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Executive summary  

 
Introduction 
 
Against the background of increasing prevalence of overweight and obesity among children 
and young people, the National Child Measurement Programme (NCMP) was established in 
2005 to collect data on height and weight of all children in Reception (4-5 year-olds) and 
Year 6 (10-11 year-olds) in primary schools in England.  The data, collected by Primary Care 
Trusts (PCTs), are used by government to track population trends in the prevalence of 
underweight, healthy weight, overweight and obesity and to inform local planning and 
delivery of services. 
 
To raise awareness about the importance of healthy weight and to help parents and their 
families engage with issues about healthy lifestyles and weight, PCTs have been 
encouraged to provide routine feedback to all parents on their childôs height and weight 
during 2008/9.  In previous years, most PCTs did not routinely provide feedback although 
parents could request their childôs results.  
 
This small-scale study was commissioned by the Department of Health, to inform 
development of the National Child Measurement Programme, and in particular to suggest 
any revisions that might be necessary to the 2009/10 programme for PCTs covering the 
provision of routine feedback to parents on their childôs height and weight.  
 
Study aims and methods 
  
The study had two principal aims: 
 

i. to explore the impact on parents of receiving  routine feedback about their childôs 
height/weight, and their views on how this information was presented to them; and 
 

ii. to learn from the experiences of PCTs who had chosen to implement routine 
feedback procedures in 2008/09.  

 
These aims were addressed through different methods.  A postal survey was undertaken of 
parents of children in Reception and Year 6 receiving the feedback letter in four PCTs that 
had met the criteria for providing routine feedback within the specified timescale, and who 
agreed to take part in the study.  A total of 616 parents responded to the survey, a response 
rate of 31 percent.  From the survey sample, 49 parents were followed-up with a telephone 
interview.  The interview sample included parents of children in the four weight categories ï 
underweight, healthy weight, overweight and very overweight.  Parents of children in both 
overweight categories were purposely oversampled.  In addition, telephone interviews were 
conducted with 11 key staff involved in the NCMP across the four participating PCTs and 
with a key staff member in each of 11 schools selected from the four PCTs. 
 
Before going on to summarise the study findings, it is important to acknowledge the 
limitations of the research.  The findings are based on a small scale study in four PCTs, and 
as such cannot be taken to be representative of the national picture.  The selection of PCTs 
and the timing of follow-up interviews with parents were determined by the need to provide 
findings in time to inform revisions to the NCMP guidance for PCTs, in summer 2009.  
Sampling was thus limited to PCTs who planned to send feedback to sufficient numbers of 
parents to enable survey sampling within the study timescale, and who had mailing systems 
that allowed them to include our survey with their feedback letter.  In addition, whilst the 
survey response rate was higher than had been anticipated, it must be acknowledged that 
the study may have under-represented parents with limited English literacy because those 
who could not understand the feedback letter are unlikely to have understood and returned 
the evaluation questionnaire.  Whilst bearing in mind these methodological caveats, data 
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gathered from different sources revealed consistent messages, suggesting that the study 
findings offer a useful basis for the development of guidance, as well as for future research.  
 
Parentsô perspectives on routine feedback 
 
Response to the letter 
The overwhelming majority of parents responding to the survey agreed with the results and 
found the letter helpful, but parents of overweight children, particularly those just over the 
threshold, were less satisfied ï they were more likely to disagree with the results and to find 
the letter unhelpful. Parents in the overweight categories who were interviewed often 
reported being shocked or surprised by the results: very few had had concerns about their 
childôs weight prior to receiving the feedback.   
 
Clarity of the letter 
Only a small proportion of parents surveyed were dissatisfied with the way the information 
was given to them in the letter, although again, parents of children who were overweight or 
very overweight were more likely to be dissatisfied.  The clarity of the information in the letter 
was explored in greater depth in the interviews, and although there were few problems in 
understanding the information, those not responding to the survey may well have included 
disproportionate numbers who did find the information hard to understand either due to poor 
literacy or not being fluent in English.  There was criticism by some parents both in the 
survey and among those interviewed at the tone of the letter and the óharshô language used, 
though some parents appeared to have been shocked by the language into acknowledging 
their childôs weight status. 
 
Health promotion material 
The majority of parents in the survey thought the health promotion material enclosed with the 
feedback letter, usually the Change4Life leaflet Top Tips for Top Kids, was useful.  Among 
the small number of parents who did not find the material useful or did not read it, 
proportionally more were in the overweight categories.  Although parents, both in the survey 
and among those interviewed, often reported that this information was not new to them, 
many said it served as a reminder or as reassurance that they were doing the right things in 
encouraging a healthy lifestyle. 
 
Taking action, making a difference  
Almost a third of the parents surveyed reported that they planned to take action as a result of 
the letter, particularly parents of children in the two overweight categories and the 
underweight category.  They usually reported plans to make changes to the child or familyôs 
diet or activity levels, though very few said they would contact someone for advice.  Among 
parents interviewed, however, few had actually made any changes or planned to do so, and 
few had sought any professional advice.   
 
Very few parents among the interviewed sample perceived any barriers to implementing 
changes, but most frequently mentioned were the childôs fussiness or attitude, followed by 
lack of time.  Again, the number of parents who commented on what would help in bringing 
about change was very small, but suggestions included more affordable leisure activities, 
action on food labelling and convenience foods, and someone making contact after sending 
the feedback letter. 
 
Asked in the interview if the results had made a difference overall to either themselves, their 
child or their family, parents were more likely to say that the results had had a positive effect 
on themselves personally, while making little difference to their child or family. 
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Views on the NCMP 
There was almost unanimous agreement among interviewed parents that children should be 
weighed and measured, and the majority believed that parents should be told their childôs 
weight category.   
 
PCT experiences and views  
 
Practical Issues 
Although a national programme, there was clear variation in the implementation of the 
measurement and feedback process, and this appeared to reflect the local situation in each 
area ï for example, in terms of resources and staffing frameworks.  There were differences 
in who undertook the measurement (from Band 2 to Band 6 staff), how the measurements 
were recorded in school (electronically or on paper), and how long it took to send out the 
feedback letters, though most managed to meet the recommended six week deadline.  
Inevitably, those PCTs feeding back for the first time experienced initial difficulties to do with 
administration and IT, though these were thought likely to diminish as procedures become 
more established.  Accuracy of the measurements and of the childôs details, particularly their 
address, was said to be critical.   
 
Concerns were raised about the template for the feedback letter provided by DH, which 
PCTs had largely followed, with some minor adaptations.  Concerns centred upon the 
acceptability of the letter to those with English as an additional language, and the tone of the 
letter, which was seen as somewhat insensitive, and óharshô.  There were mixed views about 
the effectiveness of using shock tactics in the letter - that is of warning parents of the long-
term risks of disease that are associated with overweight and obesity.   
 
Calls from parents 
There was variation across the four PCTs in who took responsibility for handling calls from 
parents on receiving the letter, and in the expertise and knowledge-base in this field of those 
who took calls from parents.  Three PCTs had retained the direct instruction asking parents 
of very overweight children to contact the named person given in the letter.  However, in all 
areas, the number of calls to each of the PCTs as a proportion of all letters sent was very 
small and concern was expressed about the poor follow-up response. 
 
Parents who contacted the PCT varied in their reaction to the feedback letter.  Some were 
calling for information and advice, whereas others were angry or upset and were calling to 
complain.  Although the number of angry parents calling to complain was small, and often 
comprised parents of children who were just over the óoverweightô threshold, these calls 
could have a significant impact on the call handlers. Views were mixed about the usefulness 
of existing DH guidance on handling calls.   
 
Intervention and support 
All PCTs had services in place to which parents who contacted the PCT for information and 
advice could be referred, but the uptake was low. This challenge was said to highlight the 
difficulty of translating the information in the letter into behaviour change.  Although PCT 
staff wanted the feedback letter to have a greater impact with more parents seeking help, the 
issue of capacity to deal with a significant increase in the demand for services was also 
raised. 
 
The school perspective 
 
Administrative staff often had most to do with the measuring process within schools, 
reflecting the fact that schools mostly saw themselves as facilitators of the measuring 
process.  The weighing and measuring was viewed as óroutineô and appeared to cause 
minimum disruption. 
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Though the number of opt-outs from the programme was very small, there were fewer opt-
outs for Reception than Year 6 children, a difference which was attributed to the consent for 
weighing and measuring Reception children being part of the consent for the wider health 
development check on entry to school.   
 
Schools were not aware of when parents had received the feedback letter, or how the letter 
was worded, and only four parents from across the 11 schools were reported to have 
contacted the school after receiving their childôs results. 
 
School staff appeared supportive of the programme, but seemed for a number of reasons to 
want to maintain a distance from it.  One reason was to emphasise the confidentiality of the 
data, but there were also indications that staff felt that to work with individual children and 
their parents on weight issues might jeopardise parent-teacher relationships. , It was clear 
that schools preferred to take a whole school approach through the Healthy Schools 
Programme, which focuses more broadly on four health topics including healthy eating and 
physical activity.   
 
Conclusions and recommendations 
 
An overwhelming majority of parents participating in the study welcomed their children being 
weighed and measured in schools and thought it appropriate that parents should receive 
feedback on their childôs weight status.  Beyond that overall finding, however, the research 
highlights a number of issues and recommendations for consideration for the development of 
the NCMP, which are discussed here. 
 
The feedback letter  
Although there was no evidence from parents responding to the survey that the feedback 
letter was unclear, it is not possible to conclude that the clarity of the letter is not a problem.   
Those who did not respond to the survey may well have included parents who did not 
understand the letter.  Further research is therefore needed to consider the accessibility of 
the feedback letter to parents with limited literacy and/or limited English. 
 
The wording of the letter, particularly the tone and the use of scare tactics, was of concern to 
both parents and PCT representatives. Although references to health risks may be justified 
on the grounds that parents may lack awareness of the health consequences of obesity and 
can shock people into taking action, these potential benefits must be balanced against the 
risk that if a óshock tacticô approach is not implemented correctly it could promote denial or 
avoidance which may prevent parents from taking action to reduce the risk.  Most parents in 
our small sample had not taken action as a result of receiving the letter.  Scare tactics in 
health promotion are most effective when the target audience believes that the threat is 
immediate and direct, and that the recommended responses are achievable and will make a 
difference in averting or reducing the threat.  There is also the possibility that the use of 
threats or scare tactics in the context of childhood overweight could be associated with 
unintended consequences such as parents encouraging their children to diet.  
 
The findings from the study would suggest that the Department should reconsider the 
wording of the letter and review the evidence base for the effectiveness of using an 
approach that employs scare tactics in changing behaviour in relation to childhood 
overweight and obesity. 
 
Parentsô response to the letter  
Parents of overweight children, especially those who were óborderlineô cases, were more 
likely to disagree with the results.  This finding is in line with a body of research showing that 
parents tend not to recognise when their child is overweight, though there is some evidence 
to suggest that routine feedback of childrenôs weight may increase the accuracy of parental 
perceptions. 
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The fact that so few families sought help or advice was a matter for concern for many PCT 
representatives. Given evidence of the complexity and challenges of successful 
interventions for overweight and obesity, it is unlikely that the letter and enclosures alone 
could produce sufficient cognitive, lifestyle and behavioural change to address established 
overweight or obesity in children ï whatever the good intentions expressed in interviews with 
parents.  Rather, a more targeted approach may be necessary which might involve 
proactively following up families whose children are overweight or obese, after they had 
received the results.  However, such a strategy would clearly have resource implications, not 
least in terms of staff time, and in the availability of services to which families can be 
referred.   
 
Practical suggestions 
One of the four PCTs had provided routine feedback to parents for some years, but the 
others which had not, had all experienced some early challenges in the feedback process.  
Staff in these PCTs consistently highlighted the need for adequate resourcing to support the 
workload involved in the process.  A number of practical suggestions were highlighted by the 
study for consideration in the revised guidance, including schools providing the contact 
details for children rather than relying on the Child Health Database, and PCTs providing 
feedback to those opting out and to absentees on the importance of weighing and 
measuring.  
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1 Introduction   

1.1 The National Child Measurement Programme 
 
Over the last ten years or more, there has been growing concern that overweight and 
obesity are increasing in prevalence among children and young people in the UK, alongside 
mounting evidence of links with future health risks including cancer, heart disease and type 2 
diabetes1,2.  Against this background, the government established the National Child 
Measurement Programme (NCMP) in 2005, to collect annual data on the height and weight 
of all children in English primary schools in two class groups: Reception (aged 4-5 years) 
and Year 6 (aged 10-11 years). Primary Care Trusts (PCTs) are responsible for collecting 
the data and provide anonymised information for the National Child Measurement Database. 
The findings allow the government to track population trends in the prevalence of 
underweight, healthy weight, overweight and obesity, and to analyse variation by factors 
including deprivation, ethnicity, age and sex.  In addition to analyses of national-level data, 
the findings are also used to inform local planning and delivery of services for children. 
 
One core aim of the National Child Measurement Programme is to raise awareness of the 
importance of healthy weight in children.  To this end, the government is now encouraging 
PCTs to provide individual feedback to parent/carers3 on their childôs height and weight. The 
intent is that the information provided should help parents and families to engage with issues 
about healthy lifestyles and weight.  The need for such awareness-raising was highlighted in 
the recent strategy document, Healthy Weight, Healthy Lives: One Year On4, and the 
associated Change4Life campaign, which is based on four key insights (Cross-Government 
Obesity Unit, 2009, p 11): 
 

¶ although parents realise that obesity is a growing problem, they do not recognise it 
as their problem;  
 

¶ most parents tend to underestimate how much they and their children eat and 
overestimate the amount of physical activity they do;  
 

¶ most parents do not make the connection between unhealthy weight status in their 
children and long-term health problems (such as type 2 diabetes, heart disease and 
cancer); and  
 

¶ a host of óunhealthyô behaviours in children, for example sedentary behaviour, 
snacking levels and excessive portion size, are not seen by parents as risky. 
 
 

1.2 Parental awareness of overweight in children 
 
Healthy Weight, Healthy Lives: One Year On cited research reporting that parents often do 
not see obesity as their or their familyôs problem, nor are they always aware of the 
importance of healthy weight to their childôs health.  Similarly, there is evidence from studies 
of community samples that the majority of parents may fail to recognise or acknowledge that 

                                                
1
 Chinn, S., and Rona, R.R. (2001)  Prevalence and trends in overweight and obesity in three cross 

sectional studies of British children, 1974-1994.  BMJ, 322, 24-26. 
2
 Chief Medical Officer (2003)  Health Check. On the state of the public health.  Annual Report of the 

Chief Medical Officer 2002.  London: Department of Health. 
3
 For simplicity, parent/carers are referred to as óparentsô throughout the remainder of this report. 

4
 Cross Government Obesity Unit (2009) Healthy Weight, Healthy Lives: One Year On.  London: 

Department of Health. 



 
 

9 
 

their children are overweight5.  For example, Carnell and colleagues (2005)6 found that, in a 
large community sample of three- to five-year olds in the UK, only 1.9% of parents of 
overweight children and 17.1% of parents of obese children described their child as 
overweight.  This evidence implies a need to raise parental awareness of childrenôs 
overweight or obesity, as a key first step in helping parentsô to make informed, and healthier, 
choices in family life7.   
 
In 2007/2008, parents whose children took part in the National Child Measurement 
Programme could ask to receive feedback on their childôs height and weight, but 
subsequently the Health and Social Care Act (which received royal assent in July 2008) has 
allowed PCTs to provide routine feedback to all parents.  This represented a change from 
the previous system, whereby parents had to óopt inô to feedback about their childôs 
measurements.  PCTs have been being strongly encouraged to provide such routine 
feedback to all parents from the 2008/09 measurement programme onwards, although this is 
not currently mandatory.  
 
Overall, then, the aim of feedback to parents from the NCMP is to raise awareness of child 
overweight and obesity, and of the associated health risks to children, in order to support 
parents and families in making healthier choices. This aim posits a link between awareness 
of child overweight and behaviour change, and is borne out by recent UK research8, which 
reported that feedback was associated with dietary restriction by parents of overweight 
primary school-aged children.  However, other evidence, from a recent five-year longitudinal 
study in the US9, suggests that the link between awareness and behaviour change may not 
be straightforward.  Parents of overweight teenagers (average age 14 years at time 1) who 
were aware of their childôs weight status did not differ from those who did not recognise their 
childôs overweight in any variables of potential benefit to overweight children ï such as 
availability of fruits and vegetables at home, fewer soft drinks at home, and parental 
encouragement to make healthy food choices or to be physically active. The only difference 
between the groups was in parental encouragement to diet, which was more common 
among parents who accurately perceived their child to be overweight, but which actually 
increased the risk for overweight at the five-year follow-up.   
 
The findings of the above study are not directly comparable to the NCMP context, because it 
is a US study, and is focused on older children, whose behaviour may be less readily 
dependent on and amenable to familial change than younger children.  Nevertheless, the 
study is consistent with a body of literature that highlights the complex challenges involved in 
achieving behaviour change in the prevention and treatment of overweight and obesity, with 
the latter most effective when involving combined dietary, physical activity, and behavioural 

                                                
5
 Wald, E.R., Ewing, L.J., Cluss, P., Goldstrohm, S., Cipriani, L., Colborn, D.K., Weissfeld, L. (2007) 

Parental perception of children's weight in a paediatric primary care setting. Child: Care, Health & 
Development, 33(6):738-743 
6
 Carnell, S., Edwards, C., Croker, H., Boniface, D., and Wardle, J. (2005) Parental perceptions of 

overweight in 3-5 year olds.  International Journal of Obesity (2005) 29, 353ï355. 
7
 Institute of Medicine, Committee on Prevention of Obesity in Children and Youth, Food and Nutrition 

Board, Board on Health Promotion and Disease Prevention (2005) Preventing Childhood Obesity: 
Health in the Balance. Washington, DC: National Academies Press. 
8
 Grimmett, C., Croker, H., Carnell, S. and Wardle, J. (2008)  Telling parents their child's weight 

status: psychological impact of a weight-screening program.  Pediatrics, 122, 3, 682-688. 
9
 Neumark-Sztainer, D., Wall, M., Story M., and van den Berg, P. (2008) Accurate parental 

classification of overweight adolescents' weight status: does it matter? Pediatrics, 121, 1495-1502. 
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components10,11.  Moreover, ówhat worksô is likely to be context dependent. Oude Luttikhuis 
and colleaguesô (2009)11 Cochrane review concluded that:  
 

óthe practicalities of delivering effective advice on lifestyle changes to obese children 
and adolescents will vary with the wide span of social, ethnic and economic 
circumstances, as well as with the many variations in available resources for local 
health service deliveryô. 
 

One strategy that has been used across a range of health campaigns is the use of fear 
appeals or óscare tactics.  Research has shown that this approach can be effective, but only 
when the campaign depicts a relevant and significant threat and when it is are accompanied 
with recommended responses that the target audience believes they are able to accomplish, 
and believe that this will work in averting or minimising the threat. óFear appears to be a 
great motivator as long as individuals believe they are able to protect themselves (p607)12. 
 

1.3 Parentsô views of feedback on child measurements 
 
Arguably, another reason for feeding back weight status to parents is the ethical principle 
that they have a right to know their childôs results.  Certainly, in Grimmett and colleaguesô 
(2008)7 study, the majority of parents in their community sample said they wanted this 
feedback.  However, these authors also reported that a minority of participants found the 
feedback distressing, and they highlighted the importance of managing the process 
sensitively, particularly for families with overweight children. In line with that research, the 
Department of Health has commissioned a series of studies to inform the development of 
routine feedback within the National Child Measurement Programme.   
 
The first study comprised interviews with 36 families with a child who had taken part in the 
2005/06 weighing and measuring exercise, and focus groups with parents from different 
minority ethnic groups (BRMB, 2007)13. Parents were recruited from six geographical areas. 
The study found limited awareness of the measurement programme, but reported that 
parental attitudes towards the exercise and to the possibility of receiving feedback about 
their childôs height and weight were generally positive.   
 
Subsequently, Shucksmith and colleagues (2008)14 researched views on the format and 
content of three different types of feedback letter to parents, using focus groups of parents 
identified through primary schools in four geographical areas. Interviews were also 
undertaken with PCT staff involved in managing and delivering the programme in three 
PCTs which had already provided routine feedback to parents in 2007/08. This feedback 
took the form of simple height and weight details, without any interpretation of the results. On 
the basis of this research, in August 2008, revised guidance was issued for PCTs and 
regional obesity leads on undertaking the NCMP in the 2008/09 school year (DH and DCSF, 

                                                
10

 Faith, M.S., and Epstein, E. (2007) Individual behavior change.  In S. Kumanyika and R. C. 
Brownson (Eds) Handbook of ObesityPrevention. A Resource for Health Professionals. New York: 
Springer. 
11

 Oude Luttikhuis H, Baur L, Jansen H, Shrewsbury VA, OôMalley C, Stolk RP, Summerbell CD. 
(2009) Interventions for treating obesity in children. Cochrane Database of Systematic Reviews 2009, 
Issue 1 
12

 Witte, K. and Allen, M. (2000) A Meta-Analysis of Fear Appeals: Implications for Effective Public 
Health Campaigns, Health Education Behaviour, 27, 591-615 
13

 BRMB (2007) Research into parental attitudes towards the routine measurement of childrenôs 
height and weight.  London: Department of Health. 
14

 Shucksmith, J., Carlebach, S., Summerbell C. and Smith S (2008) The National Child Measurement 
Programme: routine feedback research (ref: 2008 0001501). Centre for Health and Social Evaluation, 
University of Teeside. 
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2008)15. The guidance included a sample results letter, telling parents both the height and 
weight of their child and illustrating this on a sliding scale, together with a statement about 
whether the figures suggested the child was underweight, a healthy weight, overweight or 
very overweight, and the implications of this for the childôs future health.  
 
Most recently, at the end of 2008, the research reported here was commissioned, as a small 
scale evaluation of parentsô views of routine feedback, conducted in four PCTs.  An interim 
report16, submitted at the beginning of May 2009, was used to inform workshops that the 
Cross-Government Obesity Unit held in May with NCMP local coordinators. This final report 
aims to inform the development of revised guidance for PCTs for routine feedback in 
2009/2010. 
 

1.4 Structure of the report 
 
Following this introductory overview, Chapter Two sets out the aims and methods of the 
study, and the characteristics of parents responding to a questionnaire survey and telephone 
interviews.  Chapter Three provides findings on parentsô views of the feedback letter and its 
impact on their family, from the survey and interviews with parents. Chapter Four reports on 
the views of key staff involved with the NCMP in the four Trusts where the research was 
carried out, and Chapter Five presents the findings from interviews with a key member of 
staff from each of a small sample of schools that had participated in the measurement 
programme in those areas.  Chapter Six concludes the report by summing up the research 
as a whole, identifying commonalities and differences in parent and professional 
stakeholdersô views of feedback, and highlighting recommendations for the future 
development of NCMP feedback, and of DH guidance to PCTs. 
 
 
 
 
 
 

                                                
15

 Department of Health and Department for Children, Schools and Families (2008) The National Child 
Measurement Programme: Guidance for PCTs ï 2008/09 school year. 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/DH_086724 
16

 Mooney, A., Statham, J., Boddy, J., and Smith, M. (2009) The National Child Measurement 
Programme: Early experiences of routine feedback to parents of childrenôs height and weight. Interim 
report to Department of Health.  London: Thomas Coram Research Unit, Institute of Education. 
 

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/DH_086724
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2 The research study 

2.1 Aims 
 
The overarching aim of this study was to inform development of the National Child 
Measurement Programme, in particular to suggest any revisions that might be necessary to 
the 2009/10 guidance for PCTs covering the provision of routine feedback to parents on their 
childôs height and weight. The two main aims were:  
 

i. to explore the impact on parents of receiving  routine feedback about their childôs 
height/weight, and their views on how this information was presented to them; and 

 
ii. to learn from the experiences of PCTs who had chosen to implement routine 

feedback procedures in 2008/09.  
 
Specific research questions fell into three broad categories: 
 
The purpose and outcomes of feedback 

¶ How did parents/carers respond to receiving feedback from PCTs which provided an 
interpretation of their childôs weight, whether or not they had requested this 
information? 

¶ What benefits did they perceive of receiving this information?  

¶ Were there any perceived negative consequences or unintended consequences? 

¶ Did parents intend to use the results? If so, how?  What did they judge to be the 
barriers or facilitators to acting on feedback? 

 
The presentation of feedback 

¶ What were parentsô views on how the information was presented in the óresults letterô 
and any accompanying leaflets?  

¶ What information did they find useful, what was not useful, what else would they like 
to have seen? 

¶ Was the feedback more helpful to some groups of parents than others?  
 
Impact on PCTs and schools 

¶ What level of resource was required from the PCT/partners to deliver routine 
feedback?  

¶ What worked well; what was problematic? 

¶ Did the provision of NCMP feedback result in any additional burden on schools? 
 
 

2.2 Methods17 
 
Data were collected from a number of sources. The first aim was addressed through a short 
questionnaire survey of parents receiving the feedback letter18. As PCTs could not provide 
the research team with parent contact details without first getting parentsô consent, PCTs 
were asked to distribute the survey on our behalf, and to enclose it with the feedback letter 
to ensure that parents received the survey at the same time that they received the results. 
The survey was supplemented by telephone interviews with a sub-sample of parents to 
obtain more detailed information on their views and experiences. The second aim was 
addressed by telephone interviews with key staff responsible for the weighing and 
measuring programme in the participating PCTs and with head teachers or healthy school 

                                                
17

 The study received ethics approval from an Institute of Education Faculty Research Ethics 
Committee. 
18

 DH provided a template for the feedback letter for PCTs to use.  The wording of the letter varied 
depending on which weight category the child was in (see appendix 1).  
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leads in a sample of primary schools in these authorities where parents had received routine 
feedback.  
 
2.2.1 Selection of PCTs  
 
Selection of PCTs for the study was determined by the survey design and the need to 
provide findings in time to inform revisions to the NCMP guidance for PCTs, in summer 
2009. Based on experience with similar surveys of parents, we estimated an achieved 
response rate of around 20 percent.  Given the distribution of children between weight 
categories in previous national measurement programmes19, this would require sampling 
approximately 1,000 parents in each of the two year groups to ensure a reasonable number 
of underweight and overweight children. We therefore aimed to survey parents of 250 
Reception and 250 Year 6 children in each of four PCTs (2000 in total).  
 
Although all PCTs were encouraged by the Department of Health to provide routine 
feedback to parents from the 2008/09 measurement programme, not all planned to do so. 
Due to the short timescale for this study, the Department facilitated identification of PCTs 
that could help with the research by contacting NCMP coordinators and providing the 
research team with information (where known) about PCTôs feedback plans and willingness 
to participate in this research.  The initial aim was to select PCTs in different parts of the 
country, and with higher prevalence rates for overweight children, but in practice selection 
was limited by the small number of PCTs who planned to send feedback to the target 
number of parents within the timeframe required (mid-January to mid-March 2009).  
 
Of the 21 PCTs identified by the Department of Health Team as being possible participants, 
18 were contacted to find four ï referred to as PCTs 1, 2, 3 and 4 in this report to preserve 
confidentiality - which came closest to our selection criteria, and were willing to take part. 
They were the only ones proposing to provide feedback to sufficient numbers of parents by 
March 2009, and who had mailing systems that allowed them to include our survey with their 
feedback letter. The four PCTs were located in the South West of England, London and the 
West Midlands: all were relatively small in size, and each was coterminous with one local 
authority.  
 
2.2.2 Survey of parents 
 
Two of the four PCTs were planning to provide routine feedback to parents of Year 6 
children only and one to parents of Reception children only (see 4.5). The number of 
questionnaires supplied for distribution across the year groups therefore varied for the four 
PCTs (table 2.1).   
  
Table 2.1:  Target and achieved survey distribution by year group and PCT 

PCT 
Reception Year 6  

Target Achieved Target Achieved Total 

1 - - 500 497 497 

2 500 450 0 50 500 

3 - - 250 256 256 

4 500 480 250 250 730 

Total 1,000 930 1,000 1053 1983 

 
The questionnaire, with an accompanying information sheet (see appendix 2), was designed 
to be as short as possible, to facilitate a good response rate and also because it was being 
enclosed with both the feedback letter and additional health promotion material being sent to 
parents by the PCT. The questionnaire covered parentsô satisfaction with the results, 
planned action, usefulness of the health promotion material sent with the letter and basic 

                                                
19

 NHS Information Centre for Health and Social Care (2008) National Child Measurement 
Programme 2007/08 School Year Headline Results.  The NHS Information Centre 
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demographic data (see appendix 3). It was piloted with ten parents and some minor changes 
made as a result.   
 
Two approaches were taken to improve the response rate: (i) in each PCT, a prize draw for 
a £50 voucher was offered for those who returned a completed questionnaire and who 
wished to be entered; and (ii) a reminder was provided to PCTs to send approximately one 
week after the feedback letter containing the initial survey.   
 
A total of 616 completed survey questionnaires were returned, achieving a slightly higher 
than anticipated response rate of 31 percent overall. Response rates varied from 16 to 42 
percent between PCT areas, with a lower rate from PCT 2, and a higher rate in PCT 1.  
 
Survey data were entered into an SPSS data base for statistical analysis. 
 
Table 2.2:  Response rate and distribution of survey sample across PCTs 

  Number 
Distributed 

Number 
returned  

Percent 
returned 

Percent of 
sample 

1 497 210 42.2 34.1 

2 500 78 15.6 12.7 

3 256 93 36.3 15.1 

4 730 235 32.2 38.1 

Total 1983 616 31.1 100.0 

  
2.2.3 Interviews with parents 
 
Parents responding to the survey were asked to indicate if they were willing to be contacted 
for further information, and 53 percent agreed.  On a number of key characteristics, there 
were few differences between those agreeing to further contact and those who did not, 
although parents of very overweight children and parents with a higher educational 
qualification were somewhat more likely to agree.  We aimed to conduct a telephone 
interview with up to 64 parents, spread over the four PCTs and achieving a balance of boys 
and girls, Reception and Year 6 children, parentsô socioeconomic status20 and ethnicity. 
Parents who had been told their child was overweight were deliberately over-sampled.  
 
A sampling frame with target numbers for each category was constructed to guide selection, 
and eligible parents (those who had agreed to further contact and provided a telephone 
number) were entered into each cell of the framework when their survey response was 
received, using demographic and other information from the completed questionnaire. A total 
of 49 interviews were achieved, with 45 mothers and four fathers. No parent approached 
refused to take part, but eight proved unreachable despite multiple attempts at making 
contact, and a further seven parents had insufficient understanding of English for an 
interview to be possible21. These parents were not replaced with others from the ópoolô of 
eligible survey respondents, as this would have skewed the sample towards white middle 
class parents of healthy weight children. Consistent themes were also emerging from the 
completed interviews at that stage, and it appeared unlikely that additional interviews would 
substantially alter this picture. 
 
The parent interview schedule was designed, piloted and finalised before interviews with the 
49 parents were conducted. It followed a semi-structured format, with open-ended questions 
but some pre-coding of researcher-coded response categories, as well as space for 

                                                
20

 Highest educational qualification of the responding parent was used as a proxy for socioeconomic 
status: those with A levels or above were categorised as higher SES and those with below this level 
as lower SES.  
21

 They probably had help from a family member to complete the questionnaire. 



 
 

15 
 

recording parentsô comments and other information (appendix 4). Parents were interviewed 
over the telephone at a time of their choosing, ensuring that they were able to speak freely 
about potentially sensitive issues involving their children. The interviews lasted between 20 
minutes to an hour22, and the majority took place between four and eight weeks after parents 
had received the feedback on their childôs weight from the PCT23. Both qualitative and 
quantitative data from the parent interview schedules were added to the SPSS database 
containing information from the parent survey, so that questionnaire and interview responses 
could be linked.   
  
2.2.4 Interviews with PCT staff 
 
Interviews with PCT staff were conducted by telephone, and were open-ended, following a 
topic guide (appendix 5).  Detailed notes were taken during the interview, and written up in a 
standardised format afterwards. PCT staff selected for interview were those who were most 
closely involved with the NCMP, particularly the process of providing routine feedback and 
reaction to it and were nominated by the manager or coordinator of the Programme. In total, 
11 interviews were conducted across the four PCTs, as follows.  In PCT 1, interviews were 
carried out with a senior clinical services manager, an administrator who was responsible for 
dealing in the first instance with calls from parents, and the obesity lead for school nurses.  
In PCT 2, we spoke to a senior manager in public health, the obesity lead, and the 
professional lead for community public health nurses.  In PCT 3, we spoke to a systems 
manager and public health analyst, and to the service manager responsible for nutrition and 
obesity.  In PCT 4, we interviewed the manager responsible for commissioning of healthy 
weight services, and to the administrator responsible for the child measurement programme.  
As this range indicates, interviewees included managers, practitioners, data analysts and 
administrators, providing a range of professional perspectives on NCMP feedback, and 
including in all PCTs the workers responsible for dealing with calls from parents in response 
to the letter. 
 
2.2.5 Interviews with school staff 
 
In addition to obtaining parent and PCT perspectives, a telephone interview (see appendix 6) 
was conducted with a member of staff in each of 11 primary schools across the four PCTs. 
All of this sample were schools where children had been weighed and measured, and 
parents had been sent feedback about their childôs weight and height. In most cases (7/11) 
we were directed to speak to a member of the administrative staff, such as an administration 
officer, office manager or school secretary. Two interviews were carried out with the healthy 
school lead (this was a SENCO coordinator in one school and a Year 6 teacher in the other) 
and the remaining two interviews were with the head teacher, although one head had to 
consult with administrative staff to obtain information before the interview could be 
undertaken. As with the other telephone interviews, notes were taken during the interview 
and written up immediately afterwards. 
 
2.2.6 Data analysis 
 
Survey data were entered into an SPSS data base for statistical analysis.  Following data 
cleaning (e.g., checking outliers and inconsistent or contradictory responses), data analyses 
were primarily descriptive.  For example, frequency analyses were used to describe the 
range and distribution of responses in the survey sample as a whole, and for groups of 
interest, such as overweight and very overweight children.  Statistical analysis of parent 

                                                
22

 Interviews with parents of children of healthy weight tended, on average, to take less time than 
interviews with parents of overweight or obese children. 
23

 The time elapsing between survey and interview depended partly on when parents returned the 
completed questionnaire with their contact details. A small number of parents were interviewed more 
than 8 weeks after receiving the feedback letter, in order to fill particular cells in the sampling 
framework.  
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interview data was also primarily descriptive, and given the sample size and distribution, 
comparative statistical analyses of interview sub-groups were not undertaken.   
 
Written notes of PCT and school interviews were analysed thematically using the constant 
comparative method, with reference to the study objectives and to themes emerging from 
the parent interview data.  Individual members of the research team led on thematic analysis 
of PCT interviews, school interviews and the qualitative data from parent interviews, but all 
analysis was carried out with input from the research team as a whole ï for example, to 
check, challenge, discuss and agree themes emerging from the analyses.  
 

2.3  Characteristics of the survey sample 

 
More parents of boys than girls completed the survey, although the difference was small, but 
parents of Year 6 children outnumbered Reception children two to one (tables 2.3 to 2.5).   
 
Table 2.3:  Children by Year Group 

  Number Percent 

Reception 215 34.9 

 Year 6 401 65.1 

 Total 616 100.0 

 
Table 2.4: Children by gender 

  Number Percent 

Boys 299 53.2 

Girls 263 46.8 

Total 562 100.0 

54 missing 

 
Table 2.5: Year group by gender 

 Boys Girls  

Year Group Number Percent Number Percent Total 

Reception 99 33.1 96 36.5 195 

 Year 6 200 66.9 167 63.5 367 

 Total 299 100.0 263 100.0 562 

54 missing 
 

Very few children in the survey sample were underweight (1.3%), however, this proportion 
corresponds closely to the low numbers nationally (1.3% for Reception and 1.4% for Year 
624). Around one in five children (16%) were overweight or very overweight (table 2.6), 
proportions that are lower than the national figures of almost one in four for Reception and 
nearly one in three in Year 6. These results suggest, as might be expected, that the 
response rate was lower for parents whose children were overweight than for those whose 
child was a healthy weight.   
 
Table 2.6:  Children by weight category 

  Number Percent 

Underweight 8 1.3 

Healthy weight 507 82.3 

Overweight 68 11.0 

Very overweight 33 5.4 

Total 616 100.0 

                                                
24

 NHS Information Centre for Health and Social Care (2008) ibid 
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Looking at weight by gender and year group, there were more overweight boys than girls in 
the achieved sample (table 2.7). There were more overweight and very overweight children 
in Year 6 than in Reception (table 2.8).   
 
 
Table 2.7: Proportion of boys and girls in each weight category 

 

Weight 

Boys Girls  

Number Percent Number Percent Total % of Total 

Underweight 4 1.3 3 1.1 7 1.2 

Healthy weight 238 79.6 222 84.4 460 81.9 

Overweight 39 13.0 25 9.5 64 11.4 

Very overweight 18 6.0 13 4.9 31 5.5 

Total 299 100.0 263 100.0 562 100.0 

54 missing 

 
 
Table 2.8: Proportion of each of the year groups in each weight category 

 
Weight 

Year Group  

  Reception Year 6 

 Number Percent Number Percent Total % of Total 

Underweight 3 1.4 5 1.2 8 1.3 

Healthy weight 183 85.1 324 80.8 507  82.3 

Overweight 18 8.4 50 12.5 68 11.0 

Very overweight 11 5.1 22 11.0 33 5.4 

Total 215 100.0 401 100.0 616 100.0 

 

 
Table 2.9 shows the distribution of weight categories across the four PCTs.   
 
Table 2.9: Distribution of weight categories by PCT (percent) 

 PCT  
 

% of Total  

 
 

Total n 
 

1 

(n=210) 

2 

 (n=78) 

3 

(n=93) 

4  

(n=235) 

Underweight 1.0 1.3 1.1 1.7 1.3 8 

Healthy weight 81.0 83.3 83.9 82.6 82.3 507 

Overweight 13.3 9.0 11.8 9.4 11.0 68 

Very overweight 4.8 6.4 3.2 6.4 5.4 33 

Total percent 100.0 100.0 100.0 100.0 100.0 616 

 

 
In most cases (89%) the survey respondent was the childôs mother, and it was rather more 
likely to be the mother if the child was overweight, though the differences were slight (tables 
2.10 and 2.11).  The 13 óotherô carers were either siblings or other family member (9) or 
foster carers (4). 
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Table 2.10:  Survey respondents  

 Number Percent 

Mother  541 89.1 

Father  53 8.7 

Other carer 13 2.1 

Total 607 100.0 

9 missing 

 
Table 2.11:  Survey respondents by weight category (percent) 

 
 
Respondent 

Weight Category 
 

Under- 
weight 

Healthy 
Weight  

Over- 
weight 

Very Over- 
weight 

 
Total 

Mother 80.0 88.3 93.8 93.9 541 

Father 0 9.3 6.2 3.8 53 

Other 20.0 2.4 0 0 13 

 Total number 5 504 65 33 607 

9 missing 

 
The highest qualification for more than two in five respondents was a GCSE or equivalent; 
though a third had an A level or higher qualification. Very few (12%) had no formal 
qualifications (table 2.12).  Parents of children in the overweight (but not very overweight) 
category were more likely to have a higher qualification. Although there were only eight in 
the underweight category, four had no formal qualification (table 2.13).   
 
Table 2.12:  Frequencies for highest educational qualification  

 Number Percent 

No formal qualifications 70 11.7 

Vocational Qualification 52 8.7 

GCSE or equivalent 269 45.1 

A-level, degree or above 197 33.0 

Other qualification 9 1.5 

Total 597 100.0 

19 missing 

 
Table 2.13: Highest educational qualification by weight category (percent) 

 
Qualifications 

Weight category  

Under- 
weight 

Healthy 
Weight  

Over- 
weight 

Very Over- 
weight 

 
Total n 

No formal quals 50.0 11.4 9.4 12.1 70 

Vocational quals 0 9.8 1.6 9.1 52 

GCSE or equivalent 25.0 46.5 37.5 42.4 269 

A-Level + 25.0 30.7 51.6 33.3 197 

Other 0 1.6 0 3.0 9 

Total number 8 492 64 33 597 

19 missing 

 
As a rough indicator of income, we also asked about the number of wage earners in a family. 
Around a quarter of the families responding to the survey had either no wage earner or just 
one part-time wage earner, whilst 57 percent had a single wage earner and 22 percent had 
two (or more) wage earners (table 2.14). There was no clear association between number of 
wage earners in a family and children in different weight categories. 
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Table 2.14: Full-wage earners in the family 

 Number Percent 

Two or more 131 21.7 

One 343 56.7 

Part-time only 43 7.1 

None 88 14.5 

Total 605 100.0 

11 missing 

 
In terms of ethnicity, three-quarters of the respondents were White British or White Other, 
with the largest minority ethnic group being Asian or Asian British (table 2.15).  This is likely 
to reflect the population profile in one of the four PCTs. 
 
Table 2.15:  Survey respondents by ethnicity 

 Number Percent 

White British or White Other 462 75.9 

Asian or Asian British 82 13.5 

Black or Black British 34 5.6 

Chinese 3 .5 

Mixed origin 5 .8 

Other ethnicity 5 .8 

Do not wish to state 18 3.0 

Total 609 100.0 

7 missing 

 
Table 2.16 shows weight by ethnicity and indicates that, in line with the national prevalence 
rates for obesity, proportionally more overweight children were found with an Asian or Asian 
British parent or a Black or Black British parent compared with a White British parent. 
However, the sample size is too small to investigate this further, or to draw generalisable 
conclusions. 
 
 
Table 2.16: Ethnicity by weight category (percent) 

 
Ethnicity 

Weight Category  

Under- 
weight 

Healthy 
Weight  

Over- 
weight 

Very 
Over-  

weight 

 
Total 

White British or White other 0.6 84.6 10.8 3.9 462 

Asian or Asian British 4.9 76.8 11.0 7.3 82 

Black or Black British 0 70.6 5.9 23.5 34 

Chinese 0 100.0 0 0 3 

Mixed origin 0 40.0 60.0 0 5 

Other ethnicity 0 100.0 0 0 5 

Do not wish to state 5.6 83.3 5.6 5.6 18 

Total number 8 503 65 33 609 

7 missing 
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2.4 Characteristics of the interview sample 
 
Among the 49 parents interviewed (45 mothers and four fathers) just under a third (15) were 
from PCT 4, which had surveyed a higher proportion of parents at the time the sample was 
selected. Fourteen were from PCT 3, 13 from PCT 1 and seven from PCT 2, which had the 
lowest response rate to the survey.  The weight categories for their children were as follows: 
one underweight; 19 healthy weight; 15 overweight; and 14 very overweight.  The number of 
underweight children was expected to be small since there were only eight in this category in 
the whole survey sample, and of these only two agreed to further contact, of whom one was 
available to be interviewed. We aimed to have roughly equal numbers of boys and girls and 
of Reception and Year 6 children, and to include both high and low socio-economic status 
families (SES) and parents from Black and Minority Ethnic (BME) groups in the interviews 
(table 2.17). However, we purposively set out to over sample parents with overweight 
children to provide more information about their views and experiences.    
 
In practice, slightly more parents of boys than girls, and rather more Year 6 than Reception 
parents were interviewed, mirroring the survey sample.  Just under a half of the parents 
were of low SES25 and around a third was from a BME group.  Two-thirds of the interview 
sample described themselves as two-parent families and the remaining third as single parent 
families.  Ten of the sample had just one child (the one who had been weighed and 
measured), while a quarter had more than two children in the family. Total household size 
varied from two to seven, but for over two-thirds (33) it was between two and four people 
(adults and children). 
  
Table 2.17: Characteristics of interview sample 

 
Characteristics 

Weight Category  

Under- 
weight 
(n=1) 

Healthy 
Weight 
(n=19) 

Over- 
weight 
(n=15) 

Very 
Overweight 

(n=14) 
 

 
Total 

(n=49) 

Gender Girl 0 9 7 7 23 

Boy 1 10 8 7 26 

Ethnicity White 1 10 13 9 33 

BME 0 9 2 5 16 

SES High SES 1 9 10 8 28 

Low SES 0 10 5 6 21 

Year Group Reception 0 9 6 5 20 

Year 6 1 10 9 9 29 

  

                                                
25

 Educational level of the parent responding to the survey was used as a rough indicator of socio-
economic status, with those holding óAô levels or above categorised as high socio-economic status 
and qualifications below óAô level as lower SES. This ensured a range of backgrounds among 
interviewees, but as a measure of class is too crude to permit any exploration of the relationship 
between SES and understandings of/ reaction to dietary and weight issues.  
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3 Findings: parentsô perspectives on routine feedback 

This chapter brings together data from the 616 parents26 responding to the survey and the 
more detailed information from follow up interviews with 49 of these parents. The survey 
asked about parentsô reactions to receiving the feedback letter and health promotion 
materials from their local PCT, and their intentions to act on this information. The interviews 
explored these responses in more depth, and also asked about any concerns they might 
have had about their childôs weight before receiving the letter, whether they had discussed 
the feedback with anyone else, and what they thought would help or hinder them from 
making any changes to their child or familyôs lifestyle that might be indicated.  
 
 

3.1 Agreement with the results 
 
Few parents disagreed with the information on the weight of their child, and those that did 
were generally in the overweight categories, particularly parents whose children were 
described as overweight (rather than very overweight) (table 3.1). From comments made in 
the survey by parents in the overweight group (27 of the 101 parents across all weight 
categories who added comments), disagreement often centred on the fact that their child 
was only just over the threshold and therefore the description did not fit their child, as the 
following comments illustrate:  
 

My child is only 3lb overweight, he is very healthy and slim. I object to being told he 
is overweight.  (Overweight) 
 
You have said that he is 1lb overweight, but as long as my son is happy and healthy 
that is all that matters, and do you realise that with your comments you could cause 
people to panic and reduce their intake and cause anorexia. (Overweight) 

 
 
Table 3:1 Agreement with childôs weight category by weight category (percent) 

 
Agreement 

Child Weight Category   

Under- 
weight 

Healthy 
Weight 

Over- 
weight 

Very over- 
weight 

 
Total % 

 
Total n 

Agree 14.3 97.4 33.8 51.5 87.2 533 

Disagree 14.3 .8 27.7 33.3 5.6 34 

Strongly disagree 42.9 .6 26.2 6.1 4.1 25 

Not sure 28.6 1.2 12.3 9.1 3.1 19 

Total number 7 506 65 33 100.0 611 

5 missing 

 
Other reasons why some parents in the overweight categories disagreed with the results 
were that they had been told by other professionals that the child was not overweight, that 
the childôs appearance did not suggest overweight, or that other factors about the child were 
unknown to the PCT, who therefore had an incomplete picture of the child, resulting in an 
incorrect categorisation.  
 

My child has been told by three different consultants that he is not overweight for his 
height.  I think you need to consider the rate each child grows at! (Very Overweight) 
 
The information portrays my daughter as a statistic in the clinically obese category!  
However, she is a very active girl who eats a healthy balanced diet with monitored 
treats therefore this information does not give a true picture (Very Overweight) 

 
                                                
26

 Parent(s) is used throughout to include both parents and óotherô carers. 
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Among the survey parents who were subsequently interviewed, more than half (28) said that 
the results were not what they had expected. Most of these had a child in the overweight 
categories (11 overweight and 13 very overweight), but one parent with an underweight child 
and three parents with healthy weight children also said they had not expected this result. In 
one of these cases, the child had been classed as óhealthy weightô on the basis of the BMI 
calculation, because his height and weight were in proportion, despite the fact that he was 
receiving specialist medical treatment for severe growth problems and was the height and 
weight of a child aged two. His mother was concerned and angry at this misleading feedback 
and the lack of communication between professionals, and had complained to the PCT27.  
 
Some of the interviewed parents who had not expected the result they received were aware 
that their child was overweight, but were surprised to learn that they were very overweight; 
whilst some parents whose children were just over the threshold had not expected them to 
be classified as overweight.  Parentsô reasons for their surprise often centred on the childôs 
appearance and the fact that they did not look overweight:  
 
I was surprised. I knew that she was heavy, but didnôt think she was very overweight. 
Some children you can see they are fat, but she doesnôt look like that. (Very Overweight) 

 
Whilst they might agree with the actual measurements, it was apparent that parents often did 
not see their child as overweight, describing them instead as ósolidô, óbig bonedô or having a 
óbig frameô. One commented that her child had a lot of muscles and that óJonny Wilkinson 
would be obese on this scaleô. Some parents provided explanations, for example that the 
child had been a big baby or came from a large and tall family, implying that their weight was 
as should be expected. Others counterbalanced the feedback that their child was overweight 
with evidence that the child did a lot of physical exercise and was very fit.  
 
The survey had asked parents if they agreed with the results in the letter, and in the 
interview some weeks later parents were asked if they still agreed or disagreed with the 
results.  Most parents were unchanged in their view (28 agreeing and 12 disagreeing as 
before), but seven had changed their view, with three now agreeing (2 very overweight and 1 
overweight), two who had agreed now disagreeing (one in each of the overweight 
categories), and one not sure (overweight). One mother who had been told her reception 
class son was overweight commented that she had never really thought about his weight 
before so had disagreed at the time the letter arrived, óbut now, perhaps yes, we are all 
trying to lose some weight nowô. Another, whose child was very overweight, reported being 
ócross at the timeô at the way the information was given and so had said that she disagreed 
with it, but now felt that her child was probably overweight - although not necessarily óvery 
overweightô.     
 
 

3.2 Reaction to receiving the letter 
 
Although some parents may have disagreed with the results, the overwhelming majority of 
survey respondents (90%) said it was helpful or very helpful to receive them (table 3.2).  
 
Examples of positive comments included: 
 

I really canôt tell you how helpful it is. Well done! (Healthy Weight) 
 
Wake up call for me personally, knowing that my son is overweight and I would 
have to find a solution being fully aware of the side effects. (Very Overweight) 

 

                                                
27

 Note: This case was also discussed in PCT interviews, and it was noted that the mother had 
received a formal apology. 
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However, there was a clear difference in the proportion of parents finding the results helpful 
depending on the childôs weight (table 3.2). Among those whose child was classified as very 
overweight, nearly one in five reported that it had been unhelpful or very unhelpful to receive 
this information, and this rose to just over a quarter of those with a child in the overweight 
category. Very few parents of healthy weight children found the results unhelpful, though one 
parent of a healthy weight child commented:  
 

I did not expect to receive this information.  It is not necessary and is intrusive.  I 
allowed my daughter to be weighed because I thought it was purely for statistics, not 
to be used personally.   

 
 
Table 3.2: Helpful to get results by childôs weight (percent) 

 Child Weight Category   

Under- 
weight 

Healthy 
Weight 

Over- 
weight 

Very over- 
weight 

 
Total% 

 
Total n 

Very helpful 28.6 46.5 23.5 48.5 43.9 269 

Helpful 42.9 47.5 45.6 33.3 46.5 285 

Unhelpful 14.3 2.8 11.8 12.1 4.4 27 

Very unhelpful 0 .8 14.7 6.1 2.6 16 

Donôt know 14.3 2.4 4.4 0 2.6 16 

 Total number 7 505 68 33 100.0 613 

3 missing 

 
Parents whose children were at a healthy weight said they found the feedback helpful 
because it provided reassurance (especially if they had thought their children might be 
under- or over- weight) and/or affirmed that the parentsô behaviour in terms of encouraging 
healthy lifestyles was appropriate:  
 

Receiving these results gave me and my family confidence to continue to eat 
and exercise as before.  Knowing that we are all doing so as advised in your 
leaflet! (Healthy Weight) 

 
Very few parents whose children were in the two overweight categories and who commented 
(n=41) made positive comments in the survey, but those who did were pleased to be told as 
the following comments illustrate: 
 

It made me fully aware of the health hazards and I am determined to help my child (Very 
Overweight) 
 
Was pleased to be able to share them with my son ï he knows he is overweight [and this] 
gave us an excellent idea of how much.  However, he is big boned and solid and I think 
this makes him appear much heavier for his height. (Very Overweight) 

 
In the interviews, parentsô initial feelings on receiving the feedback letter were explored in 
more depth.  Parents sometimes expressed a mix of feelings, though the most frequent 
reaction was shock or surprise (mentioned by 21 of the 49 parents, the majority of whom 
were parents of overweight children), and feeling pleased or proud (16 parents ï most of 
children of healthy weight). Fewer parents, almost all of them of children who were 
overweight or very overweight, expressed other emotions such as anger (9 parents), worry 
(5 parents) and/or being upset (6 parents).  As had been found in the survey, parents of 
healthy weight children were often pleased to be told that their child was a healthy weight 
and parents of overweight children were generally pleased to know so that they could do 
something about it.   
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A bit of a panic, ócos in our family nobody is overweight. She likes chocolate too much! 
Her dad and I was worried, but I was happy, worried, but good to find out early so I can 
do something about it.  (Very Overweight) 

 
Some parents said that the letter had made them feel guilty or ashamed that their child was 
overweight, seeing it as their fault and bringing into question the quality of their parenting. 
Such comments highlight the sensitivity of the information provided, and the need to ensure 
that the message is clear enough to prompt action whilst not undermining or criticising 
parents. 
   

Really, really bad, disappointed, shocked and not doing my job properly as a mother. 
(Very Overweight) 
 
Oh my god sheôs obese! I need to control her, feeling guilty it was all my fault. It was eye-
opening. (Very Overweight) 

 
A recurring theme among interviewed parents who were dissatisfied with the results was that 
they resented what they saw as the impersonal nature of the feedback and a failure to take 
account of their personal situations ï for example, that the child had a medical condition 
which affected their weight, or that the child was already attending a weight management 
programme.  
 

The letter said if you want any help, contact the Change 4 Life person. Weôd already done 
that [last year] ...we were their star pupils, we lost more weight than anyone else on the 
programme. (Very Overweight) 

 
Initially I thought it was a load of rubbish, then I was angry ï itôs wrong to send this letter 
without knowing who it is being sent to. (Overweight) 
 

One mother of a very overweight child described how she felt her daughter had been óput 
into a categoryô in a very impersonal way, and that this felt unfair: óshe was just considered 
statistically, not taking into account how fit and active she isô. Another commented that óI 
know itôs a national scheme and parents canôt have a personalised response, but the letter 
needs to be more appropriateô.  
 
 

3.3 Prior concerns about childôs weight  
 
The parents who were interviewed were asked if they had had any prior concerns about their 
childôs weight, and if so, whether they had done anything about this. Almost three-quarters 
had had no prior concern about their childôs weight (28/49) or were aware that their son or 
daughter was big or small for their age, but were unconcerned (9/49).  Only four reported 
having been seriously concerned, and of these three had children who were very overweight 
(the other was the parent of a child categorised as healthy weight who had serious growth 
problems).  Less than a quarter (11 parents) had concerns or had given any prior thought to 
their childôs diet or eating habits before receiving the letter, and among those who had, their 
focus was largely on eating unhealthy food and/or eating too much.  Few parents (9/49) said 
they had prior concerns about their childôs activity level and none of these had been 
seriously concerned about their childôs activity level.  Among the parents who did report prior 
concerns, most had tried to do something about it, generally by making changes to the 
childôs diet and/or activity levels. Only a few had sought professional advice (three from a 
health professional and one from their childôs school). 
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3.4 Views on how the information was presented in the letter 
 
The survey asked how satisfied parents were with the way the information was given to them 
in the letter, and again only a small proportion (6% overall) said they were not satisfied, 
although this rose to nearly a third of the overweight and a quarter of the very overweight 
(table 3.3).   

 
Table 3.3: Satisfaction with way information given in the letter, by childôs weight (percent) 

 Child Weight Category Totals 

Under- 
weight 

Healthy 
Weight 

Over- 
weight 

Very over- 
weight 

 
Total % 

 
Total n 

Very satisfied 28.6 50.4 16.4 34.4 45.6 278 

Satisfied 42.9 48.4 52.2 40.6 48.4 295 

Not Satisfied 28.6 1.0 31.3 25.0 5.9 36 

Did not understand 
letter 

0 .2 0 0 .2 1 

Total number 7 504 67 32 100.0 610 

6 missing 

 
Few parents responding to this question on the survey added comments: two found the BMI 
index difficult to understand, two parents would have liked to have known in what range their 
childôs height fell, and three found the tone of the letter harsh or patronising.   

 
Parentsô understanding of the letter was explored in more detail in the interviews. Generally, 
there appeared to be few problems with the clarity of the information. Typical comments 
were that it was óvery clearô, óI could understand itô, óeasy to understand - you can see it in 
the boxô, óstraightforwardô, óit spelled it out clearlyô, ówell set outô. In the view of one parent, 
the information was in fact too clear!  
 
The visual representation of the range of childrenôs weights given on the reverse of the 
feedback letter was commented upon positively. For example, the parent of a very 
overweight child said that it was easy for her child to see and understand the problem 
because she was óoff the scale on the chartô, while another parent liked the fact that the 
óhealthy weightô band was so wide because óit shows that children can be quite different and 
still healthyô. 
 
One caveat to this positive message about the clarity of the feedback letter should be noted, 
however. Parents who did not respond to our survey may well have contained 
disproportionate numbers who did find the information hard to understand, either because of 
literacy levels or not being fluent in English. This requires further exploration, especially to 
establish how far the information in the feedback letter is accessible to families from minority 
ethnic groups where parents may speak little English. As discussed in Chapter Four, a 
number of PCT interviewees also raised questions about the accessibility of the letter to 
families who may have low literacy levels or speak little or no English.   
 
There was one aspect of the way the information was provided in the feedback letter that did 
attract some criticism, and that was the tone and language used. For example, one mother 
objected to the phrase ódoctors call this clinically obeseô in relation to children categorised as 
very overweight, others referred to the letter being ótoo bluntô or ónot sensitive enoughô, and 
several would have preferred the letter to merely say their child was outside of the ónormalô 
range rather than to use terms such as overweight or very overweight. The information about 
health risks was felt by some to be inappropriate:  
 
The word cancer jumps out at you, itôs scare tactics. I think that could be put better, 
saying a child of five is at risk of a list of diseases! (Overweight) 
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The letter is very harsh and the last sentence28 in particular was alarming.  I am very 
aware of her weight and try very hard to keep it down ... I appreciate this campaign 
is to target childhood obesity but feel it does not target families who do need 
guidance and is at risk of alienating families who do work hard to maintain healthy 
ways of life. (Very Overweight) 
 

A small number of parents in both the survey and subsequent interviews expressed concern 
about their childôs reaction if they were to have read the letter, and how this information 
could raise parentsô and childrenôs anxiety levels with possible negative consequences.   
 

Because the letter was addressed to the "parents of ...", my son knew it was about 
him, we had to lie to him about what it said, because at his age we don't want him to 
have a poor body image and become anorexic at a later stage. (Overweight) 
 
My child was very upset to read he was underweight possibly due to illness/medical 
condition ï it is worded very insensitively for a 10 year old interested in his health to 
understand émost families would have shared the info with their child so this must 
be considered. (Underweight)  
 

In some cases the child had mistakenly opened the letter believing it was for them because 
the letter had arrived addressed to óthe parent ofô, with the childôs name in larger print. One 
mother described her daughterôs reaction upon opening the letterô: 
 
I heard a wail...she says óI could die of diabetesô. It took days to get her calmed down. 
(Very Overweight) 

 
This mother thought it would help if the letter was clearly marked as óconfidentialô. Concern 
about children opening letters by mistake was also mentioned by some PCT interviewees 
(see Chapter Four). 
 
Just under a third (14/49) of the parents who were interviewed said they had spoken to their 
child about the results and given them the letter to read (or the child had opened it first, as 
above). All but one of these were parents of Year 6 children.  
 
In the survey, comments were occasionally made about raised anxiety levels when children 
were at the lower or upper end of the healthy weight range: 
 

It is very close to the underweight category. Should we be worried about this 
because current diet I feel is healthy and wouldn't like to change the diet? (Healthy 
Weight) 
 
Her results were 1lb below overweight which quite frankly is a load of old tosh. She 
is a little energetic and strongly built. For a less confident parent these results could 
influence them to put their child on a diet which is most definitely not required. 
(Healthy Weight) 
 

In general, however, the majority of parents were satisfied with the way the information 
was presented in the feedback letter and found it easy to understand (with the caveat 
above about parents who did not respond to our survey).  Whilst some found the 
language too blunt or óblack and whiteô, others appeared to have been shocked by the 
language into acknowledging that there was a problem: 
 

                                                
28

 This states: óHowever, it is very important that you now contact me by telephone or email for further 
advice and informationô. 
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The word óobeseô really worried us, we realised we needed to address this. (Very 
Overweight) 

 
 

3.5 Usefulness of health promotion material 
 
More than three-quarters of the survey sample thought the health promotion material 
enclosed with the feedback letter, usually the Change4Life leaflet óTop Tips for Top Kidsô, 
was useful (table 3.4). Of the small number of parents who did not find it useful there were 
proportionally more in the overweight categories (table 3.4). 
 
Table 3.4: Usefulness of health promotion material by childôs weight (percent) 

 Child Weight Category Totals 

Under- 
weight 

Healthy 
Weight 

Over- 
weight 

Very over- 
weight 

 
Total % 

 
Total n 

Very useful 37.5 24.6 16.9 30.3 24.3 146 

Useful 62.5 59.8 44.6 33.3 56.7 341 

Not at all useful 0 2.8 13.8 15.2 4.7 28 

Did not read it 0 6.3 15.4 12.1 7.5 45 

Not received 0 6.5 9.2 9.1 6.8 41 

Total number 8 495 65 33 100.0 601 

15 missing 

 
There were some mixed views expressed by the 83 parents who commented about the 
additional health promotion material, though in the main the comments were positive and 
many parents found the information useful. Although parents often said that the information 
was not new to them, it had served as a reminder or as reassurance that they were doing 
the right things in encouraging a healthy lifestyle for their children, or they said that it was 
useful for their children to read: 
 

I already do a lot of the things in the leaflet but I still found it interesting and for someone 
looking for ideas I would say it was excellent (Healthy Weight) 
 
Its handy information and I can pick it up anytime I wish to check something out. (Very 
Overweight) 
 
Useful if you are not aware of how you should eat and exercise.  Not at all helpful for 
borderline children who do these things anyway. (Very Overweight) 
 
Useful information and we already do around 90% of the suggestions in the leaflet and 
yet my child is still considered overweight. (Overweight) 
 
Itôs a very useful leaflet because if we tell them that this is good for them they never listen, 
but now they are at the stage where they can read and understand so it is very good for 
them. (Healthy Weight) 

 
However when interviewed some weeks later, only 37 of the 49 parents could remember 
receiving additional health promotion material with the feedback letter. Of these, just under 
half (16) had read the material and found it useful, or useful in parts.  The remainder had 
read the leaflet, but not found it useful (14) or had not read it (5) or couldnôt remember (2). 
Fourteen respondents said that their partner had also read the leaflet (just six reported their 
partner finding it useful) and eight children had read it, all but one parent saying it was 
useful to them.  Comments about the additional health promotion material from parents who 
were interviewed echoed those of the survey parents: that it ópointed out the obviousô, 
contained ónothing newô, or was not seen as relevant because their child was not 
overweight. When the style of the leaflet was commented upon it was generally positive 
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(ówell-designed and in plain Englishô; ónice bright coloursô), and parents did not disagree with 
the information contained in the leaflet: it was more a case for many of reporting that this 
information was known already. Very few of those who planned to make changes said this 
was as a result of the health information sent with the results letter.  
 
 

3.6 Acting on feedback 
 
A key issue for the success of the NCMP is whether, having received feedback about their 
childôs weight, parents planned to take any action in response. Amongst all the survey 
respondents, almost a third (30%) said that they did. Considering differences between the 
four weight categories, 23 percent of parents in the healthy weight category were planning to 
make changes, whereas more than half of the parents of overweight children, nine in ten 
parents of very overweight children and six of the seven parents of underweight children 
planned to do so (table 3.5).  Compared with White British or White Other, proportionally 
more Black and Minority Ethnic (BME) parents said they planned to make changes (table 
3.6).  This was not simply explained the greater proportion of overweight or very overweight 
children, since BME parents were more likely to report taking action whatever their childôs 
weight category (fig 3.1).  
 
Table 3.5:  Planning action by childôs weight (percent) 

 Child Weight Category  

Under- 
weight 

Healthy 
Weight 

Over- 
weight 

Very over- 
weight 

 
Total  

 
% of Total 

Yes 85.7 22.8 56.1 89.7 184 30.4 

No 14.3 77.2 43.9 10.3 422 69.6 

Total number 7 504 66 29 606 100.0 

10 missing 

 
Table 3.6: Planned changes by parentsô ethnicity (percent)  

 óWhiteô BME Total 

Yes 25.6 48.8 178 

 No 74.4 51.2 403 

 Total number 454 127 581 

25 missing 

 
Figure 3.1: Plans to act on feedback by ethnicity and weight category: survey data 
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The most frequently mentioned changes, among those parents planning to make changes, 
were changes to family eating habits and/or family activity levels, such as eating more fruit 
and vegetables; going swimming; cutting out crisps, fatty or greasy food and sweets (table 
3.7).                                                                                                                           
 
Table 3.7: Frequencies for planned changes  

 Number 
(n=606) 

Percent 

Changes to familyôs activity levels 121 65.8 

Changes to familyôs eating habits 110 59.8 

Ask someone for advice 22 12.0 

Do something else
29

 15 9.9 

Percentages do not total 100 as a multiple response question 

 
Few parents said they would contact someone for advice. Of the 22 parents who did plan to 
do this, ten would contact their GP, six their friends and family, two the named contact in the 
letter and the remaining four mentioned their Health Visitor, Weight Watchers, or said they 
did not know who to approach.   
 
When we interviewed parents, three of the 49 had gone on to speak to someone in the 
PCT, two had spoken to a school nurse and two to their childôs class teacher, whilst 
another parent assumed someone would get in touch with her and was waiting for this 
contact. There were mixed views on how helpful this further contact had been.  Mostly 
parents had been reassured and told not to worry, especially if their child was just in 
the overweight category. Only one parent reported receiving concrete advice, which 
she said had been óreally helpfulô. This parent had rung the contact number on the 
letter, and reported that a school nurse came to see her, provided advice (such as 
keeping a diary of what her child ate and walking to and from school rather than using 
the bus), and had referred her child to an exercise club.  
 
Informal discussion of the results with family and friends was much more common than 
discussing the letter with a professional. Only three parents (all with a healthy weight 
child) said they had not spoken to anyone about the letter. Almost all those with a 
partner had talked to them about the results (29 of 32). Other people who were 
consulted or informed were other relatives (20), a close friend (18) or other 
acquaintances - usually other mums in the school playground (13).  
 
When asked in the interviews whether they had actually made changes after receiving 
the feedback letter or still planned to do so, it was clear that several of those who had 
intended or planned to do so at the time when they received the feedback, had not in 
fact made any changes, or none that lasted. This suggests that initial ógood intentionsô 
often faded with time, and parentsô comments reinforced this: 
 

It did [make a difference] for a few days for my son, until the novelty of eating all 
the fruits and veg wore off. (Healthy Weight) 
 
It reminds you, but nothing has changed (Very Overweight) 
 
You get the letter and feel very anxious but as time passes the less urgent it seems, you 
just get on with your life. Making contact with the PCT is just one more thing and you 
canôt be bothered (Very Overweight). 

 
Children of the 20 parents in the interview sample who had made changes or planned to do 
so were distributed among three weight categories: overweight (8), very overweight (7) and 
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 Most of these responses referred to maintaining the childôs healthy diet and activity levels. 
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healthy weight (5).  The type of changes most likely to have been implemented or planned in 
these families related to the childôs or familyôs diet or eating habits (17) followed by changes 
to the childôs or familyôs physical activity level (11). 
 

We watch what we eat more than we did, all of us (Overweight) 
 

 
3.7 Barriers and facilitators of change  
 
We explored with the 20 parents who were making or planning changes what the barriers 
might be and what would help.  Nearly half thought it was just up to them, and (although 
numbers were very small) this appeared to be particularly the case among the very 
overweight group (only one of eight mentioned any barriers). Of the 11 parents who did 
perceive barriers, the most frequently mentioned were their childôs fussiness or attitude (7) 
followed by insufficient time (5). Other factors included cost (3) lack of professional support 
(2) , lack of information (2) lack of control over the childôs diet and lifestyle when they were 
looked after by someone else such as a grandparent (1) and not knowing how to change (1).    
 
Rather more parents commented on what would help them to make the changes they 
wanted to introduce (15), including five of the eight parents with a child in the very 
overweight group.  Suggestions, although each was often made by only one or two parents, 
included: 
 

¶ free swimming, more after-school clubs, information about leisure activities; 

¶ government action ï cheaper fruit/vegetables, food labelling, less convenience 
foods/burger shops;  

¶ someone to plan the childôs diet; 

¶ the child becoming older and more independent (and so able to walk to school rather 
than be driven); and 

¶ someone making contact after sending the results. 
 

 

3.8 Have the results made a difference? 
 
We asked the interviewed parents if they thought that, overall, getting the results had made 
a difference to themselves, their child and their family (Figure 3.2). Less than half said it had 
made any difference to their child, and this response seemed to be linked to not wanting the 
child to be conscious of any weight problem.   
 
I hope itôs not made a difference to him, if it has I have failed him (Overweight) 
 
Itôs put that seed of doubt into my mind ï perhaps she shouldnôt be eating another cake ï 
but my daughter is completely oblivious and I hope the rest of the family is too 
(Overweight) 

 
Where getting the results was reported to have made a difference to the child, a positive 
difference (14) was more likely to be described than a detrimental effect (6):  
 
He knows heôs not to sit down for more than two hours at a time and needs to go out on 
his trampoline and kicking a football (Very Overweight) 

 
Slightly more parents, just over half, reported that the feedback had made a positive 
difference to themselves, rather than their child, for example by encouraging them to eat 
more healthily or exercise more, or to be more conscious about ensuring a healthy diet  
(described by one mother of an overweight child as óa little nag in my headô). A small number 
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of parents (7) described a negative reaction. Few parents (11) said that getting the results 
had made a difference overall to their family. 

 
It made me realise I need to do something more quickly ï I had been trying. [But] it only 
made a difference to [child] for one day, and no difference to the rest of the family (Very 
Overweight) 
 

 
Figure 3.2 What difference has the feedback made?  

 
 
 

3.9 Views on the programme 
 
There was almost unanimous agreement among the interviewed parents that children should 
be weighed and measured (only one of the 49 disagreed). The great majority (43, 88%) 
thought that parents should be told what weight category their child was in, with just one 
parent against this and five having mixed views or being unsure.  Most parents (44, 90%) 
also said that they would consent to their child being measured again in the future, or when 
they reached reception if they had a younger child, with only one categorically saying ónoô 
and the remaining four undecided. Even if they disagreed with their own childôs results, or 
found the manner in which the feedback was provided insufficiently sensitive, almost all felt 
that parents needed to know if their child was underweight or overweight so that they had 
the opportunity to do something about it.  
 
Several interviewees pointed out that parents often donôt recognise that their child has a 
weight problem, and the fact that the information was óofficialô rather than the opinion of 
relatives or friends was seen as helpful. One parent of a healthy weight Year 6 child would 
have liked similar information to be provided to her older son, because óit would be easier to 
persuade him to take more exercise or eat less if someone outside the family said he 
needed toô.  
 
However, the evidence from the interviews with parents suggested that awareness that their 
child was outside the healthy weight range, and good intentions to address this, were often 
not translated into the kind of action needed to make a difference. As the parent of one very 
overweight child put it, ósending a leaflet is not enough. You need more than that to get 
people eating healthilyô. Although the focus of this study is on the provision of routine 
feedback to parents about their childôs weight, and their reaction to this information, the 
NCMP clearly needs to be viewed within the wider picture of the kind of support available to 
help parents and children deal with weight issues once they are identified.       
 



 
 

32 
 

4 Findings: PCT perspectives on routine feedback 

In this chapter we describe the experience of key staff in the four PCTs in relation to 
providing routine feedback from the NCMP to parents in the 2008/09 year, using the 
materials provided by DH. Information is presented on the reasons for deciding to do this, 
and the practical issues encountered including the resources required; the perceived óreachô 
of the programme; dealing with calls from parents; and the interventions and support that 
were available for families where a childôs weight was outside the óhealthyô range. 
 

 

4.1 The decision to give feedback 
 

Perhaps not surprisingly ï given that the PCTs selected for the evaluation were among the 
few who were underway with feedback at the end of 2008 ï respondents across the areas 
described positive reasons for choosing to send routine feedback, including wanting to be 
part of the early work done by the Cross-Government Obesity Unit, and wanting to treat the 
2008/09 yearôs feedback as a pilot. The opportunity to be part of an early evaluation of the 
feedback process was also seen as positive.  
 
Several interviewees described structural and organisational factors that had facilitated or 
contributed to the decision to provide feedback, including clear direction from senior 
management, and the fact that the task seemed manageable (for example, because the 
PCT was relatively small, or because it had relevant existing systems in place), but one of 
the four PCTs had been providing routine feedback to all parents since 2005/6 when the 
Programme started. One interviewee described the decision to give feedback as a óbit of a 
tussleô in her PCTôs working group, but on the whole the majority were positive about the 
decision.  Managers in all four PCTs said they planned to continue with feedback to parents 
in future years, although some planned changes ï for example to the feedback letter ï as 
discussed below.  In addition, several interviewees argued that there was an ethical duty to 
feed back to parents, as was summed up by one manager (PCT 1): 

 
I suppose Iôve always found it difficult, the idea of not sharing information ï that we 
were measuring obese children and not doing anything... Itôs better to tell people, 
although utilising the information is a different thing. 
 
 

4.2 Practical issues 
 
Across the four PCTs, there were evident variations in the practicalities of the measurement 
and feedback process.  These included differences in who carried out the measurements in 
schools ï Band 2 health screeners in two of the four Trusts, Band 3 staff in another area, 
and in the fourth PCT measurement was carried out by Band 6 nurses (two, covering the 
whole PCT area).  The PCTs also varied in how data were entered.  Some used laptops to 
enter data concurrently with measurement, others (more commonly) recorded 
measurements on paper forms, and data entry was subsequently conducted by someone 
else. 
 
Across areas, good relationships with schools and GP practices were seen as facilitators of 
the process, and it was seen as important to keep these organisations informed about what 
was going on.   
 
4.2.1 Accuracy 
 
In all four areas, workers described checks on accuracy of measurements, and this was 
seen as being of paramount importance given the sensitivity of the feedback letters.  A range 
of systems were in place to ensure that incorrect measurements were not recorded.  In PCT 
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3, a manager had personally visited a sample of schools in order to validate measurements 
recorded by screeners.   A manager in PCT 2 said that, because their screeners did not use 
stationary scales, but took scales from school to school, it was necessary to calibrate the 
scales twice a year.  It was suggested that DH guidance on calibration should distinguish 
between stationary scales and those that are moved. 
 
The importance of checks built in to the DH data upload ótoolô was also highlighted by 
several respondents.  For example, one observed (PCT 2): 
 

Thereôs a check built in to the software when you enter measurements ï ñAre you 
sure?ò  Youôve got to be damn sure!   
 

Getting the childôs home addresses right was highlighted as very important, and also 
necessitated checking with schools.  Concern was expressed in one PCT that the Child 
Health Database is not up to date, and in this Trust, screeners copied and encrypted the 
electronic file of addresses from schools on the day of measurement.  This strategy was said 
to ensure that addresses were up to date, and obviated the need for further checking. 
 
4.2.2 Data processing 
 
All but one PCT took four to six weeks to send out the feedback letters.  Interviewees in PCT 
4 reported that they were able to send out the letter on the same day or the following day, 
and said the longest delay would be a week, though this was rare.  Interviewees in this Trust 
were very positive about their process of feeding back, but it should be remembered that this 
PCT had been feeding back results to all parents for three years and over this period had 
developed an effective system with built in checks and balances.  In other PCTs, delivering 
routine feedback for the first time, challenges and teething problems were commonplace. 
Their experience suggests that such initial difficulties are to be expected as the feedback 
process rolls out to other areas of the country, but that they should ease as the procedure 
becomes more established, and PCTs learn from the early experiences of others and 
improved guidance from DH. 
 
In particular, IT systems and data handling had created some challenges in generating the 
feedback letters which had delayed timescales such that in some cases it had been difficult 
to meet the six week maximum target for feeding back. There were also some technical 
issues, such as the data tool overwriting previous data entered when new data were added 
(e.g. when inserting measurements for absentees). 
 
The account of a manager in one PCT indicates how complex the demands of data 
processing could be. In this PCT, screenersô measurements were recorded on paper, and 
input into a data system.  Data were then extracted from that system into an Excel file, and 
subsequently manually copied and pasted into the feedback tool so that feedback letters 
could be generated.  The manager responsible for this element of the process commented 
that once she had ófathomedô the necessary elements of the procedure, it was 
straightforward.  Moreover, she commented, data handling was less time consuming than 
physically putting together the feedback letters.  She noted that when they first started, it 
took three administrative staff a whole week just putting the letters together.   
 
These remarks were echoed by interviewees in other PCTs, who commented on the time 
needed for envelope stuffing ï folding the letters and other enclosures.  In part, this reflected 
a concern to keep postage costs down by using smaller envelopes ï a need created by the 
fact that the PCTs did not have any dedicated additional resources for the feedback 
exercise.  There were also some problems reported with the letter-generating software in the 
three PCTs that were giving feedback for the first time. For example, one respondent 
observed that she had to generate letters school by school, because if she tried to do too 
many at once the software would crash.   
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4.3 The feedback letters 
 
Several PCTs noted that it would be useful to have the national guidance available as early 
as possible, as this would give them more time for the measurement and feedback 
programme across the school year. 
 
All the PCTs had made some minor changes to the DH template, often aiming to simplify 
some aspects of it such as cutting sentences from the introductory paragraph or 
personalising the information30.  This coincided with a general perception that the letter was 
rather wordy and the language too complicated or óscientific-yô for some parents.  For 
example, one respondent (PCT 2) said: óIt was so damn wordy, a lot of people wouldnôt 
understand it.ô 
 
All the PCTs, however, included the information about the risks to children of being 
overweight, and the back page explaining the BMI and how it was calculated. 
 
Concerns were also raised about the accessibility of the letter to those who speak English as 
an additional language.  A manager in one Trust (PCT 3) observed: óWe have a big 
Ghanaian population in some areas, also quite a big Polish community.  I donôt get any 
sense of how accessible the letter is to them.ô 
 
Echoing these concerns about the complexity of the letter, a senior practitioner (PCT 1) 
suggested using a ótraffic lightô system, instead of the existing categorisations, and gave the 
following account of her concerns: 
 

The letter has too much information and is too complicated ï for example, the 
explanation of centiles, people wouldnôt understand that.  And itôs long, and itôs very 
very busy.  They need to explain why they are collecting the data, and they need to 
explain confidentiality, but the way of giving results at the moment is not the [right] 
way.   
 

The wording of the letter was also criticised as being harsh or óvery dramaticô for overweight, 
and especially for very overweight children, and one manager (PCT 4) spoke of an óurgent 
needô to change the letter.  In another area (PCT 2), the service lead observed: 
 

Itôs never going to be easy to tell a mother that her child is overweight, but especially 
when your letter talks about heart disease and cancer.  ... [to say that] youôve fed 
your child food that predisposes your child to cancer ï my God! 
 

There were mixed views on how effective such shock tactics were likely to be.  But on the 
whole people had chosen to go with the letter because they were aware that a lot of work 
had gone into its development.  That said, as discussed below in relation to calls from 
parents, there was a consistent view, across PCTs ï and in line with feedback from parent 
interviews (see Chapter Three) ï that the letter would be better if it were simplified and used 
ósofterô language.  For example:   

 
Iôm not sure about shock therapy 
 
Sometimes parents know their child is overweight, but they donôt want it pushed in 
their face. 
 

                                                
30

 Two examples were replacing óFor your child at their age and height, the healthy range is...ô with óA 
healthy weight for [childôs first name] at his age and height is between...; and changing óIt is very 
important that you now seek further information and advice by contacting your NHSô to óIt is very 
important that you now contact me...ô 
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I think they are offended, and that the feeling is weôre telling them you are a bad 
parent. 
 

A related issue was highlighted by a practitioner in PCT 1, who described the feedback letter 
as óone size fits allô, and argued that, as such, it did not take into account individual sources 
of variation ï for example that a very active child might be more muscular and thus have a 
higher BMI.   A manager in the same PCT said that they explain to those who call that itôs a 
screening tool and they recognise there may be other factors involved.  She suggested that 
this kind of explanation should be incorporated into the feedback letter next year.   
 
4.3.1 Including additional information 
 
The PCTs varied in how much additional information was enclosed with the results letter.  All 
but one (PCT 1) had included the Change4Life leaflet, and those who commented on the DH 
leaflets were positive in their feedback.  The Trusts also often included local information.  
PCT 3 was perhaps the best developed example of this, and included, alongside Top Tips 
for Top Kids and Change 4 Life leaflets, vouchers for free activities at local pools and leisure 
centres, and other local information.  This PCT had tailored the letters and supplementary 
information sent to different weight categories.  Parents of healthy weight children were sent 
information including healthy tips, vouchers for services including swimming, and a timetable 
of leisure centre activities for children and families.  Parents of overweight and very 
overweight children were also sent  information about the PCTôsYW8 (Why Weight) 
programme (an alternative equivalent to MEND, see 4.1.5 below).  It is not possible to say 
whether this approach had any impact on levels of parental calls, in comparison to the other 
PCTs, because this Trust only included a named contact on letters sent to parents of 
overweight or very overweight children. 
 
4.3.2 Sending letters 
 
All PCTs had posted the letters, addressed to the óparent or carer ofô the child.  As was noted 
by some parent interviewees (see Chapter Three) this was said to have caused problems in 
a small number of cases, because the letter was identifiably concerned with the named child 
and could be opened by them.  For example, in one area (PCT 1), the feedback mail out for 
some Year 6 children coincided with letters going out to notify parents of secondary school 
admissions, and some children had opened the feedback letter, thinking that it was their 
secondary school admission letter ï and were said to be very upset on reading their results, 
causing the parents to feel both angry and guilty.  Interviewees in PCT 4 stressed the 
importance of adding óIn Confidenceô to the address, to reduce the likelihood of children 
opening the letter.  However, such advice also raises an important ethical question about 
childrenôs right to know the results of their measurement.  It may also be practically 
impossible, and ethically unjustifiable, wholly to prevent children from finding out their results 
or reading the letter.  Rather, these comments indicate a need to anticipate that children may 
read the letter, and to consider how the letter may impact on children themselves, an issue 
not addressed in this evaluation. 
 
 

4.4 The need for additional resources 
 
You donôt realise the time commitments, especially in the first year of it   

    (PCT 3, Service Manager, Nutrition and Obesity) 
 
In almost all cases, initial teething problems with the measurement and feedback process 
had been resolved, but this often depended on getting additional staffing input ï for example 
to support data entry. Not surprisingly, in light of the accounts above, a clear message from 
PCT respondents was that the process needed to have additional resourcing to enable 
adequate administrative support to be provided.  The resource implications in terms of 
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administrative time were summed up by one manager (PCT 3), in a Trust that had only 
provided feedback to Year 6 children: 
 

I estimated it [needed] up to two days a week of administrative time (including 
inputting data and generating letters, dealing with calls).  As a provider unit, 
ultimately the cost comes to us.  Weôve probably done about 1600 letters ï next year 
with reception it will be 3000.  Youôve got the printing costs, postage, and the time 
taken to generate the letters.  If I hadnôt got someone in, we wouldnôt have managed 
to get the letters out in time [in the 6-8 week timeframe].  
 

Interviewees in one PCT (4) did not raise resourcing issues, but it is worth noting, again, that 
this Trust had established systems for feedback over the last two to three years, and had 
two Band 2 administrators working full-time during term-time on the programme, including 
carrying out measuring in schools.  This arrangement was said to have helped streamline 
the processes. 
 
In the other three PCTs, interviewees identified the need for additional resources in three 
main areas:  

¶ resource needs related to the IT demands of the process; 

¶ resource needs related to the associated administrative workload ï for example data 
entry and envelope stuffing; and 

¶ the time required to deal with parent phonecalls.  As discussed below, the number of 
calls received represented a very small proportion of the letters sent out, but calls 
were seen by some respondents as time-consuming and difficult to deal with.  
Several interviewees (across areas) noted that a call from a parent could last for up 
to an hour.  Others, however, commented that theyôd had fewer calls than they had 
hoped for. 

 
In all three of these areas, additional resourcing had been secured, and this was seen as 
very helpful.  As one respondent summed it up: óIt worked well because we got someone inô.  
Another commented that additional support had been essential, óotherwise Iôd be screaming 
by nowô.  However in some PCTs, pressured funding climates meant there was some 
concern about the need to ensure that funding is recurring, and not secured on an ad hoc 
basis.   
 
 

4.5 Measurement coverage 
 
Not all the PCTs had completed their measurement schedule at the time that managers 
were interviewed for this study, but all reported that they were meeting coverage targets, 
although it was said that these targets could prove challenging.  The extent to which work 
had been completed depended on how early in the school year measurement had started, 
and many interviewees said they would hope to start the measurement process earlier next 
year.  As noted in Chapter Two, two of the Trusts had only included Year 6 children, but they 
were planning to include Reception class children in the 2009/10 year.  The reason for not 
including Reception class children in these PCTs was said to be because these children had 
already been measured, as part of a school entry health screen, by the time the feedback 
tool was ready in autumn 2008. 
 
Some interviewees, across PCTs, raised the question of whether parentsô dissatisfaction 
with feedback might have an impact on coverage in future years, such that opt-out rates 
could increase.  They advocated a need to monitor any fall in coverage that coincides with 
the introduction of the feedback programme.  Such concerns should be considered in light of 
the survey findings reported in Chapter Three.  Whilst most parents were happy to receive 
feedback, parents of overweight or very overweight children expressed more concerns with 
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the feedback letter, suggesting that ï if there was any effect of feedback on subsequent opt-
out rates ï it might disproportionately affect those groups. 
 
4.5.1 Exclusions 

 
One issue to emerge in several PCTs related to which schools should be included in the 
measurement and feedback programme.  As one senior manager (PCT 1) observed: 
 

Are you aiming to cover all schools in the borough, or all children? 
 
DH guidance states that special and independent schools are not included when calculating 
participation rates in the programme, as some PCTs do not have established relationships 
with these schools.  Measurement in independent schools is nevertheless encouraged 
wherever possible.  .  
 
It was evident that the PCTs varied in the extent to which they had included special schools 
or independent schools in their measurement programme, and managers in two PCTs 
expressed a desire for greater clarification on exclusions from measurement.  One was in a 
Trust that had included special schools; the manager commented that a high proportion of 
children in an EBD school (for emotional and behavioural difficulties ) took Ritalin, which 
could affect their weight gain.  In another PCT, a manager commented that while some 
children in mainstream schools ï such as wheelchair users ï are excluded from 
measurement, the lack of information about childrenôs medical histories meant that other 
children, who should be excluded on medical grounds, are not.  This managerôs concern 
may in part reflect the fact that she worked in the PCT where, as mentioned in Chapter 
Three, a child with severe growth faltering had been assessed as of healthy weight (because 
proportionately small) and the parent had made a formal complaint.  
 
4.5.2 Opting out  

 
None of the PCTs consistently reported problems with families choosing not to participate in 
the weighing and measuring programme.  For example, in PCT 1 it was estimated that the 
opt-out rate in the current yearôs programme was about 3%.  Staff in PCT 4 had attended 
parentsô evenings in the autumn term to provide information about the measurement and 
feedback programme, and this was thought to have helped reduce opt-outs in that area. 
 
A senior practitioner in PCT 1 said that she was aware that very overweight children 
disproportionately opted out of the NCMP, and she commented that this was an issue that 
central government needed to address.  She observed that it might help to call the 
programme a health screening exercise, rather than a measurement programme, noting that 
ï in her experience ï Year 6 girls in particular (but not exclusively) could be very emotional 
and anxious about their weight.  She reported that sometimes girls cried at the prospect of 
being weighed, and made comments such as óAm I fat, Miss?ô or óPlease donôt tell my 
friendsô.   
 
In PCT 4, the consent form asks parents for reasons if a child is opted out.  In line with the 
observations above, a worker in this Trust noted that there were more opt-outs for Year 6 
than for reception, and the reason often given was that the child did not want to be 
measured.  However, this was not seen as solely an issue for girls, and she reported that 
she was not aware of any gender differences in opt-outs.  These comments on opt-out are 
borne out by NCMP data from 2006/7 and 2007/8, which show there was a significant 
association between opt-out rates and obesity and overweight with Year 6 pupils31. 

                                                
31

 National Obesity Observatory (2009)  National Child Measurement Programme: Detailed Analysis 
of the 2007/08 National Dataset.  April 2009.  Accessed 9 July 2009: 
http://www.noo.org.uk/uploads/doc168_2_noo_NCMPreport1_110509.pdf  
 

http://www.noo.org.uk/uploads/doc168_2_noo_NCMPreport1_110509.pdf
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Another respondent (PCT 4) gave an example of a mother who had opted out because her 
child was very sensitive and who had commented that it would have been a good idea to 
have invited her to accompany the child for the measurement.  The worker who described 
this case suggested that the idea of allowing parents to accompany their children was worth 
considering, although there were questions about how it could be handled ï and the impact 
on schools ï if many parents took up the invitation.  Presumably, there is also a question 
about what would be done when parents are unable to attend, but wish to accompany their 
child or, and perhaps more importantly, that having parents present may increase a childôs 
anxiety. 
 
 

4.6 Calls from parents 
 
The member of staff allocated to respond to calls from parents varied across the four PCTs.  
In three areas (PCTs 1, 2 and 4) all letters included contact details for a named person ï the 
child measurement coordinator, the school nurse lead, and in one case, a senior clinical 
manager, whose administrator effectively operated a filtering system, dealing with initial 
calls, and only referring to the school nurse lead parents who raised issues that could not be 
resolved in the initial call.  In PCT 3, the working group for school nursing (which led on the 
NCMP work) had decided that parents of healthy weight children did not need a named 
contact on the letter.  In this area, letters to parents of underweight children gave a contact 
number for the school nurse (and parents were advised to contact the school nurse or GP) 
and parents of overweight or very overweight children were given the name  and contact 
number of the under 18s coordinator of the Trustôs obesity programme.  In this area, 
interviewees reported that this differentiated approach worked well.   
 
Nonetheless, variation in who handled calls raises a question about the necessary expertise 
and knowledge-base to deal with calls.  Certainly, the call takers who were not expert in child 
weight or measurement suggested a need for training or guidance in dealing with queries.  
One commented that she made clear to parents who called that she was not medically 
qualified, and hence could not answer questions such as whether an existing medical 
condition could affect a childôs growth.  In another area, the administrator who handled calls 
would refer any queries that she could not deal with herself to the school nursing team, and 
she made the following observation: 

 
óIôm an administrator, Iôm not trained.  So if they were quite irate, or if they wanted 
more information I would pass them on.  If they were just calling to say they didnôt 
agree with the letter, if I could pacify them, then I dealt with it myself. 
 

4.6.1 The volume of calls 
 
Table 4.1 shows the volume of calls received by workers in each PCT, at the time of our 
evaluation interviews32. 
 
Table 4.1:  Parental calls received, by PCT 

  Number of calls  Total letters 
sent 

Calls as per 
cent of letters 

sent 

PCT 1 16 2806 0.06% 

PCT 2 27 1776 1.5% 

PCT 3 10 220/1900* 4.5% / 0.5% 

PCT 4 66 4224 1.6% 

* It was reported that in total, approximately 1900 letters had been sent out at the time of interview, but only the 220 letters to 
parents of overweight or very overweight children had been given a named contact. 

                                                
32

 In some instances, the final number of calls may be higher, as measurement and feedback was still 
ongoing at the time of the evaluation. 
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Some interviewees, in all four PCTs, expressed concern that the number of calls was so low, 
relative to the number of letters sent, and that people were not responding to the letter.  For 
example, one respondent (PCT 3) who expressed such concerns was asked if she would 
have liked to receive more calls.  She answered: 
 

Oh yeah.  Even if they were all complaining, having a go.  But no one calling me ï is 
it a missed opportunity?  Iôd have much preferred to have 100 complaints ï that 
theyôd thought about it enough to do something.  My fear is that they go óeughô, have 
a moan, and then itôs forgotten, nothing changes. 
 

Similar views were expressed by other respondents in the other PCTs.  For example, 
another (PCT 2) said óI am more concerned about how to reach those that donôt callô.  In 

another area (PCT 4), the measurement team were considering implementing follow-up 
phone calls to parents of overweight or very overweight children, because of the 
relatively poor follow-up response. However one respondent noted that the consequent 
increase in numbers would have an impact on their capacity to provide support to 
families. 

 
4.6.2 Parentsô reactions 
 
The reaction of parents making contact following the feedback letter varied within PCTs.  
Some parents called for information and advice, whereas others were angry or upset by the 
letter and had called to complain.  For example, the worker who dealt with calls from parents 
of overweight and obese children in PCT 3 commented that, of the 10 calls she had received 
to date óthree calls were pure complete ñHow dare you?òô.  The other seven callers had been 
sent details of the Trustôs YW8 programme (equivalent to MEND), and three had since 
joined the programme.   
 
Similarly, in PCT 4, it was said that a minority of callers (about one in five or six) were angry 
about receiving the letter, and these tended to be parents whose children just fell into the 
overweight category.  In only one area (PCT 2) was it said that all the calls received were 
from parents who were complaining about the feedback letter.   
 
Although callers who were angry or upset about receiving the letter appeared to be in the 
minority, several interviewees expressed concern about this group, and it was clear that 
these calls could have a tremendous impact on those handling the calls.  For example, one 
participant (PCT 2) questioned the impact of feedback in terms of her professional ethics as 
a practitioner, saying óWe canôt keep insulting people, thatôs not what nursingôs aboutô.  More 
generally, there was a perception that parental upset and anger was to be expected, given 
the sensitive and emotive issue of childhood obesity.  For example: 
 

Thereôs a feeling [among parents] of failure, of not protecting the child, not doing the 
right thing.   
 
Itôs very personal information, very emotional, being fed back in a very impersonal 
way. 

 
Several respondents suggested that the use of categorical divisions to define overweight 
was a source of complaints.  In all PCTs ï and in line with the comments of some parents 
participating in this evaluation (see Chapter Three) ï staff reported calls from parents who 
challenged the description of their child as overweight.  One respondent (PCT 2) reported 
that most of her calls had come from parents of children who were just a pound or two 
overweight, and she observed that óif I saw them in clinic, Iôd be saying, donôt worry, itôs fineô.  
Parentsô comments recorded by the staff taking calls included, for example: 
 
 My HV (or GP) doesnôt think he is overweight. 
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Children being weighed in January ï itôs a ridiculous time of year.  We all put weight 
on over Christmas. 
 
4lbs is nothing, whatôs the point of this. 
 

In PCT 4, the parent of a Reception class child who was 5lbs overweight had sent photos of 
the child to the local BBC radio station, defying them to describe him as overweight.  They 
ran the story with a reporter on the street asking passers-by if they thought the child was 
overweight.  The story was picked up by local TV, and had resulted in the Director of Public 
Health making media appearances to explain the programme.  Similarly, in another PCT, a 
parent had complained to their MP about the feedback letter.  Beyond these individual 
examples, there was not much evidence from PCT interviews of any wider impacts, either in 
the media or in terms of other services such as schools or GPs.  But these incidents were 
highlighted by a number of respondents in the PCTs concerned (and the case of press 
involvement in PCT 4 was mentioned by participants in other areas). Arguably, such cases 
provide a good example of the way in which isolated incidents may have wide impact on 
perceptions of parental views of the feedback, which are not representative of the views of 
the majority.   
 
A related issue, highlighted by several respondents across areas, was the mismatch 
between the overweight and very overweight categories and public perceptions of 
overweight and obesity.  One interviewee noted that the high prevalence of overweight and 
obesity means that an overweight child may not look particularly large in relation to other 
children in the class.  Another commented that: 
 

The general public tend to think of obese as supermorbidly obese ï like on the Jerry 
Springer Show. 
 

4.6.3 Dealing with calls 
 
Views were mixed on the usefulness of the DH ócrib sheetô guidance on dealing with calls.  
One respondent said she found it helpful because it  ókeeps you on track when someoneôs 
chewing your ear offô.  Others saw it as a useful preparatory tool, but less useful in the calls 
themselves because it inhibited the natural flow of conversation.  For example, one 
commented that the questions were not phrased in the way a parent would speak on the 
phone, and so, if following it too closely, there was a risk of not answering their questions.  
She commented that, óitôs a guide, not a script ï it doesnôt lend itself to a natural flowing 
conversation.ô  In a similar vein, another said: 
 

it comes across as very staged and I canôt work like that, I think the parent would be 
able to tell....  If you come across as staged or robotic they wonôt listen.  You have to 
be ónormalô, if you know what I mean, not a condescending health professional... The 
kind of script that came through is like something NHS Direct would use. 
 

Several respondents who had dealt with calls from parents offered advice on how best to 
deal with calls.  A clear theme to emerge was the need for parents to feel that they had been 
heard, to let off steam.  For example: 

 
My tactic was to let them rant, and just ómmô and óahô until they run out of steam, and 
say óIôm sorry you feel this wayô.  When theyôve finished, Iôll clarify ï that the 
measurement was done in this way, in private, by school nurses.  That parents had 
the chance to opt out.  Iôll explain we have to have cut off points, that we are trying to 
clarify.  Theyôve all accepted that ï no oneôs come back again.ô  
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I learned to let the parent lead the conversation and work from there.  I donôt go in 
with a set speech.  Let them let off steam and then they calm down.  Itôs about 
encouraging them to talk about it, and talking to them as a person.  Itôs important to 
reassure them that itôs anonymous and that information doesnôt go back to schools.  
Sometimes that takes the heat out of it ï they worry about their child being labelled. 

   
 

4.7 Intervention and support following the feedback letter 
 

All the PCTs had services in place to which parents who responded to the feedback letter 
could be referred (see table 4.2), and this was seen as critically important for several 
respondents.  For example, the obesity lead in PCT 3 commented: 
 

Having a service to offer is really important. I would have been very resistant to 
having my name on letters if there was no service.  If letters are going out and youôre 
telling someone their child is at risk, youôve got to have somewhere for them to go ï 
have a signposting mechanism at least.  Parents will say óso what, what can you 
do?ô. Weôre offering something with no guilt attached ï itôs positive, itôs about moving 
forward. 
 

Nonetheless, the uptake of these services was very low, and the difficulty of translating the 
information in the letter into behaviour change was highlighted by interviewees in all areas.  
For example, one manager (PCT 2) observed: 
 

Behaviour isnôt just about knowledge ï if we all behaved according to our knowledge 
weôd be very different. 

 
Table 4.2 Relevant support services, by PCT 
PCT 1 There is a MEND programme in one area in the Trust, and also a pilot school-based 

scheme called Community Fit Club. Families take part in three consecutive 12 week 
courses, run by health trainers, who are trained volunteers. The respondent commented 
óWe see that as really important ï for change to happen, you need longer term input.ô 
Parents who were referred to the school nurse after calling had been given individualised 
advice, and follow up was planned in 3-4 months although parents could call in the 
interim period if need be. 

PCT 2 The Trust offers the MEND programme but, as in other PCTs, this was said to have had 
very low take-up.  An interviewee noted that the programme demands a big commitment 
from families ï two nights a week for 12 weeks ï and described the cost of running the 
programme as óphenomenalô.  Four of the 27 parents who called following the feedback 
letter were seen by the obesity lead in clinic. 

PCT 3 This Trust runs a locally developed alternative to the MEND, YW8 (Why Weight), which 
has a similar programme structure and has been running for four years.  They chose not 
to use MEND because of what was described as the prohibitive cost of the programme. 
YW8 provides weekly sessions over 12 weeks during the school term, and targets 8-13 
year olds and their parents.  As with other PCTôs experience of MEND, it was described 
as difficult to recruit families to YW8.  The Obesity Lead offered to send a YW8 pack to all 
parents who called as a result of the feedback letter (all of whom were parents of 
overweight or obese children), and three of those families had since started the 
programme.  The respondent said the letter ókicked them into actionô.  In addition (as 
discussed above) the feedback mailout included vouchers for free leisure activities. 

PCT 4 This Trust also offered the MEND programme, as well as a weight management 
programme called Way Forward, to which parents calling about overweight or obese 
Year 6 children were referred.  Parents were also advised about free swimming lessons 
in the Trust area. At the time of the evaluation, referral pathways were still being 
developed for Reception-aged children, and so parents of these children were offered a 
place on a waiting list for services.   
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Participants in all areas commented on the difficulties of recruiting families to long-term 
intervention programmes such as MEND33 (or equivalents), because of the time 
commitments involved.  In addition, the lack of uptake of services partly reflected the small 
proportion of parents who called after receiving the letter. As the manager quoted above 
went on to say, it had been thought that ópeople would be chomping at the bit for support, but 
theyôre not.  The change needed is massive.ô  In that PCT, the obesity lead noted that they 
had planned to refer callers with overweight children to her clinic, but in the end, only four of 
her 27 callers agreed to come to clinic, and in only two cases was it decided that the family 
would visit the clinic again.  She remarked, óthatôs not much after 1700 lettersô. 
 
In considering these comments about the extent of impact, it is important to bear in mind a 
note of caution  sounded by one interviewee34.  She commented that lack of capacity in her 
service meant that they would not have been sufficiently prepared if there had been a 
significant demand for advice or intervention, and in particular, capacity within the School 
Nursing team had precluded referrals to that team.  In another area, a practitioner echoed 
these capacity concerns, noting that the NCMP feedback this year had been delivered 
alongside additional pressures on PCTs (and on school nursing teams) due to the swine flu 
pandemic and the HPV vaccination programme.  This question of capacity was related to 
resourcing issues, since, in all areas, follow-up work following the feedback letters was 
absorbed within existing budgets.  Furthermore, several interviewees noted that it would take 
time to determine whether the feedback programme, including the letters themselves and 
enclosures such as the Change4Life leaflets, had any long-term impact on the prevalence of 
childhood overweight and obesity. 

 
Several respondents suggested there was a need for a more targeted approach, proactively 
to follow up overweight and/or very overweight children, although again, this depended on 
available resources.  Ironically, in one Trust (PCT 1) that was not yet using the feedback tool 
with Reception children, very overweight children were currently followed up if identified 
during the School Entry Health Screening.  The school nurse lead observed that they might 
not be able to follow up reception children in future, because, unlike consent for NCMP, 
parental consent for School Entry Health Screening allows for individualised follow-up of 
families by professionals such as the school nurse.  
 

                                                
33

 The MEND acronym stands for óMind, Exercise, NutritionéDo it!ô.  It is an evidence-based model of 
targeted intervention for families of overweight children.  See http://www.mendprogramme.org/   
34

 Unidentified to protect confidentiality. 

http://www.mendprogramme.org/
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5 Findings: the school perspective  

5.1 The schoolôs role in the NCMP 
 
Administrative staff clearly had most to do with the measuring programme (making 
arrangements, getting parental consent, organising the actual measuring day) and so were 
well placed to respond to our questions. However, their involvement also reflected the fact 
that schools mostly saw themselves as facilitators in the measuring process, providing 
universal access to children and a venue for health monitoring, rather than active 
participants. The most common theme emerging from the school interviews was that the 
weighing and measuring programme was just a routine event which caused minimal 
disruption to school business. Comments included óno fussô, óall very easyô, ónot a big dealô, 
óthe nurse just came in and did itô. Measurement of a whole class could be done in less than 
half an hour, with little call on school resources apart from the need to find a quiet room 
where it could be undertaken, and interviewees were not aware of any children becoming 
upset or being teased.  
 
 

5.2 Children opted out of the programme  
 
The arrangements used by schools to inform parents that the NCMP was due to happen and 
to obtain their consent differed for Reception and Year 6 children. Permission for weighing 
and measuring reception class children was usually obtained as part of the consent for the 
wider health development check undertaken when children started school, whereas parents 
of Year 6 children were sent a letter based on the DH template with the opportunity to óopt 
outô. This meant that there were far fewer opt-outs of reception class children ï indeed 
several interviewees expressed surprise that parents of reception class children might be 
able to do this. 
 
óIt [weighing and measuring of reception class children] is done as part of the health 
check ï they donôt get the chance to opt outô.  

 
Just three schools were aware of reception class children (four in total) being withdrawn from 
the NCMP, with no obvious reason in three of these cases according to the interviewee (i.e. 
not because the child was likely to be judged overweight). Year 6 children were more likely 
to be withdrawn, but still only a handful of cases ï between two and eight per school. Where 
reasons were known, it was thought to be because of fears that the children would be 
labelled overweight, in other words that óitôs the ones the programme is trying to target that 
opt outô (Healthy School coordinator). However this was not a universal view, with one head 
teacher believing that óit was a group of girls who got together and decided they didnôt want 
to do itô, despite not having particular weight issues, and another school reporting that two 
Year 6 pupils who were opted out came from minority ethnic families who may not have 
understood what they were being asked to consent to.   
 
No school reported sending out the consent letter in a language other than English, although 
one interviewee in a school with an above average proportion of pupils from minority ethnic 
groups said if they thought there was likely to be a language issue, they tried to ensure the 
child understood the letter and could explain it to their parents. Another school had picked up 
the fact that two families of minority ethnic children had mistakenly opted out when they had 
thought they were opting their children in, and had acted to correct this.  
 
In PCT 4, where routine feedback had been provided to parents in previous years, one 
school said that the number of parents opting their child out of the measuring programme 
had reduced to zero. It was suggested that this was because parentsô fears about being ótold 
offô in the letter had been allayed, and they had realised that the information ówasnôt going 
anywhereô. This experience however related to the PCTôs previous feedback letter, which 
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simply gave height and weight measurements for the child, and was less explicit than the DH 
template about the risks to childrenôs health from being overweight.  
 
Participation rates can be lowered by children being absent from school on the day of 
measuring, as well as by those who choose not to take part. Schools reported varying 
practice in relation to absences, with some saying that such children would be weighed at a 
later date and others not. This reflected the policy of the PCT, rather than the individual 
school. One PCT in our study, for example, sent information to all parents after the weighing 
and measuring exercise, including opt outs and absentees, which resulted in some parents 
of children in the latter group getting in touch and wanting their child to be measured. 
 
  

5.3 Parents contacting the school after receiving feedback 
 
Although we deliberately selected schools where we knew (from our PCT contact) that 
results from the measurement programme had been sent to parents, it appeared that most 
schools did not know when parents had received the results, nor had they seen specimen 
copies of the feedback letter. Where the school interviewee did know that feedback had 
been sent to parents, and what information the letter contained, this was usually because 
they or a colleague were the parents of children in Reception or Year 6 classes, and so had 
received feedback letters themselves.  Only four parents across all 11 schools were reported 
to have got in touch with their childôs school after receiving the letter, although school 
representatives understandably did not know how many might have contacted the PCT 
person named in their results letter instead.  
 
Two of these four parents who had got in touch with the school had been told their child was 
overweight and disagreed, but (according to the interviewee) they were more óbemusedô than 
cross, and had óshrugged their shoulders and said it was typical NHSô. A third parent (herself 
a teacher) was said to be concerned because her child had been reported as a healthy 
weight and she had not been contacted by the nurse after the weighing and measuring 
exercise even though it was apparent from the childôs extremely small size (ólike a two year 
oldô) that he had significant growth problems. The interviewee suggested that nurses should 
do a visual check rather than just rely on the ratio of weight and height. The fourth parent (at 
a different school) had telephoned to complain because her child had been judged 
overweight, and was told to contact the PCT instead. The head teacher in this school 
explained that óthis was a health issue being done by the PCT and this was stressed in the 
consent letter, so it wasnôt appropriate for us to be involved at that stageô.  
 
 

5.4 Schoolsô opinion of the NCMP 
 
School staff appeared to be in favour of the programme, or at least not be against it. The 
over-riding impression was that it was ójust part of the jobô for administrative staff and had 
little impact on the work of teachers. It was neither a particular inconvenience nor an 
opportunity to engage with weight issues (except in one school, where the Healthy School 
lead had hoped to use school-level feedback from the NCMP as the basis of a Healthy 
School Action Plan, but had been unable to obtain this data from the PCT). One interviewee 
described her colleagues as óall in favour of this [the NCMP] being done, because they know 
that something needs to be done about children who are seriously overweight ï as long as 
they donôt have to do anything about itô.  
 
There appeared to be a number of reasons for schools generally wishing to maintain a 
distance from the programme, whilst being happy that it was occurring.  Partly this was to 
stress the confidentiality of the process, reassuring parents that information about individual 
children was not shared with the school by the PCT. For example, one head teacher 
described how although the school had invited a PCT representative to an open evening to 
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set up a stand and speak to parents about the weighing and measuring programme, and that 
this had been beneficial in encouraging a good take up of the programme, she had 
instructed staff to keep away from the PCT stand óso that parents could see it was 
independent and the school was not part of itô, to give them confidence that the measuring 
would be confidential. Maintaining a distance also meant that school staff were shielded to a 
large extent from angry responses, and parents were directed to contact the PCT with any 
concerns about the feedback.  A further possible reason might be that work with individual 
children and their parents on weight issues could have a negative impact on parent-teacher 
relationships. The head of the school that had invited the PCT representative to a parentsô 
evening had in the past spoken individually to parents whose children were obviously 
overweight, but this had not been successful, and the schoolôs work in this area was now 
focused on whole class or whole school activities, such as the content of school meals and 
packed lunches, and teaching about healthy eating.  
 
  

5.5 Schoolsô suggestions for improvement 
 
Relatively few suggestions were made by interviewees in schools for how the NCMP and 
procedures for feeding back results could be improved. Those that were made, generally by 
just one interviewee, included: 
 

¶ ensuring plenty of notice is given to schools about when the measurement will take 
place, to avoid clashes with outings and other activities;  

¶ informing schools when results have been sent out to parents and the nature of the 
information they receive; 

¶ making sure that schools receive timely feedback on their school-level results so that 
these can be used by the school to inform Healthy Schools activities;  

¶ providing practical support, such as people to come into the school to give advice to 
parents and children to help them address the problems of being overweight, rather 
than just feeding back ófigures and statisticsô; and 

¶ weighing and measuring, and sending of the results, to be done by a school nurse 
who knows the child and family and can follow up if necessary. 
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6 Conclusions and recommendations 

In this final chapter we summarise the studyôs main findings and discuss implications of 
these findings for revising the NCMP Guidance for 2009/10.  This small-scale study set out 
to consider the impact on parents, schools and PCTs of providing routine feedback to 
parents on their childrenôs height and weight. The overall finding was of a generally positive 
response to the NCMP and the principle of routine feedback.  We review the findings from 
each of the three perspectives ï parents, PCTs and schools ï before focusing specifically on 
the feedback letter, parentsô response and effecting change, and practical suggestions for 
PCTs. 
 
An overwhelming majority of parents were supportive of the NCMP and most welcomed 
receiving routine feedback, although parents of overweight or very overweight children were 
more likely to disagree with the results and less likely to find the feedback letter helpful. The 
benefits of receiving information from the NCMP were that it confirmed for parents of healthy 
weight children that they were ódoing the right thingô, and prompted parents of children 
outside the normal weight range to consider the need to make changes. However a small 
minority of parents reported a negative impact, in that the letter made them angry, worried or 
upset; and some concerns were expressed that feedback could increase the risk of eating 
disorders by making children and parents over-focused on weight issues.  
 
A third of parents surveyed said they planned to make changes as a result of the feedback 
letter, and these were particularly parents of overweight and very overweight children. The 
parent interviews, however, suggested that this was unlikely to have happened in practice, 
and few parents felt the feedback letter had made any difference to their child or their family, 
although half of the interviewed parents believed it had made a difference to them 
personally.  Among parents of children in the overweight categories there appeared to be a 
significant sub-group who believed they were already doing things to encourage a healthy 
weight and found it difficult to identify what more they could do.  
 
Most PCT interviewees were relatively positive in principle about routine feedback, but had 
reservations about the wording of the feedback letter, as did some parents, particularly the 
óharshô language of the letter to parents of very overweight children, and the accessibility of 
the letter to parents with limited literacy in English.   Concerns were raised too about the low 
uptake of support and advice, in  that the letter did not appear to have succeeded in initiating 
a help-seeking response from the majority of parents of underweight, overweight or obese 
children.  Although the number of calls to PCTs was small, they included calls from parents 
who were upset or angry. Although these were untypical of parentsô reactions to feedback as 
identified in the survey, they were a cause of considerable concern to some interviewees. 
 
From the school perspective, NCMP appeared to cause minimum disruption; schools were 
often unaware of when the feedback was being sent out to parents and parents rarely 
contacted the school after receiving feedback.  There were fewer opt-outs for Reception than 
for Year 6 children, attributed to the fact that consent for weighing and measuring was often 
obtained as part of the consent for the health development check at school entry, but overall 
opt-outs were perceived to be low.  The school staff interviewed were generally supportive of 
the NCMP and routine feedback to parents.  
 
 

6.1 The feedback letter  
 
Although the majority of the parents were satisfied with the way the information was given in 
the letter there was a small number who commented on difficulties in understanding.  We 
cannot conclude from this finding that clarity of the letter is not an issue.  In particular, whilst 
the survey response rate of 31 percent is higher than many surveys of this kind, it must be 
acknowledged that the study may well have under-represented parents with limited English 
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literacy ï after all, those who could not understand the feedback letter are unlikely to have 
understood and returned the evaluation questionnaire.  In addition, limited space in the 
survey meant it was not possible to ask specifically about understanding of the letter, only 
with the parents interviewed.  Even then, some parents who had completed the survey, were 
excluded from the follow-up interview because their English was insufficient to enable them 
to be interviewed (and interpreting was not feasible within the constraints of the study and 
the telephone interview method). Further research is needed to focus specifically on the 
accessibility of the feedback letter to parents where literacy may be an issue or where 
parents have limited English.   Such focused investigation seems particularly important given 
that NCMP data show higher prevalence of obesity in minority ethnic groups that may speak 
English as an additional language, including Bangladeshi, Pakistani, and Black African 
families.   
 
Both parents and PCT representatives expressed concerns about the way the letter was 
worded, particularly for parents whose children were in the overweight categories, although 
there also was a view among some that óhard-hittingô language may be necessary to prompt 
parents into action. Not only was the wording of the letter considered somewhat insensitive, 
but the references to risk of disease, such as heart disease and cancer, and early death 
were singled out for particular criticism. The inclusion of such information may be justified 
with reference to evidence that parents may lack awareness of the health consequences of 
obesity. For example, Jones and colleagues 35 conducted focus groups with parents as part 
of the Gateshead Millennium Study, and reported that parental knowledge of problems 
associated with childhood overweight and obesity centred on social and mobility issues 
rather than health problems.   
 
Nonetheless, although the use of scare tactics in health promotion can persuade people that 
they face a significant threat, if not implemented correctly they can also promote denial or 
avoidance, which prevents people from taking action to reduce the risk36. Moreover, 
Abraham, Norman and Conner 37 observed that threat perception in itself is not closely 
associated with action ï particularly if the threat seems distant ï and thus may be only 
minimally related to behaviour change.  That last observation seems particularly relevant in 
the context of the NCMP, given that problems such as heart disease are commonly 
associated with later adulthood, and may not therefore be judged to be an immediate threat 
to a school-aged child. 
 
As described in the introduction to this report, research suggests that óscare tacticsô are only 
effective when the threat depicted is seen as relevant and significant and when the targeted 
individuals believe that they can act to protect themselves (or their children).  It is 
questionable whether the feedback letter and Change4Life pamphlet are sufficient, as an 
intervention, to make parents believe that they can accomplish the changes needed to make 
a difference to their childôs weight status.  A critical related point is that some parents of 
overweight and very overweight children did not see how they could make such changes, 
because they believed that they were already doing what is recommended to maintain a 
childôs healthy weight, yet it had made little difference.  As an additional factor, evidence 
suggests that parents need to have reached the appropriate stage in acknowledging or 
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believing that their childôs weight is a health problem, or recognise that they as parents are 
overweight, before they are ready to make changes 38. 
 
There is also the need to consider whether the use of threats or scare tactics in the context 
of childhood overweight could be associated with any unintended consequences for the 
child. The Change4Life material is clear that parents should not encourage children to diet, 
and the feedback letter for parents of overweight (but not very overweight) states that 
children should not aim to lose weight, but several respondents ï both parents and PCT staff 
ï expressed concerns that feedback could result in an increase in disordered eating or in 
parents encouraging children to diet.  One parent interviewed reported weighing her child 
almost daily, and a senior practitioner in one PCT described the anxiety of Year 6 girls about 
their measurements.  Such concerns are consistent with well-established evidence of body 
dissatisfaction and dieting behaviour in primary-school aged children, particularly girls39.   
Neumark-Sztainer and colleagues40 found that parents of overweight teenagers who 
accurately perceived their child to be overweight were more likely than those who were 
unaware of their childôs weight status to encourage the young person to diet, and this 
behaviour actually increased the risk of the young person being overweight five years later. 
 
The evidence from the NCMP study would suggest that the Department should reconsider 
the wording of the letter and review the evidence base for the effectiveness of using a scare 
tactic approach in changing behaviour. 
 
 

6.2 Parentsô response to the letter  
 
Parents whose children were overweight, especially those who were óborderlineô cases, were 
more likely to disagree with the results.  As discussed in our introductory chapter, studies 
have found that mothers of overweight children tend not to recognise that their child is 
overweight41, particularly parents of children under the age of eight and parents with a lower 
level of education42,43 ,44.  Providing parents with feedback on BMI percentile-for-age-and-
gender, and identifying their childôs weight classification in the context of broader obesity 
prevention policies, appeared to increase the accuracy of parental perceptions according to 
recent American study evaluating a weighing and measuring programme in Arkansas45.  
This suggests that providing routine feedback to parents whose children have been weighed 
and measured under the NCMP may have an impact on improving the accuracy of parentsô 
perceptions of their childôs weight.  
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6.2.1 Pro-active follow up 
 
Given evidence of the complexity and challenges of successful interventions for overweight 
and obesity46, it is unlikely that the letter and enclosures alone could produce sufficient 
cognitive, lifestyle and behavioural change to address established overweight or obesity in 
children ï whatever the good intentions expressed in interviews with parents.  Rather, a 
more targeted approach may be necessary.  The fact that so few families sought help or 
advice was a matter for concern for many PCT representatives, and it was suggested by 
several PCT interviewees that it might be better pro-actively to follow up families who are 
overweight or obese.  The timing of the follow-up may be an important consideration since 
comments from some parents interviewed suggested that it took a little time for negative 
results to ósink inô.  This strategy would, however, clearly have resource implications, not 
least in terms of staff time, and in the availability of services into which families can be 
referred.  It may be useful to explore the potential for school nurses to have a role in such 
follow-up, although the capacity of the school nursing team was an issue for some of the 
PCTs in the study.  Recent research in the US47 reported that parents preferred receiving 

information about their childôs body mass index from the school via a letter from the school 
nurse, and advocated a role for school nurses in supporting childhood nutrition and weight 
control through schools. 

 
 

6.3 Practical suggestions and support for PCTs 
 
Of the four PCTs that participated in the current study, one had been giving parentsô 
feedback on child measurements for several years, and reported noticeably fewer difficulties 
with the exercise, suggesting early problems can be overcome. The other three PCTs had all 
experienced some early challenges in setting up the measurement and feedback process.  
Interviewees in these trusts consistently highlighted the need for adequate resourcing to 
support the workload involved in the process, from generating letters and stuffing envelopes 
through to dealing with calls from parents.  Such support was seen as essential, not least to 
meet the timescale targets for feeding back. It was noteworthy that the fourth PCT, with 
established and evidently effective systems, had full-time administrators managing the 
process.  Taking capacity and resource issues into account, practical suggestions 
highlighted by the study for consideration in the revised Guidance include: 
 

¶ using schools instead of the Child Health database for child contact details; 

¶ putting a return address on the feedback letter envelope; 

¶ providing feedback to óopt-outsô and absentees regarding the importance of weighing 
and measuring and including health promotional material such as the Change4Life 
pamphlet; 

¶ starting the measurement programme as early in the school year as possible; 

¶ PCT attendance at school parentsô evenings to raise awareness of the NCMP; and 

¶ asking parents to provide a reason for opting out on the consent form. 
 
In addition, the study found that those taking the calls from parents would welcome further 
training and/or guidance in how best to handle them, particularly guidance in how the results 
should be interpreted.  Training and support in the use of the DH tools and resulting IT 
issues would also be welcomed. 
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Appendix 1: Template for feedback letter 
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