yeah do you know the differences cos I’m never quite sure 
L: To be honest, no. I haven’t got a clue. He told me he had that one cos he couldn’t 

coordinate pressing and breathing in at the same time so... I don’t know if that’s meant to 
be. 

H: Oh so the doctor may be accommodated 
L: Yeah, but I think you can, I don’t why they gave him a circular one cos you can get the 

ones with a tube that have an automatic, so when you breathe in it presses it down, cos I 
used to have one of those when I was younger, but now I just have a normal plastic one. 
But yeah. 

H: And your brother’s got asthma as well? 
L: Uh huh, yep... er I think he just has the same inhaler that I’ve got. Um... I don’t know 

whether that’s, you know, cos when we first got our inhalers, we were both at the same 
doctor’s. It’s like doctor’s preference, you know, whether it’s we both needed the same 
inhalers or whether it was a family thing... 

H: Or whatever’s around 
L: Um... so yeah, I, I don’t, I don’t really see him that much, just you know just occasionally 

when I go home and sometimes he’s down here um... so yeah, well I do see him, I have 
seen him take his inhaler quite a lot but er... yeah, he, he still like quite bad and stuff but 
I’m not sure he’s as, he doesn’t really carry his inhaler that much. He... like if he needs it 
I feel that he needs it more than I do. 

H: Yeah... what was it, did you both get diagnosed at the same time or? 
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L: No, no, he was diagnosed, well I dunno, about 3 or 4 years before me so.... um... 
coincidentally he’s like 3 years older than me, so I don’t know if it’s, whether about the 
same age or... yeah. I don’t know. 

H: and it was about 8 years old did you say? 
L: Yeah 8, 8 years old. Yeah. 
H: diagnosed about 8 
L: Yeah 
H: Do you remember much about what happened when he got diagnosed and things like that, 

or what it was like when you were growing up? 
L: Um... I can remember the sort of, when he was diagnosed, I used to pretend that a tictac 

box was my inhaler [laughs] 
H: [laughs] 
L: Cos I wanted to be like him but I would never ever admit [laughs] 
H: yeah something the same with me. I remember when my sister got diagnosed and I would 

nick her inhaler and then puff away and then smoke it [laughs] 
L: Yeah [laughs] that’s healthy [laughs] 
H: yeah I know 
L: Yeah so I think um, I can’t remember how it affected him but i can remember how I 

reacted to it so.... yeah 
H: Yeah that’s sweet. Funny you said that about tictacs. Someone said they used tictacs as a 

way of relieving the tickly cough that you get from asthma. 
L: Really? Yeah I suppose like, it could be any sweet couldn’t it 
H: Mmm, like the mint as well. Something to suck may be. It’s interesting 
L: Yeah it could be useful. 
H: Yeah you never know the tictacs might be the answer for everyone’s asthma [laughs] 
L: yeah [laughs] that’s another study right there. 
H: [laughs] So yeah... 
L: You should try tictacs out and see how people react 
H: Yeah an interesting experiment... there any sorts of things that you talked about... imagery 

and relaxation and things like that. Everyone has their own different ways. 
L: Yeah I suppose whatever works for you. Like, you know, sort of, other people might, 

might use imagery and self-talk and stuff but not be able to say, I’m using this, 
specifically, cos obviously, cos of like the degree that I did, I’m aware of it. 

H: Yeah, really heightens your awareness 
L: yeah definitely 
H: You can say, oh I’m imaging now, or I’m self-talking now 
L: [laughs] yeah 
H: and then you can sort of say oh this self-talk is really negative. 
L: Yeah [laughs] it’s quite bad though, cos then you think about, like, you know, when 

you’re actually swimming and stuff and like talking to myself, thinking, shouldn’t be 
saying that [laughs] 

H: [laughs] yeah... what sorts of things do you say when you’re swimming? 
L: yeah, um just like, common, do this, [laughs] go on, or like that was rubbish, or you can 

go faster, like if, if there’s a lot of people in my way, I’m like, oh for god’s sake, just get 
out of my way. It’s quite like, you know, but I did, I think it’s the same, I did um, a 
swimming teacher’s course when I was at school and um, it really made me think about 
my strokes so I think it’s the same sort of thing, like... yeah so, if I swim tonight, I’ll 
probably think about my breathing more because what you do during the day is gonna 
make it more make you more aware of it. 

H: That would be interesting. Would you be able to make a note of what you think about 
when you do your training and write it in an email? 

L: Yeah, that’s if I go tonight [laughs] yeah] 
H: Yeah 
L: Well, next time I go I’ll do it. 
H: Yeah thanks 
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L: Yeah 
H: You probably will think about that now [laughs] 
L: [laughs] yeah 
H: Well, if you don’t really think about it then, you know. 
L: I mean, occasionally, like, I do think about er, my breathing, just as like, sometimes I’ll 

think, oh maybe I’ll go for 5 strokes, um before breathing, like, 3 strokes, which is, like, a 
technique I used to use when I was actually competing, so obviously breathing slows you 
down, so the longer you can go without breathing then, well not for longer, but the more 
strokes you can do the better, so you’re not wasting time. 

H: yeah... when did you start your swimming again then? 
L: Ummm a couple of weeks ago? Just um... yeah when it was really sunny, I just thought, I, 

I really wanna go swimming. So um yeah... a couple of weeks ago, but um the other day I 
bought a wetsuit so I’m thinking I’ll go swimming in the sea, when it warms up or. 

H: Yeah 
L: yeah that’d be cool 
H: Yeah there are some swims in the sea, like British heart foundation 
L: Yeah, I see a lot of people like, when I was up in Wakes, there were loads of people that 

go swimming in the sea, just like, just for fun. So yeah... something like that would be 
good, but it’s just having the opportunity to do it, but now I’ve like gone, gone and got 
myself a wetsuit and stuff and more inclined to do it, than if I have to go in my bikini 
[laughs] 

H: Yeah step by step... preparation is a step by step process isn’t it. 
L: Yeah... that’s something that I’ll probably do this weekend cos we’re going back to Wales 

this weekend so... like er... can obviously... that will definitely affect my breathing. I’m 
pretty sure the cold will take my breath away [laughs] 

H: Yeah well make a note of anything... so the cold affects your breathing does it? 
L: Um... yeah... occasionally like, I, when I, you know, I’ve been swimming in the lake and 

stuff before, when you get in it’s sort of harder to breathe, um... yeah and like obviously 
you’re swimming in the cold, you’ll find it a bit, a bit harder. Um... I don’t really find it 
when I’m just walking around, maybe a little but you know when it’s, when it was 
snowing and stuff the other day... the other day [laughs] 

H: [laughs] it does feel like the other day though doesn’t it. Time goes so quick. 
L: Um... yeah that sort of, made it a little bit harder to breathe but I think that’s for everyone. 

Not just, not just people with asthma, I think everyone finds... 
H: yeah takes the breath away, like huh, the shock. 
L: Yeah [laughs] 
H: yeah so what... it seems like asthma is like sort of prevalent in your day to day sort of 

world, you’ve got your brother and your er boyfriend... what about anyone else that you 
kow or family wise? 

L: The only thing... my Nan has got asthma but she’s quite old and... big [laughing] so... 
she’s really bad with it actually. She has 3 different inhalers and um... you know she 
[coughs] she can’t really walk that far without taking her inhaler. I think that might be 
more to do with her size. 

H: Oh right... how old is she? 
L: I don’t know, maybe like 80? No, maybe, no younger than that. Between 70 and 80. I 

know that’s quite a big gap. 
H: yeah I guess after a certain age... aw. When was she diagnosed with asthma then? 
L: I’ve no idea, she’s had it ever since I can remember so... but yeah, she gets it quite a lot 

when she walks, so now she’s got one of those scooter things. 
H: Has she? I can’t wait to get one of those when I’m older 
L: She runs people over. 
H: Yeah so would I 
L: I think it’s more because of the fact that she can’t drive [laughs] 
H: Or that’s what she’d have you believe 
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L: Yeah [laughs] but yeah getting one of those has made like a huge difference. She goes out 
way more and like um... but yeah she like, she takes an inhaler sort of, rather than like 
me, my brother and my boyfriend, take it when we need it, she has ones that you know, 
she takes in the morning and at night um and then one in the day she’ll take if she needs 
it. Er but that’s it. I don’t think anyone else in the family has asthma. 

H: Not your mum or your dad? 
L: No, no mum and dad don’t. 
H: How were your mum and dad been when whilst, you know you had asthma? 
L: Yeah fine. To be honest, they don’t really think it’s a big deal. It’s just one of those 

things. Like mum used to get on about taking my inhaler to swimming practice but... it 
wasn’t really one of those, Ooo, you can’t do something cos you’ve got asthma which I 
thin quite a lot of parents do... but 

H: Yeah cotton wool syndrome thing 
L: Yeah but no, mum and dad didn’t really. They were just like, yeah get on with it. Just 

make sure you’ve got your inhaler in your bag. You know, if she, if she knew that I didn’t 
have my inhaler, I don’t think she’d be very happy about it that I didn’t know where it 
was [laughs] it doesn’t really affect them 

H: Mmm, oh right. So where does your Granny live? 
L: In Stoke 
H: In Stoke. I wonder, do you think she’d be happy to speak about it? 
L: Um... I don’t know... 
[chit chat about interviewing Granny] 
L: She’s one of those people, if she doesn’t wanna talk, she’ll just ignore you [laughs] 
H: What’s her hearing like, cos my Granny’s quite deaf 
L: It’s alright, you have to talk quite loud. 
[chit chat] 
H: yeah... so is there anything around when you got diagnosed? Can you think of anything 

that was happening at the same time? 
L: Not that I can think of. I can’t really remember it that well. No I don’t think so. I was still 

at the same school. Um... no nothing springs to mind. 
H: What sorts of things trigger your asthma? Is it exercise induced? 
L: It’s exercise yeah. 
H: Is it, but your exercise seems to be alright now? 
L: Yeah to be honest, I don’t know if I’m sort of growing out of it. If um... it’s like I say, I 

haven’t taken my inhaler for ages so I don’t know if, yeah, if I’ve just grown out of it, or 
whether it’s sort of a combination of things. I know it used to be, like they diagnosed it as 
exercise-induced asthma um... and I don’t know whether now you know if there was a 
certain combination of weather and the sort of exercise I was doing and how intense it 
was and stuff, I don’t know whether that would set it off or whether I’ve sort of grown 
out of it and... you know. 

H: And being able to manage your breathing and stuff 
L: Yeah... I think, those, everyone says that swimming’s really good for asthma , like really 

good for your lungs and stuff so i don’t know whether that’s something to do with 
controlling your breathing and how that, how that helps. 

H: Were you doing lots of exercise when you were younger? 
L: Yeah 
H: What sorts of things brought that up when you were younger? 
L: Just things like, when I was swimming I used to feel more out of breath than I think I 

should’ve done. Um... and like just, you know, if we were running, even running around 
loads, then I’d be sort of again... more out of breath, cos I was like quite physically fit and 
I shouldn’t have been so affected by it so I think that’s why, that’s what prompted us to 
get, you know. 

H: Mmm, so what was your breathing like? When you say you wasn’t breathing. 
L: Like quite laboured, and I felt like I just couldn’t get enough breath in and it felt like I 

couldn’t fill my lungs. I felt like I couldn’t get enough 
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H: You couldn’t get enough air into your lungs 
L: Yeah 
H: Alright then. Well if we could sort out getting in touch with others... 
[chit chatting about organising interviews] 
L: I wonder if it’s the Stokey air [laughs] 
H: Really, do you notice a difference in the air then? 
L: Um... not really to be honest. I think cos we’re still in a city here, but it is a slightly 

cleaner, nicer city [laughs] 
H: yeah I don’t know what it’s like in Stoke actually. 
L: [whispering] it’s not nice. 
H: Is it not? 
L: N o, well the area I live in is quite nice, like quite close to the country, right in the 

surburbs 
H: that’s nice 
L: Um..  but actually like, when you get into the centre it’s pretty grotty [laughs] I suppose it 

is a bit nicer to be down here. It must be a bit cleaner down here. But yeah... I don’t really 
know. 

H: Do you smell the difference or is it like? 
L: I don’t know. I think maybe, I think you can smell it when you’re close to the sea. I think 

you can sort of... feel the sea air cos like, it’s a bit sad, cos when I lived in Wales, I was 
right on the coast and you sort of... if the air does feel a bit different, like sort of fresher, 
sort of um... like but I don’t really. I haven’t consciously noticed a difference between 
like here and er Stoke so...  

H: Can you, can you sort of um remember what it was like to take your inhaler in terms of 
like the taste or anything like that 

L: Yeah it didn’t taste very nice. Sort of made you wanna go like [tasting tongue] [laughs] 
You know if you’d get your tongue in the way, or something it’d just stick on your 
tongue and oh it was a bit gross. [laughs] 

H: [laughs] What would stick on your tongue? Like the inhaler or the spray? 
L: The spray um, like if you take it properly I don’t think it’s that’s bad but [laughs] 

occasionally it gets on your tongue [laughs] 
H: What’s that like? 
L: Not very nice. It’s like, like I say, [tongue thing] yeah [laughs] 
H: Is it quite distinct? 
L: Yeah definitely. Um... yeah I can’t really describe it. It’s, it’s weird. It’s a weird taste. 

Um... but yeah it, it’s not very nice taste. I suppose if you did it a lot, you’d get used to it 
[laughs] but I don’t know why i would do that though [laughs] 

H: Can you remember? When was it that you can remember the taste? 
L: I can’t remember like a specific time. I just know what it’s gonna taste like. You know, I 

can’t remember a specific time. 
H: Oh well thanks for meeting up with me. Nice to have a coffee. 
[stop recorder] 
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Appendix IV: Current PhD Dissemination 

 

Listed below are publications and conference presentations that have been produced from 

or are strongly connected to the PhD in relation to methods, theory and empirical 

findings. 

 

Book chapters 

• Gilbourne, D., Llewellyn, D., Gravestock, H., & Owton, H. Contemporary perspectives 
on ways of representing reflection: Embracing creative opportunities. Book chapter 
edited by Z. Knowles [forthcoming]. 

 
Publications 

• Allen-Collinson, J. & Owton, H. (2012). “Take a deep breath”: Asthma, sporting 
embodiment and ‘auditory work’. International Review for the Sociology of Sport, 0(0), 
1-17. 

• Owton, H. Streams of bereavement. Qualitative Inquiry, XX(X), 1-4, 2012. 
• Owton, H. He thought it was paradise. Qualitative Inquiry, XX(X), 1-2, 2011. 
• Owton, H. Merging multiple representations: Fighting asthma. Qualitative Inquiry, 2013. 
• Owton, H., Integrating qualitative methods: narrative poetry and art. Qualitative Research 

in Psychology, [forthcoming]. 
 
Conference presentations 

• Visual representation in Research: Narrative art of sportswomen with asthma. Forthcoming 
presentation at Psychology of Women’s Section (POWS) Conference, Cumberland Lodge, 
Windsor, 2012. [Funded by POWS] 

• Poetry and the sensual experience of sportspeople with asthma. Presented at the BPS (QMiP 
symposium) Conference, The Grand Connaught Rooms, London, 2012. [Funded by PsyPAG 
& BPS]. 

• Investigating the biographical and lived experiences of (sports) people with asthma: 
“Contesters, Conformers, and Creators” Presented at the PsyPAG Conference, University of 
Bangor, 2011. [Funded by PsyPAG] 

• Qualitative Methods in Psychology Symposium: The poetry door “Problematising the mode 
of inquiry”. Presented at the PsyPAG Conference, University of Bangor, 2011. [Funded by 
QMiP] 

• Auto-ethnographical illustrations and poetic representations. Practising alternative 
approaches to qualitative Inquiry, University of Bath, 2011. [Postgraduate Conference 
funded by PsyPAG]. 

• Balancing the researcher self and the family self. Presented at the Psychology of Women’s 
Section (POWS) Conference, Cumberland Lodge, Windsor, 2011. [Funded by POWS] 

• Trauma, dance, (smoking & drinking) and chronic illness. Presented at the 6th Meeting of 
the Transnational Working Group for the Study of Gender and Sport, University of Bath. 
2010. 
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Glossary of terms 

 

Asthma Definitions of asthma have changed over the 

centuries and this is discussed in chapters 1 and 2. 

Biomedically, asthma is considered a chronic illness 

as it has no medical ‘cure’ currently available. It is 

characterised as a breathing disorder with symptoms 

including coughing, wheezing, tightness of the chest 

and breathlessness.  Inflammation of the airways, or 

bronchi, affects the way air is inhaled or exhaled 

from the lung, thus disrupting breathing (reducing 

pulmonary ventilation).  Asthma causes constriction 

of the bronchial tubes and swelling of the mucous 

membranes causing considerable resistance to 

ventilation, and shortness of breath. 

Brittle asthma A term used in 1977 to describe a severe and 

‘unstable’ subtype of ‘difficult asthma’. 

Chronic illness An illness that has no medical ‘cure’ currently 

available and instead ‘lingers’ with no time limit on 

its duration. 

Chronic Obstructive Pulmonary the occurrence of chronic bronchitis or emphysema 

– a pair  

Disorder of commonly co-existing diseases of the lungs 

where the airways become narrowed.  Contrastly to 

asthma, the air limitation is poorly reversible and 

normally gets progressively worse over time.  It 

seems to be more linked to tobacco smoking. 

Exercise-induced asthma (EIA) EIA is exercise intensely related stimulating 

reversible airway obstruction that occurs during or 

soon after physical activity (Constantinou & 

Derman, 2004).  Usually, exertion above 75-80% of 

predicted maximum heart rate will induce EIA. 

Exercise-induced asthma (EIA), which is now more 
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commonly referred to as exercise-induced 

bronchoconstriction (EIB) 

Glucocortisteroids A class of steroid hormones involved in the 

regulation of the metabolism of glucose 

Late-onset asthma The development of asthma in later life.  Now more 

commonly referred to as adult-onset asthma. 

Medical Compliancy The degree by which a patient follows medical 

advice correctly.  

Mucodyne A type of medication aimed to reduce the viscosity 

of sputum so that sputum is brought up more easily. 

Normally to help relieve the symptom of chronic 

obstructive pulmonary disorder (COPD). 

Preventers Maintenance prophylactic treatment – any inhaled 

steroid either in dry powder or metered dose inhaler 

via any of the currently available delivery methods. 

Are normally taken every day to preven symptoms 

from developing.  The common drug in these 

inhalers are steroids and work by reducing 

inflammation in the airways. 

Reliever inhalers Defined as any selective beta-agonist medication 

either in dry powder form or metered dose inhaler 

via any current delivery systems available. 

Salbutamol is a beta-adrenergic receptor agonist used in the 

form of an inhaler or tablets for the short-acting 

relief of bronchospasm.  It was the first selective 

beta-receptor agonist to be marketed in 1968 as 

Ventolin. 

Symptom perception In asthma, this is defined as the conscious 

awareness of or ability to detect physical symptoms 

of asthma (e.g., wheezing, chest tightness) and 

associated sensations such as breathlessness that 

result from airway obstruction (Lane, 2006). 
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