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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 feedbawightt o al |l pa
during 2008/9. In previous years, most PCTs did not routinely provide feedback although
parents could request their childbés 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 thei

Study aims and methods
The study had two principal aims:

i. to explore the impact on parents of receiVvi ng
height/weight, and their views on how this information was presented to them; and

ii. tolearn 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 i
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.

Parentsdé 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 i 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

chil ddéos 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
though some parents appeared to have been shocked by the language into acknowledging
their childbés weight status

Health promotion material

The majority of parents in the survey thought the health promotion material enclosed with the
feedback letter, usually the Changed4Life 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 planstomakec hanges t o t he chil
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

chang e s , but most frequently menti ongfdlowedeby e t he
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 t he majority believed that parent
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 i 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
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, a n d . d'heee weardindixed 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 overthe 6 o v e r wtleréshpld, tthése 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 meas uearedigcausea s Vvi ewed
minimum disruption.



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 receivingthei r chi | dés result s.

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 t hei r. Beyondthat@weralifieding, hotvever tthe tesearch
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
riskthatifad s h o ¢ k appraachtisi nat dnplemented 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.

Parentsd response to the letter

Parents of overweight children, especially those
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 childrenés v
perceptions.



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 i 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.



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
diabetes™?. 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/carers’ont hei r chi |l dés height art
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 On*, and the

associated Change4Life campaign, which is based on four key insights (Cross-Government

Obesity Unit, 2009, p 11):

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

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

1 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

T a host of 6 u n h anahildrényfdy exanwle sedentaryibetsaviour,
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 alvdysawaredithemi | yds p
i mportance of healthy wei grlythereieeviddmae iram studies | d 6
of community samples that the majority of parents may fail to recognise or acknowledge that

robl
s he

! 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.

% 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.

® For simplicity, parent/carers are referredt o as O6parentsdé throughout the renm
* Cross Government Obesity Unit (2009) Healthy Weight, Healthy Lives: One Year On. London:

Department of Health.
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their children are overweight®. For example, Carnell and colleagues (2005)° 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

over weight. This evidence implies a need
overweight or obesity, asakeyfirst step i n helping parents?©o
choices in family life’.

In 2007/2008, parents whose children took part in the National Child Measurement

Programme could ask to receive feedback on

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 parentsdésad t
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 research®, 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 US®, 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 childds weight status
c h i bvervesght in any variables of potential benefit to overweight children i 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

°®Wwald, 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

® 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, 353i 355.

" 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.

® 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.
 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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components®!. Mor eover, 6what worksé6 is |likely to be c

and col | ea d Calsrane revi® @8cluded that:

6t he practicalities of delivering effective
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 deliveryo

One strategy that has been used across a range of health campaigns is the use of fear

appeal s or OResearchbas shawnthat 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 wo rFéarappearsstorbeat i ng or n
great motivator as long as individuals believe they are able to protect themselves (p607)*2.

13 Parentsod views of paswaenersc k on chil d m

Arguably, another reason for feeding back weight status to parents is the ethical principle

that they have a right to know their childbs res
(2008)’ 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)*%. 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 childds height and weight were generally g

Subsequently, Shucksmith and colleagues (2008)** 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,

1% 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.

“"Oude Luttikhuis H, Baur L, Jansen H, Shrewsbury VA,
(2009) Interventions for treating obesity in children. Cochrane Database of Systematic Reviews 2009,

Issue 1

2 witte, K. and Allen, M. (2000) A Meta-Analysis of Fear Appeals: Implications for Effective Public

Health Campaigns, Health Education Behaviour, 27, 591-615

13BRMB(ZOO?)Resear ch into parental attitudes towards the
height and weight. London: Department of Health.

% 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)". 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 fo

Most recently, at the end of 2008, the research reported here was commissioned, as a small

scale evaluation of parentsd views of routine fe
report’®, 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 findingson parent sé views of the fee
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
stakehol der sd v i ahigklightng redomreeddaters Kot theduture
development of NCMP feedback, and of DH guidance to PCTs.

'* Department of Health and Department for Children, Schools and Families (2008) The National Child

Measurement Programme: Guidance for PCTs i 2008/09 school year.
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/DH 086724

e Mooney, A., Statham, J., Boddy, J., and Smith, M. (2009) The National Child Measurement

Progr a mme : Early experiences of routine feedback to par
report to Department of Health. London: Thomas Coram Research Unit, Institute of Education.
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2 The research study
21 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
chil dds hei gThetwoanaiudaineevereg ht .

i.  to explore the impact on parents of receiving routinefeedbo ack about their <ch
height/weight, and their views on how this information was presented to them; and

ii. tolearnfrom 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
1 How did parents/carers respond to receiving feedback from PCTs which provided an
interpretation of their c¢hdreoddgstedthisei ght , whet |
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?

= =4 =9

The presentation of feedback
1 Whatwereparent s6 views onwdsowrtelse nitrefdorn mattihen o6r
and any accompanying leaflets?
1 What information did they find useful, what was not useful, what else would they like
to have seen?
1 Was the feedback more helpful to some groups of parents than others?

Impact on PCTs and schools
1 What level of resource was required from the PCT/partners to deliver routine
feedback?
1 What worked well; what was problematic?
9 Did the provision of NCMP feedback result in any additional burden on schools?

2.2  Methods"

Data were collected from a number of sources. The first aim was addressed through a short

questionnaire survey of parents receiving the feedback letter’®. As PCTs could not provide

the research team with parentcont act detail s without first gettir
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

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

'8 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 programmes™*®, 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 ( whaadwdlingneso wn) abo
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 7 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
guestionnaires 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 pa
planned action, usefulness of the health promotion material sent with the letter and basic

9 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 Number Percent Percent of

Distributed returned returned 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
gualification 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, Receptionand Ye a r

6

chil

dr en,

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 possible’>. Th e s e
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.

parents

wer e

not

repl aced

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

* 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.

L They probably had help from a family member to complete the questionnaire.
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recordi ng par emlbteedinfarnmatiom@ppendix 4n 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 hour®?, and the majority took place between four and eight weeks after parents

had received the feedback on? Bdhgualitatvehrdl dds wei gh
guantitative 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 chil.d
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

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

% 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 i 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 outhumbered 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
6°*). 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

** NHS Information Centre for Health and Social Care (2008) ibid

16



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

Boys Girls
Weight

Number Percent Number Percent Total % of Total
Underweight 4 13 3 1.1 7 1.2
Healthy weight 238 79.6 222 84.4 460 81.9
Overweight 39 13.0 25 9.5 64 114
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
) Year Group
Weight
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
! 2 3 4 % of Total Total n
(n=210) (n=78) (n=93) (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 respondentwast h e ¢ hi | daddst was oathér enore
likely to be the mother if the child was overweight, though the differences were slight (tables
2.10 and 2.11). The 13 ingor diherrfaiily cnanmber (Qsor we r e

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)

Weight Category
Respondent weight | weight | weight | weight | Tot
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
gualifications (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 15
Total 597 100.0

19 missing

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

o Weight category
Qualifications

Under- Healthy Over- | Very Over-

weight Weight weight weight Total n
No formal quals 50.0 114 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)

Weight Category

Ethnicity Under- Healthy Over- Very
weight Weight weight Over- Total

weight
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 5.9 235 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 SES® 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

Weight Category
Characteristics Under- Healthy Over- Very
weight Weight weight Overweight Total
(n=1) (n=19) (n=15) (n=14) (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

% Educational level of the parent responding to the survey was used as a rough indicator of socio-
economic status, with those hol ding -&ddomitsaue | s

or

and qualifications below 6A6 |l evel as | ower SES.

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: parentsod perspectives on

This chapter brings together data from the 616 parents? responding to the survey and the

more detailed information from follow up interviews with 49 of these parents. The survey

asked about p atoeceivisgdhe feadidacktletteo 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 childds weight before recei
the feedback with anyone else, and what they thought would help or hinder them from

making any changes t oestylathati mightbeniridicated.or f ami | yés | i

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 3Ib overweight, he is very healthy and slim. | 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 withchild s wei ght category by weight category

Child Weight Category

Agreement Under- Healthy Over- | Very over-

weight Weight weight 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 chil ddés appearance did not suggest overwei gh
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. | 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)

®parent(s) is used throughout to include both parents
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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 cl assed &
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 PCT?’.

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 rovaegoves gfthdr. t HPairrengwsrdopri se ofte
appearance and the fact that they did not look overweight:

I was surprised. I knew that she was heavy, but
Some children you can see they are fat, but she doesn 6t | o o k(VelyiOkeerveighth a t .

Whilst they might agree with the actual measurements, it was apparent that parents often did

not see their child as overweight, describing th
0big framed. Oatterchildmdelot of easclegs bandthat6 J onny Wi | ki nson
woul d be o0bes eSomenparents previded@xplanatidns, 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 disagr eed atbuttndweperhdpayes, ietarealll et t er ar
trying to | os e.Asahergwhasedhilg vas veny @wgriveight, reported being

@r oss at atthdvey theiinfoenation was given and so had said that she disagreed

with it, but now felt that her child was probably overweight-al t hough not necessar |
over weighto.

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 canét tell vy oleathyWweight)el pf ul it is. We

Wake up call for me personally, knowing that my son is overweight and | would
have to find a solution being fully aware of the side effects. (Very Overweight)

2" 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
dependingon t he <chi |l do s).Amengthdsewhdse child ivas cléssified 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:

| did not expect to receive this information. It is not necessary and is intrusive. |

allowed my daughter to be weighed because | thought it was purely for statistics, not
to be used personally.

Table 3.2 Hel pful to get results by childbds weight (perc:¢

Child Weight Category

Under- Healthy Over- Very over-

weight Weight weight 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
Donét knoy 14.3 24 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 parentsébehaviour 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 | am determined to help my child (Very
Overweight)

Was pleased to be able to share them with my son i he knows he is overweight [and this]
gave us an excellent idea of how much. However, he is big boned and solid and | think
this makes him appear much heavier for his height. (Very Overweight)

I n the inter vi eeelagsonpegaiviagtheseddbackletier iverd expfored 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 i 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, @os in our family nobody is overweight. She likes chocolate too much!
Her dad and | was worried, but | was happy, worried, but good to find out early so | 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 sheds o0be s efdeling guiyet avas altmy fadtoltrwasreget her ,
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 i 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 Lif e person. Wedd alre
that [last year] ...we were their star pupils, we lost more weight than anyone else on the
programme. (Very Overweight)

Initially | thought it was a load of rubbish, then lwasangryii t 6s wrong to send t
without knowing who it is being sent to. (Overweight)

One mother of a very overweight child puescribed
intoacategoryd i n a very i mper sonal shewasjustcondidetechat t hi s
statistically, not taking into account how fit and active sheis6 . Anot her cdmment ed
know ités a national scheme and parents candt ha

needs to be more appropriated .

33 Prior concerns about childds weight

The parents who were interviewed were asked if they had had any prior concerns about their

chil db6s we i, ghether theg mad domefanything about this. Almost three-quarters

hadhad no prior concern about their childbds weigh
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 childbés diet or eating habits before recei
focus was largely on eating unhealthy food and/or eating too much. Few parents (9/49) said
they had prior concerns about their childbés acti

seriously concerneda bout t hei r c¢ hiAmnah@the parents who did rgport peior e |

concerns, most had tried to do something about it, generally by making changes to the

childdés di et anahlyafewhadesought prafegsionaleadvied (three from a

health professional and one from their childds s
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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 givenin theletter,by chi | d &mercemdi ght

Child Weight Category Totals

Under- Healthy Over- | Very over-

weight Weight weight 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 0 2 0 0 2 1
letter
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
childbébs height fell, and three found the tone of

Parentsdé understandi ng mbredethilen the mterviesvs. Gemeraly, e x pl or €
there appeared to be few problems with the clarity of the information. Typical comments

wer e t hateriyt cwaesar , ol coul d undywucartsaertih it 6, 6e
the box6é, Osdirtaigmdlfloadvairtd 6g ulnthewieveohane parént, 6wel | s
the information was in fact too clear!

The visual representation of the range of <childr
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 olid wase & c al while@amthdr pagent tkbdahe facé that the

6heal thy weight & b a nitshowslsat ckildrenwan eequite @ifferant aneé 0

still healthyd .

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 O6doct or s hidrenlcdtegdridedas c | i ni c
very overweight, others referred to the |l etter L
several would have preferred the | etter to merel

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, itbés scare t
saying a child of five is at risk of a list of diseases! (Overweight)

25



The letter is very harsh and the last sentence® in particular was alarming. | am very
aware of her weight and try very hard to keep it down ... | 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 chil doés rrealtheletternand hbw thisinfoymatise r e t o hav
could raise parentsod6 and childrends anxiety | eve

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 T it is worded very insensitively for a 10 year old interested in his health to
understand émost families would have shared t h
be considered. (Underweight)

In some cases the child had mistakenly opened the letter believing it was for them because
theletterhadar ri ved addressedith thbechaldas pnade in |
mother describedh er daughter 6s reaction upon opening the

I heard a wail...she says 0l could die of diab:
(Very Overweight)

This mother thought it would help if the letter was clearly markedas 6 c o nf i €ancetni al 6 .
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 | 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

| anguage too blunt or 6éblack and whited, others
language into acknowledging that there was a problem:

BThis sHoaaves, it is very important that you now contact me by telephone or email for further
advice and informationd.
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The word 6obesed really worried ugMerywe reali se:
Overweight)

3.5 Usefulness of health promotion material

More than three-quarters of the survey sample thought the health promotion material

encl osed with the feedback Il etter, TepaKilgsdhe C
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).

Table3.4: Useful ness of health promotion materi al by chil
Child Weight Category Totals
Under- Healthy Over- | Very over-
weight Weight weight 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:

| already do a lot of the things in the leaflet but | still found it interesting and for someone
looking for ideas | would say it was excellent (Healthy Weight)

Its handy information and | can pick it up anytime | 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)

ltés a very useful |l eafl et because i f we tell 1
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 | eaflet, but not found it useful (14) o
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 thopei nfedheutsurheyopai e
cont amonhk dn g orwaswdt 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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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

c hi | do6 sparentsiplanhed 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

Wi dghot

children, since BME parents were more I|ikely to
weight category (fig 3.1).
Table 3.5: Pl anning action by childbds weight (percent)
Child Weight Category
Under- Healthy Over- | Very over-
weight Weight weight 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: Pl anned changes by parentsé ethnicity (percent ]
60 Whi 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

Very overweight - BME

Very overweight - VWhite UK/other
Owverweight - BME

Overweight - VWhite UK/other ho planned action

Healthy weight - BME = planned action
Healthy weight - VWhite UK/other

Underweight - BME

Underweight - White UK/other

0% 50% 100%
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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 Percent

(n=606)
Changes to familybo 121 65.8
Changes to familybo 110 59.8
Ask someone for advice 22 12.0
Do something else” 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 spokentoas c h o o | nurse and two to their
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 rheadl Ibye. &hiepapnt had réng 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.

chil do

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. Thissuggest s t hatt einiitoin&ld 6goo
often faded with ti me, and parentsdé comments rei

It did [make a difference] for a few days for my son, until the novelty of eating alll
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

candét b e (VerpQvéreeight)d

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

®Most of these responses he
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healthy weight (5). The type of changes most likely to have been implemented or planned in
these familiesre | at ed t o the childébés or familyds diet or
to the childdés or familyds physical activity | ev

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
followed by insufficient time (5). Other factors included cost (3) lack of professional support
(2) , lack of information (2) lack of control 0V

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:

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

1 government action i cheaper fruit/vegetables, food labelling, less convenience
foods/burger shops;

someonet o pl an the chil dbés diet

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

1 someone making contact after sending the results.

T
)l

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 ités not made a differ @©vemeight)y o hi m, i fooi

l'tés put that seedpefr hdapsbts hientsd oray dmiérnid be eat
but my daughter is completely oblivious and | 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 heds not to sit down for more than t w
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 mothem o0ftéaheownplgsmalingntbgr bleialdd
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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 | need to do something more quickly T | 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?
35 -

29 N

30 -
25
25 -

20 - 17

M Positive
14

157 11 m Negative

10 + 7 O No difference

0 T T 1

To the child Tothe parent  To the family (n=44)
(n=49) (n=49)

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 iftheyhadayounger chil d, with only one cat ¢
and the remaining four undecided. Even if they d
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 of
weight problem, and the fact that the information was ¢&éof fi cial déd rather tha
relatives or friends was seen as helpful. One parent of a healthy weight Year 6 child would

have | iked similar informati on titovouddeeasieotw i ded t o
persuade him to take more exercise or eat less if someone outside the family said he

needed to0 .

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

over wei ght sentinglakafletis bot endugh. You need more than that to get

people eating healthilyd6 . Al t hough the f ocuaevisionfofrduimé s st udy i s
feedback to parents about their childds weight,
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.
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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 i ssues encountered including t
of the programme; dealing with calls from parents; and the interventions and support that
were available for families where a childodos weidg

4.1 The decision to give feedback

Perhaps not surprisingly i given that the PCTs selected for the evaluation were among the
few who were underway with feedback at the end of 2008 1 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 vy e ar dayilof. Ehe apfodunity to Aespart 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
tussleb6b in her PCT6s working group, but on the v
decision. Managers in all four PCTs said they planned to continue with feedback to parents

in future years, although some planned changes i for example to the feedback letter i 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):

t diifthatwe ul t , t h

I suppose | 6ve always fou [
I en and not doing

were measuring obese chi
although utilising the information is a different thing.

nd
dr

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 7 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 i mportance of checks built in to the DH dat s
several respondents. For example, one observed (PCT 2):
Therebs a check built in to theisidfewgoe whei
sure?o Y obe dammmesurg!lot t o

Getting the childbés home addresses right was hig
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. I n this PCT, screenerso6 mea
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 o6f at honithedgocadlregitwae cessary el eme
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 i folding the letters and other enclosures. In part, this reflected
a concern to keep postage costs down by using smaller envelopes i 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 information®. This coincided with a general perception that the letter was

rather wordy and t he | asoantifiaygfersomemarertso Fropl i cat ed or
example, one respondent (PCT 2)said:61 t was so damn wordy, a | ot

understand it. 6

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: 6 We have a big
Ghanai an population in some areas, altaywy quite a
sense of how accessible the |l etter is to them.2o

Echoing these concerns about the complexity of the letter, a senior practitioner (PCT 1)
suggested using a o6traffic Iightd system, instea
following account of her concerns:

The letter has too much information and is too complicated i for example, the
explanation of centiles, people wouldndt wund:¢
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 | etter was also criticised as
and especially for very overweight children,andone manager ( PCTurdgeht spoke o
n e etd éhange the letter. In another area (PCT 2), the service lead observed:

ltés never going to be easy to tell a mother
when your letter talks about heart diseaseand cancer . Co. [to say tt
your child food that predisposes your child to cancer i 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 1 and in line with feedback from parent
interviews (see Chapter Three) i that the letter would be better if it were simplified and used
6softerdé | anguage. For exampl e:

A

Il &m not sure about shock therapy

Someti mes parents know their child is overwei
their face.

®¥Two examples were replacing 6For your child at their
heal thy weight for [childbés first name] at his age an
important that you nowseekfur t her i nf ormation and adodilcte ibsy vceamnyt act
i mportant that you now contact me. .. 0



A

| think they are offended, and thatthefeeli ng i s wedre telling them
parent.

A related issue was highlighted by a practitioner in PCT 1, who described the feedback letter

as6one si zaedafgued that,ad such, it did not take into account individual sources

of variation i for example that a very active child might be more muscular and thus have a

hi gher BMI . A manager in the same PCT said tha
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 al s dW8®hytWeightynf or mat i on
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 hamed contact on letters sent to parents of
overweight or very overweight children.

4.3.2 Sending letters

All PCTs had posted the | etters, addressed to tAh
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 T 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

i mportance of adding 6l n Confidencefbhidteo t he addr
opening the letter. However, such advice also raises an important ethical question about
childrendés r i gh toftheiomeksnrenvent.t ey alse ke 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 doné6t realise the time commitments, espe:¢
(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 i 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:

| 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,

ultimatelyt he cost comes to us. Wedbvelmextpehrabl y do
with reception it wild.l be 3000. Youdve got
taken to generate the |l etters. I f hadnodt ¢

to get the letters out in time [in the 6-8 week timeframel].

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:
9 resource needs related to the IT demands of the process;
9 resource needs related to the associated administrative workload i for example data
entry and envelope stuffing; and
1 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 . Ot her s, however, commented t hat
hoped for.

In all three of these areas, additional resourcing had been secured, and this was seen as

very helpful. As one respondent summeditup:6 Wor ked wel |l Dbecause we got
Another commented that additional support had been essential, 6 ot her wi se | 6d be s
by n don&ver 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 quest
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 i if there was any effect of feedback on subsequent opt-
out rates i it might disproportionately affect those groups.

45.1 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 i such as wheelchair users i are excluded from

measurement, the |l ack of i nf or mameamthataherout chi | d
chil dr en, who should be excluded on medical gr ou
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

optout rate in the current year6s programme was a
parentsd®é evenings in the autumn term to provide
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

T in her experience i 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 maAindfatcMissPhe Brse@seaecHdoadt 6t el | n
friendso .

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 pupils®".

% 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 NCMPreportl 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 i and the impact
on schools 1 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 o
anxiety.

4.6

r.,

and

Calls from parents

per haps

mo

re

i mportantly,

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 i 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 hamed
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

t he

under

18s

coor di

interviewees reported that this differentiated approach worked well.

nator

of t he

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
gualified, and hence could not answer guestions such as whether an existing medical

condi ti

on

coul d

a f faaather araa, theradnindstéator wha handgledrcalls

would refer any queries that she could not deal with herself to the school nursing team, and
she made the following observation:

o1
mor e
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pass

not

they veantede d .
them on.

agree with the letter, if | could pacify them, then | dealt with it myself.

46.1 The volume of calls

Table 4.1 shows the volume of calls received by workers in each PCT, at the time of our
evaluation interviews™,

Table 4.1: Parental calls received, by PCT

Number of calls Total letters Calls as per

sent 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%

* |t 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.

% 1n 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 i is

it a missed opportunity? | 6d havighatmuch pr ef «
theydd thought about it enohuagth tthoe yd og os odneeut ghhi o
a moan, and then itdés forgotten, nothing chal

Similar views were expressed by other respondents in the other PCTs. For example,
another (PCT 2)said6l am more concerned about hdw to reac
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.

46.2 Parentsd 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

todate6t hree call s wer e pwyo e ?Thédother sewen eallefsHadweerd a r e
sent details of the Trustodos YW8 programme (equi Vv
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, sayingé We canét keep insulting peopMae thatod
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:

Therebébs a feeling [among parents] of failure,
right thing.

Il tds very personal i nf or mackin@awmery impersonal e mot i on
way.

Several respondents suggested that the use of categorical divisions to define overweight

was a source of complaints. In all PCTs 1 and in line with the comments of some parents

participating in this evaluation (see Chapter Three) i 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 istfhel obaswrtveamtihmtcléi nic, .1 6d be
Parentsd comments recorded by the staff taking c

My HV (or GP) doesndét think he is overweight.
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Children being weighed in Januaryi i t 6s a r i di cruWeall putwieighne of ye
on over Christmas.

41 bs is nothing, whatos the point of this.

In PCT 4, the parent of a Reception class child who was 5Ibs 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 1 like on the Jerry
Springer Show.

4.6.3 Dealing with calls

Vi ews were mixed on the usefulness of the DH O6cr
One respondent said she found it helpful becauseit 6 k eeps you on track when
chewi ng vy o Othersesawrit aafuseful 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 commentedthat,6i t 6 s a guiidiet, dnooets nad tosadlateirapfiowing s e | f

C 0 nv er slaa dginlan veid, another said:

it comes across as very staged and | candt w
able to tell . ... I f you come across as stagf¢
be é@mabH, i f you know what | mean, not a cond

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 |l et them rant, and just O0mmi
say 61 6m sorry you feéelhnithies ,6 wthabthel cWhaemn ftyhe
measurement was done in this way, in private, by school nurses. That parents had
the chance to opt out. | 611 explain we have
clarify. Theyodivreo ad nl e éascbcaecpkt eadg atihna.t o6
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I |l earned to | et the parent | ead the co
with a set speech. Let them |l et off st
encouraging them to talk about iimportardto d
reassure them that itds anonymous and t

Sometimes that takes the heat out of it T 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. | would have been very resistant to

having my name on | etters if there was
telling someone their child is at ri dk,
have a signpostingmechani sm at | east. Parents wil
do?06. Weodre offering sonidatthisn g owiitth vreq
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:

Be
we

Table 4.2

our i sndt jiufsve all bebhavad accokdimgtavdurekdowledge
e

havi
6d b very different.

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
O0We see that agsfoealhwnigmpont @amppen, you
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 i two nights a week for 12 weeks i and described the cost of running the
programme as 6 p h e n o mieounr aflthé 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.
YWS8 provides weekly sessions over 12 weeks during the school term, and targets 8-13
year olds and their parents. As with ot
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 theletter 6 k i ¢ k e d t h e ninadditibngasa c t
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 MEND* (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 thoughtthat6 peopl e woul d be chomping at t
theydre not. T he c¢ hdmtpePCh theabesity lead notad that théeyv e . 0

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, 6htat 6 s not much after 1700 1| e

In considering these comments about the extent of impact, it is important to bear in mind a
note of caution sounded by one interviewee®. 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. lIronically, 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.

¥The MEND acronymngt aEdkerfcorsed Nutr it i-lased Dadel oft ! 6 . I
targeted intervention for families of overweight children. See http://www.mendprogramme.org/
% Unidentified to protect confidentiality.
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5 Findings: the school perspective
51 The school 6s 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

di sruption to school busi nesls.v &€roynmead ys6 ,i n@rd atd ed
6t he nurse just came in and did ité. Measur ement
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 sentaletterbased on t he DH templ ate with the
out &. This meant t h a+outstohrecepton elesschildrénd mdeéde wer op't
several interviewees expressed surprise that parents of reception class children might be

able to do this.

6 [weighing and measuring of reception class children] is done as part of the health
checkit hey dondédt get the chance to opt out 6.

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 i between two and eight per school. Where
reasons were known, it was thought to be because of fears that the children would be

|l abell ed overweighitt 63 ntloeéa heme wotrlles phadgr &dmme i s
optout6 ( Heal t hy School coordinator). Howewdr t his
teacher beltewasgatfeabup of girls who got togeth
todoitd, despite not having particular weight i ssue

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. I't was suggested that this
of fé6 in the |l etter had been allayed, and they hae
anywhered. This expdrtentbhehbP@&derprevvabes feedb

43



simply gave height and weight measurements for the child, and was less explicit than the DH

templ ate about the risks to childrends health

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

tohavegotintouchwi t h their childbés school after receivi

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
cross, and had O6shrugged their shoulders and

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
ol dé) t hat ahtgrowthepbblesns. Jhe interivieavee 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

e x pl ai nthislwas ahhealth isSue being done by the PCT and this was stressed in the
consent | etter, so it wasndt appropriate f

54 S c h o o pisiégn obthe NCMP

School staff appeared to be in favour of the programme, or at least not be against it. The
overr i ding i mpression was that it was 0 ust
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
descri bed her alléndavaurefhisitiee NCMP$ beidg done, because they know
that something needs to be done about children who are seriously overweight i as long as
they dondét hagealhwoutdoi tatyt hin

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 t o ke sgthatparentscolildseentwashe PCT st and
independent and the school was not part of i ,ttodgive 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 i
evening had in the past spoken individually to parents whose children were obviously
over weight, but this had not been successful, an

focused on whole class or whole school activities, such as the content of school meals and
packed lunches, and teaching about healthy eating.

55 School sé suggestions for i mprovement

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:

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

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

1 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;

9 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 ffegdirerg kBapaklsd ati sticsd

1 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

I n this final chapter we summarise the studyds n
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 c¢ hi.lTheowralldisdingwas of ehgenerally gbsitivee i g h t
response to the NCMP and the principle of routine feedback. We review the findings from

each of the three perspectives i parents, PCTs and schools i before focusing specifically on

the feedback|l et t er , p ar e n tffecling changg and waetica sughyeseons 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 wer epa@rdsofchidrent he r i ght
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

6har s ho | thenegtar @ gaeent®df 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 thesewer e unt ypi cal o$tofpeglbiackas s6 r ea
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 1 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 somet h at -hdi htatri dnagedmay ke negassary 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 * 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 risk®®. Moreover,
Abraham, Norman and Conner ¥’ observed that threat perception in itself is not closely
associated with action 7 particularly if the threat seems distant i 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,
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). Itis

guestionable 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 childobs weodongbparentsdf at us . A
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

chil ddébs healthy weight, yAs an additionat factor, ewidethae | i t t | e O
suggests that parents need to have reached the appropriate stage in acknowledging or

% Jones, A., Hyland, R., Parkinson, K., and Adamson, A. (2008) Exploring parental attitudes to
childhood overweight and obesity and strategies for prevention in the Gateshead Millennium Study.
Proceedings of the Nutrition Society, 67 (OCES8), E302

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

3" Abraham, C., Norman, P., and Conner, M. (2000) Towards a psychology of health-related
behaviour change. In P. Norman, C. Abraham, and M. Conner (Eds). Understanding and Changing
Health Behaviour. From Health Beliefs to Self-Regulation. London: Harwood.
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believing that their childdéds weight is a health
overweight, before they are ready to make changes .

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 i both parents and PCT staff
T 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 girls®.
Neumark-Sztainer and colleagues®® found that parents of overweight teenagers who
accurately perceived their child to be overweight were more likely than those who were
unawar e of t hei rustedndcolrah®the yourg pgrsom 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.

62 Parentsd response to the | etter

Parents whose children were overweight, especi al
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

overweight*, particularly parents of children under the age of eight and parents with a lower

level of education***®**. Providing parents with feedback on BMI percentile-for-age-and-

gender,and identifying their childés weight <cl assi f
prevention policies, appeared to increase the accuracy of parental perceptions according to

recent American study evaluating a weighing and measuring programme in Arkansas™.

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 accuracyofpar ent s 6
perceptions of their childds weight.

* Rhee, K.E., De Lago, C.W., Arscott-Mills, T., Mehta, S.D., and Davis, R.K. (2005) Factors

associated with parental readiness to make changes for overweight children. Pediatrics, 1, 116, 94-

101.

¥ Hill,AJ. (2007) The devel opment of childrenosJaffaaadBe and wei gl
McDermott (Eds) Eating Disorders in Children and Adolescents. Cambridge: Cambridge University

Press.

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.

*! Eckstein KC, Mikhail LM, Ariza AJ, Thomson JS, Millard SC, Binns HJ, et al. (2006) Parentsbo
perceptions of their Pedmtfridsdld ), 68290ght and healt h.

*2 carnell S, Edwards C, Croker H, Boniface D, Wardle J. (2005) Parental perceptions of overweight

in 3-5 y olds, International Journal of Obesity, 29, 353i 355

“3 Etelson D, Brand DA, Patrick PA, Shirali A. (2003) Childhood obesity: do parents recognize this

health risk? Obesity Research , 11, 13621 1368

** Maynard LM, Galuska DA, Blanck HM, Serdula MK. (2003) Maternal perceptions of weight status of

children. Pediatrics, 111, 122671 1231

> West, D.S., Raczynski, J. M., Phillips, M.M., Bursac, Z., Heath Gauss, C. and Montgomery, B.E.

(2008) Parental Recognition of Overweight in School-age Children, Journal of Obesity, 16, 630-636
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6.2.1 Pro-active follow up

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 i 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
resul t s .tThis sfrategywouldi hovdever, 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 US*' reported that parents preferred receiving

i nformation about t heir cschobldidaslettdr fiothyhe salaosls | nd e x
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 inthe currentst udy, one had been giving
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:

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

9 putting a return address on the feedback letter envelope;

f providing fecdtba&dc kand dbpdnt ees regarding the
and measuring and including health promotional material such as the Change4Life

pamphlet;
i starting the measurement programme as early in the school year as possible;
1T PCT attendance at school parentsod evenings t

9 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.

“®*Oude Luttikhuis H, Baur L, Jansen H, Shrewsbury VA,
(2009) Interventions for treating obesity in children. Cochrane Database of Systematic Reviews 2009,

Issue 1.

*" Murphy, M. and Polivka, B. (2007)Par ent al Perceptions of the School sbd
Childhood Obesity. Journal of School Nursing, 23(1):40-46
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Appendix 1: Template for feedback letter

«PCTNamen»
«Address_Line1»
«Address_Line2»
«Address_Line3»
«Address_Lined»
«Address_Line5»
«PCT_Postcode»

Telephone: «PCT_Telephone»
Email Address: «PCTEmail»
Private and confidential
Parent / Carer of «Child_Firstname» «Child_Surname»
«Child_Address1»
«Child_Address2»
«Child_Address3»
«Child_Address4»
«Child_Postcode»
10 December 2008
Dear Parent/Carer,

Your opportunity to take positive action:
National Child Measurement Programme results for «Child_Firstname»
«Child_Surname»

We recently measured your child's height and weight at school as part of the National Child
Measurement Programme. A letter about this was sent to you before the measurements
were done.

This national programme helps monitor children's health and well-being and aims to make
parents aware of any potential problems with their child’s weight so that they can seek help if
needed. The information we collect is held by your local NHS and treated confidentially. It
has not been shared with school staff or other children.

Here are the results for your child at the time of measuring:

Date measured Date of Birth Height Weight Percentile for BMI
(body mass index)
«DateofMeasurement»  «DateofBirth» «Height2» «\Weight2» «BMIPercentile2»
«Height3» «Weight3»

These results suggest that your child is «ChildDescription» for their age and sex. For your
child at their age and height, the healthy range is «M2ndkgs» - «M91stkgs» kg («M2ndva
«M91stvalue»)

«Childsummary1»

«Childsummary2» «PCT_Telephone» and ask to speak to «PCTLeadContact» for further
advice and information.

The back of this letter shows you how we work out these results and gives you more
information on what it means for children’s future health.

Thank you,
«PCTLeadContact» («PCTLeadContactTitle»)
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