Abstract 
Background   Globally, 10% of all children and 43 million children under 5 years are either overweight or obese (Livingstone, 2014). This statistic indicates there is a 60 % increase in childhood obesity over two decades. Obesity is defined as “abnormal or excessive fat accumulation that might have a negative impact on health” (WHO, 2013). 
According to Livingstone (2014), childhood obesity is one of the serious public health challenges in the 21st century because of the negative impacts of childhood obesity on childhood mental and physical health. For instance, very young children are aware of the negative views hold by the society in addition to poor self-esteem, depression, teasing and discrimination by peers and the psychological impact of childhood obesity might persist into adulthood. Also, the most serious complication of childhood obesity is type 2 diabetes which might result in obese middle age adults and early dementia. Once childhood obesity is established, obesity is notoriously difficult to treat. Obesity is the result of a complex interplay of several factors; genetic, environmental (lifestyle and dietary), cultural, socioeconomic and psychological factors.   
Livingstone (2014) stated that childhood obesity is a real issue as approximately 30% of obese children and 70% of obese adolescents will go on to become obese adults. Girls are more likely to be affected than boys. The longer a child remains obese beyond 3 years old the more likely that obesity will persist into adulthood.  Possibly by 2020, worldwide, 9% of all preschool children (approximately 60 million children) will be obese; if no significant intervention is done. However, according to the International Association for the study of obesity (IASO, 2012) the highest Prevalence of childhood obesity is in the USA and this is followed by the UK and Australia (IASO, world map of childhood obesity, 2012) 
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Objective   This research study was designed to explore children’s (aged 9-10) beliefs about healthy eating and what they manage to eat healthily.  
Design   This research was exploratory to the way that two different groups of children conceptualized healthy eating to compare between them. One was at a primary school cohort and another at a local Church group. The same questionnaire comprised of 14 questions was administered to children in both cohorts with the twenty-six year 9 and 10 participants to explore how they perceived healthy eating. Total number of children (aged 9-10) was 26, 19 at primary school group and 7 at local Church cohort. Both cohorts were from the same ethnicity (whitish-British), age, gender and low-middle socioeconomic states and different level of education of parents.  
Results Findings from primary school age group were somewhat concerning of such a school which has been already committed to a healthy eating policy.  Although children at primary school age group were more likely to make healthy food choices than those of the local Church group, (77.3% vs. 47.1%) 71% favour to eat unhealthy foods. Other concerning finding included, the indications that 26.3% of children at the primary school group as compared to 28.5% of those in the local Church group thought that pasta is made from cheese and 14.2% of children at local Church cohort believed that pasta is made from meat. 10.5% of children at primary school cohort perceived that egg is made from Cow and 5.2% believed that Crisps is made from plastics. The results also suggest that children in both cohorts had a different gender food preference for the same quality of food they favoured. Rather surprising findings were misconceptions of healthy and unhealthy breakfast in both cohorts. 100% of children in the local Church group as compared to 36.8% of those at primary school cohort had knowledge of healthy eating from their parents.  
Although findings from such a small sample are not generalizable, results suggest that children had differences in their understanding of healthy eating in both cohorts and redirection of policy and practice in the school is required.  
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Conclusions 
Because of each cohort findings were analyzed, presented and discussed separately, and because of that each cohort had different context and background, therefore, each group needs a distinct conclusion.  
Conclusion of study of primary school cohort 
The main confusing questions for children in this group were Q2, Q4, Q5, Q12, Q13 and Q14. Although the school had a healthy eating policy, maximum percentage of children (42. 1%) stated that they had knowledge of healthy eating from food labels and only 36.8% had their knowledge from schools and teachers. The highest proportion 26% of children depends on choice/availability when choosing food and no role of parents in sending healthy eating messages was evident. A very surprising finding was, although children in primary school cohort knew that their food was unhealthy, 71% favor it. This indicates that they had a lack of information on healthy eating and redirection of policy and practice in the school is compulsory. These findings were alarming of a school which has been already committed to a healthy eating policy and had a good sense of a healthy lifestyle (Ofsted report, 2008). 
Moreover, 26.3% thought that pasta is made from cheese, 10.5% perceived that egg is made from Caw and 5.2% believed that Crisps is made from plastics. These findings proved that children in the primary school cohort had a partial understanding of knowledge of food origin. Therefore, it might be useful for the school to sign up for the BNF´s Healthy Eating Week program which aims “to start the process of re-engaging children with the origins of food, nutrition and cooking, so that they grow up with a fuller understanding of how food reaches them and what a healthy diet and lifestyle consist of” (BBC NEWS, 2013).  
Despite of that all options given for having breakfast were healthy, 21% of children in this group thought that their breakfast was unhealthy (Q13). This means they had misconceptions of which food is healthy or not which need further efforts to be undertaken by the school. For instance, free school breakfast programs could be added to the school health policy and teaching children about healthy breakfast is a good step forward. In addition, children viewed a lack of knowledge of making healthy choices. 24% thought that fresh vs fried fruits and vegetables, 6% believed that food low vs high in fat, 12% believed 
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 that food low vs sugar, 24% thought that food low vs high in salt, 12% perceived that boiled v's fried potatoes and 18% brown vs white bread were healthy choices.  
The above analysis of children’s responses in the primary school group, and as suggested by Burrows (2007) recommends that there is much for physical educators to attend to pedagogically and personally in relation to health and physical education in schools. These findings point to a need to equip children with strategies for making sense of both the contradictory and normative information they are presented with. They also need the cognitive apparatus to weigh up the implications for themselves and others of adopting particular health practices and the resources. This is to examine the potential disjuncture between recommended strategies and the embodied effects of these at the level of the individual. 
Additionally, the present study revealed that the children’s preferences of food depend on several factors such as taste, parents, schools and teachers. The involvement and support of parents is essential to the success of any intervention aimed at the prevention and management of overweight or obesity in young children (Jackson et al., 2005).  
Conclusion of survey of local Church group 
Most of the children’s parents in this group were educated with high qualification; therefore this might be the reason that children were very good at answering questions Q1, Q2, Q3, Q7, and Q8. 
However, certain issues were concerning particularly Q9, Q10, Q12, and Q14 in this group need addressing to perhaps avoid childhood obesity. Only 57% of children in this group perceived that fresh fruit and vegetables are healthy because they are sources of essential vitamins and minerals (Q9). This percentage was low as compared to such a very small sample of children (only 7 in number). A high proportion of children (28%) in this cohort used to drink water with diet and thought this was a healthy. Only 57% viewed that water is an important part of a healthy diet because it is nutritious and antitoxic. Also, 42.7% of children revealed partial understanding of food origin (Q12). 
Moreover, children had difficulty to make healthy choices among certain foods such as fresh vs fried fruits (57%) and vegetables, food low and high in fat (57%), sugar (57%) and salt (57%), and boiled and fried potatoes (42.8%). All these findings revealed that there were areas of partial understanding or misconception of children in this group that is essential to be addressed and tackled to help to avoid childhood obesity. 
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