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ABSTRACT

Introduction

A child’s growth pattern is a fundamental indicator of physical health and emotional
wellbeing and yet, despite professional recommendations, there is currently no
system in England that routinely monitors children’s growth from birth through to
adolescence. Parents are unable to recognise growth concerns in their own children
and the increasing rate of childhood obesity in England has shifted the norm so that
visual comparison between children is ever less valid. The societal stigma that
surrounds overweight in childhood has created a reluctance to raise visible growth

concerns with parents.

Aim
To measure the acceptability and feasibility of a parent funded, primary school
based, child growth programme in England and to assess whether such a

programme could have long term sustainability.

Method

A mixed methods approach was adopted incorporating an electronic questionnaire
completed by parents (study 1. n=110) whose children were linked with primary
schools (n=62) with both higher free school meal (FSM) eligibility (n=22) and lower
FSM eligibility (n=40). Furthermore, semi-structured interviews were conducted
with primary school leadership of varying degrees of seniority (study 2. n=6). Both

studies took place in Greater Manchester.
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Results

The findings from study 1. showed that that child growth monitoring in Early Years
is perceived positively by parents. However, this positivity diminishes as children
progress beyond primary school age, and as parents have experience of the
National Child Measurement Programme (NCMP). Study 1. also showed that
parents consider primary schools to be an appropriate setting for child
measurement and that they appreciate the benefits of annual growth monitoring.
The findings show the need for clear communication surrounding the relevance of
growth information and the importance of acceptable feedback methods. Study 1.
also found that parents value child measurement and growth feedback and are
open to the idea of paying an affordable fee, with the preferred amount being

£5.00 per year, irrespective of relative deprivation level.

The findings from study 2. showed that school leadership also consider primary
schools to be appropriate settings in which to measure children. The study found
that school leaders place importance on communicating the benefits of child
growth information effectively and on ensuring that feedback is presented in such a
way as not to cause a negative response. Whilst school leaders are amenable to
facilitating a parent funded programme, they expressed reservations regarding

levels of parent engagement and regarding fee collection.

Conclusion
This research offers a new perspective on monitoring child growth trajectories. It

shows that parents place a personal financial value on receiving growth information
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and that a sustainable parent funded, primary school-based child growth
programme is feasible. The research also highlights the crucial role political support
plays in programme sustainability, alongside parent and school leadership support

and engagement.

Recommendations for practice include exploring and testing models to further
ascertain concept feasibility. Recommendations for research include using the
existing primary school based NCMP to test and evaluate novel parent feedback
methods, including the integration of explanatory visual diagrams that offer a

reduced reliance on language and that foster positive parental response.
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1 CHAPTER ONE

INTRODUCTION

1.1 Overview

In England, there is no single system of recording individual children’s growth
routinely over time, and yet a child’s growth pattern is a fundamental indicator of
health and wellbeing (Royal College of Paediatrics and Child Health (RCPCH), 2019).
Fluctuations in a child’s growth pattern can indicate underlying physical illness or
psychological distress (Smith, 2007; RCPCH, 2019; NHS Hampshire Child and

Adolescent Mental Health Service, 2021).

The importance of monitoring child growth is not restricted to identifying illness or
distress at the point it has occurred. Child growth programmes help to identify and
stratify the future risk of weight related illness (Nihiser et al., 2007), enable risk
management and support financial planning within the health system (Nihiser et al.,
2007). Weight related iliness reportedly cost the National Health Service (NHS)
£6.1bn in 2014/15 with the economic costs estimated at £27 billion for the same
period (Public Health England, 2017). Additionally, weight related illness results in a
financial impact being felt across the wider health system including general practice
(Walker et al., 2007) and public health budgets within local authorities (House of

Commons, 2015).

Child growth monitoring is important at a population level in order to monitor the
nation’s health and to design government response (Department of Health, 2008).

It is important to monitor at an individual level because parents have significant
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influence on their children’s health (Gray et al., 2018). Essentially a two-step
process, child growth monitoring consists of performing weight and height
measurements, followed by data analysis (in the case of population level
monitoring) or individual parent feedback. Both elements have complex
implications in terms of resourcing, interpretation and state verses individual
responsibility. Historically, school aged children were measured for population
statistical purposes and in order to create child growth reference charts (Cole et al.,
1995). However, in more recent years, some parents have received feedback on
their child’s growth measurements as part of the National Child Measurement

Programme (NCMP) (Department of Health and Social Care, 2022).

Population data confirms that children in England have increasingly high Body Mass
Index (BMI) values, that childhood obesity levels continue to rise and that the norm
has shifted (NHS Digital, 2021). It is crucial to feedback results to parents because
they are unable to recognise important changes to their children’s growth (Falconer
et al., 2014) and are not able to make accurate assessments when comparing their

children’s growth to that of others.

Parents have significant influence on their children’s health and yet behaviour
change theory confirms that awareness is key to being motivated to change family
lifestyle habits (Prochaska and DiClemente, 1983). Effective feedback is
commonplace in multiple settings including education, business and healthcare
(Ivers et al., 2014), but there is a heightened sensitivity and feeling of parental

judgement that surrounds child growth feedback (Dam et al., 2019). Feedback that
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causes offence rather than motivates behaviour change is counterproductive and,
in any event, difficult to deliver (Walker et al., 2007) while feedback that motivates
action and encourages parents to seek professional support presents capacity
challenges to the NHS and to the wider health service (Department of Health,

2008).

Through statutory programmes, parents in England are able to monitor their
children’s growth from birth to 2 years supported by health visitors as part of the
Healthy Child Programme (HCP) (Public Health England, 2021) and through the
primary school based NCMP (Public Health England, 2020) at 4-5 years and at 10-11
years. Annual child growth monitoring from birth to adolescence, noted on one

single record, is recommended by the RCPCH (RCPCH, 2017).

A pioneering annual child growth monitoring programme, Children’s Health and
Monitoring Programme (CHAMP), was awarded public funding to offer growth
feedback to all parents of primary aged children in Manchester from 2012 to 2018
(Dam et al., 2019). Despite positive outcomes in terms of child growth trajectories,
and national acknowledgement, the programme was not sustainable beyond the
initial funded period due to lack of on-going public funded resource (Dam et al.,

2019).

1.2 Research aim
Given the importance of growth monitoring during childhood, the aim of this

research is to measure the acceptability and feasibility of a parent funded, primary
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school based, child growth programme, in order to assess whether such a

programme could have long term sustainability in England.

1.3 Research objectives

1. To assess parents’ perception of visual growth graph information in relation
to standard Early Year’s growth graphs used in England.

2. To assess whether parents consider primary schools to be appropriate
environments in which to measure children’s growth.

3. To assess the acceptability of parents choosing to pay an affordable fee in
exchange for child measurement and parent feedback information.

4. To discover parents’ perception of an affordable fee for a child growth
programme.

5. To collect views of school leadership regarding the feasibility of a parent
funded, primary school-based child growth programme.

6. To determine whether a parent funded, primary school based, child growth

programme could be sustainable over the long term.

1.4 Current child growth monitoring programmes in England

Child growth is measured by health professionals in units of kilogrammes (kg;
weight), centimetres (cm; height) and kilogrammes per metre? (kg/m?; BMI).
Additional measurements, such as head circumference and ulna length, may be
taken in clinical settings (Smith, 2007) and in order to monitor specific growth rates

of children (Whitfield, 2017). Measurements are plotted on age and gender specific
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charts and compared to population standards so that growth related issues can be

identified (RCPCH, no date).

Children are routinely weighed and measured at birth and at two weeks of age,
with measurements plotted onto paper-based, parent held growth charts within
the Personal Child Health Record (PCHR) and as part of the HCP (Department of
Health, 2009; NHS, 2020). The NHS website advice is clear that weight gain is an
indication that babies are healthy and that they are well nourished (NHS, 2020).
Parents can further request for their child to be measured by a health visitor up
until the age of 2 years, at which point the child’s body mass index (BMI) may be

calculated and plotted onto a BMI chart (NHS, 2020).

Children are next routinely measured, their BMI calculated and plotted, at age 4-5
years and again at age 10-11 years as part of the NCMP. Introduced in 2006, the
NCMP is a primary school based opt-out programme, which means that parental
consent is assumed unless parents stipulate otherwise. The NCMP participation rate
is consistently high and was recorded at 95% in 2018/19 (NHS Digital, 2019). In
2008 the NCMP recommended that local authorities offer individual child growth
feedback to parents (Public Health England, 2020). Parents are unlikely to correctly
identify overweight in their own children (Doolen et al., 2009) and therefore NCMP
feedback is considered to be important in order that parents can seek further

information regarding weight related concerns (Falconer et al., 2014).
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1.5 Annual growth measurements and parent feedback: expert recommendations
Within the State of Child Health report of 2017, the RCPCH recommended that the
HCP and the NCMP should be expanded to include multiple measurements from
birth to adolescence (RCPCH, 2017). In 2019 the RCPCH reiterated that routine
serial measurements taken annually were useful in monitoring a child’s growth
pattern, and that all measurements should be combined onto one electronic PCHR
to ensure that a coherent record is available to relevant health professionals
(RCPCH, 2019). This would enable health professionals primarily, but parents also,
to see a retrospective pattern of growth, to assess a child’s current growth status

and to predict future health and wellbeing implications.

1.6 Children’s Health and Monitoring Programme (CHAMP)

CHAMP was an NHS led, Manchester based, large-scale initiative that linked annual
measurements taken during the primary school day with web-based parental
feedback (Dam et al., 2019). The premise of CHAMP was to ascertain the impact on
children’s growth trajectories of on-line parental feedback over time. The study
showed that parents were receptive to annual child measurement and web-based
growth feedback. Importantly it showed that having an awareness of how their
children were growing appeared to have a positive impact on healthy growth
trajectories (Dam et al., 2019), which suggests that parents are able to reduce
future weight related health risk. Despite the reported impact, CHAMP was

discontinued after six years due to a lack of recurrent public funding.
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1.7 Sustainable child growth programme

Given the significance of child growth information, and the empowerment to
parents that it offers, it is vital to consider how a system can be developed and
moreover sustained over the long term. In the absence of a centrally funded annual
child growth programme, dedicated to providing parents with annual child growth
information in England, this research sets out to explore an alternative funding
model and will specifically ask parents if they would be willing to fund such a
programme. The research will assess the likelihood of parents choosing to pay a fee
in exchange for child measurement and parent feedback information, something
which to the author’s knowledge has never before been asked of parents. It will
also discover parent perceptions of an affordable annual fee and subsequently the
financial value placed by parents on this information. Given that such a programme
would take place in primary schools, the current study will ask school leadership
their views regarding feasibility and whether, as gate-keepers, they would be

amenable to facilitating a child growth programme.
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2 CHAPTERTWO

LITERATURE REVIEW

2.1 Overview

This chapter will explore literature and current views that surround the research
objectives. It will begin by considering the HCP (Public Health England, 2021) and
parents’ perceptions of the child growth feedback that health visitors impart to
them. It will then explore the introduction of the primary school based NCMP
(Public Health England, 2020) as a childhood obesity surveillance mechanism, its
subsequent evolution and its alignment with successive government’s childhood

obesity targets.

This chapter will consider the rationale behind using BMI to measure child growth
and parents’ views of BMI as an appropriate measure, specifically given the NCMP’s
evolution from a surveillance exercise to a parent feedback programme. With
regards to the setting of the NCMP, this chapter will look at measuring children
during the primary school day and consider the impact on parents, on children and

on school leadership.

There is a societal stigma that is associated with child growth, and weight in
particular (O’Donnell et al., 2017), and this chapter will consider the sensitivity that
surrounds both the measurement process and parent feedback information. This
chapter will look how child growth information is imparted to parents and how it is
received. CHAMP will then be described as a precedent to a parent funded annual

child growth monitoring concept.
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Furthermore, the chapter will consider the impact of national government policy
and the cost implications of a long-term child growth programme to the public
funded health system. It will examine the propensity of parents for paying for
health appointments and education services, given the setting of the NCMP, over
and above those services which are provided for by central funding. The purpose of
this exploration is to garner a view on the likelihood of parents finding a parent

funded child growth programme acceptable.

Finally, this chapter will explore and outline the strengths and weaknesses of
sustainability theory in the context of public health programmes in the UK. The
theory will be considered in the context of the programme, CHAMP in order to
understand how this particular programme approach could be adapted to become

a long-term sustainable funded model.

2.2 Parents’ perception of Early Years growth monitoring

Childhood obesity prevention strategies highlight the benefits of engaging with
families pre-birth in order to provide education and information on appropriate
feeding practices (Public Health England, 2021). Growth patterns recorded early in
childhood, specifically before the age of 6 years, can help to predict future weight

related health risk (Robinson et al., 2019).

The HCP allows for regular growth monitoring of infants from birth to around 2
years of age (dependent on local commissioning arrangements) by health visiting

teams. A leaflet from Hertfordshire NHS Trust, scheduling growth measurements,
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recommends that infants are weighed 12 times between birth and 2.5 years of age,
with four of the measurements listed as ‘self-weigh' (Hertfordshire Community NHS
Trust, no date). The leaflet includes an image of a detailed growth graph, an
explanation as to how to interpret growth results and how to self-record
measurements in the Personal Child Health Record (Hertfordshire Community NHS
Trust, no date) although it is not clear from the leaflet the rationale behind parent
led measuring and recording child growth as opposed to health visitor

appointments.

Research has shown that parents are familiar with the use of growth graphs in
order to monitor infants’ growth (Sullivan et al., 2011). However, a review by
Mansoor and Hale (2021) found that despite this familiarity, the charts’ meaning
was not fully understood by parents (Mansoor and Hale, 2021). Parents were found
to prefer their children to follow centiles than not, with higher centiles more
favoured than lower centiles, and to consider heavier infants healthier than lighter
infants (Laraway et al., 2010; Sullivan et al., 2011). Mansoor and Hale (2021) found
that, although parents valued growth graph information, they interpreted it in the
context of a wider picture, including physical activity and ethnicity (Mansoor and

Hale, 2021).

2.3 Introduction of the NCMP
The NCMP was introduced as a statutory surveillance programme to establish the
extent of childhood obesity in England. The Government mandated local authorities

to facilitate the measurement of all Reception (aged 4-5 years) and Year 6 (aged 10-
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11 years) children in state funded primary schools in England. The NCMP data at
aged 10-11 years of age forms the outcome measure of childhood obesity reduction
targets, originally set out in two government policy documents; ‘Choosing Health:
Making healthy choices easier’ (Department of Health, 2004) and ‘Healthy Weight,
Healthy Lives: A cross government strategy for England’ (Department of Health,

2008).

The NCMP participation rate increased from 80% in 2006/2007 to 95% in 2018/19
(NHS Digital, 2019). The programme has continued every year since, with all eligible
children being measured and their BMI value subsequently plotted onto an age and
gender appropriate growth chart. The exception was 2020/21 when the NCMP was
suspended due to the Covid 19 pandemic The NCMP stratifies and classifies growth
status as ‘underweight’, ‘healthy weight’, ‘overweight’ or ‘very overweight’ with

population-level results published by the Government annually.

The NCMP consistently reports that the percentage of children at age 10-11 years
whose BMI plots in the high-risk categories is increasing. In 2006/07 the percentage
of children classified as above the healthy BMI range was 31.6% (Department of

Health, 2008) and by 2020/21 it had risen to 40.9% (NHS Digital, 2021).

Successive governments have set ambitious targets to reduce childhood obesity. In
2008, the Government set a target to reduce the level of childhood obesity by 2020
to that recorded in 2000 (Department of Health, 2008). By 2011 this target had

been revised to a downward trend in childhood obesity (Department of Health,
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2011). Neither of these targets were met, with levels of childhood obesity
continuing to rise. Most recently, the Government declared a new national target;
childhood obesity levels to be halved by 2030 (HM Government, 2018). Although
not expressly stated, it can be assumed that the target relates to 2017/18 NCMP
results (National Audit Office, 2020). This latest target would see obesity rates

reduce to less than those recorded in 2000 (National Audit Office, 2020).

2.4 Relevance of Body Mass Index (BMI) in the context of child growth

BMlI is a ratio of weight to height and is calculated by dividing weight in
kilogrammes by height in metres. The target BMI for UK adults, over the age of 18
years and irrespective of gender, is between 18.5kg/m2 and 24.9 kg/m2 (NHS,
2019). Adults with a BMI consistently within the target, or ‘healthy’, range have a
relatively low risk of weight related health conditions occurring. Children’s BMlI is
calculated in the same way however the results must be interpreted using age and
gender specific BMI charts (RCPCH, no date). A child’s target BMI will typically be at
its lowest around the age of 5 years and will gradually increase to adult BMI

parameters over time (Appendix 12.).

A BMI that plots above the target range in childhood is likely to lead to a BMI above
25 kg/m2 in adulthood (Simmonds et al., 2016) which in turn is associated with an
elevated risk of developing cardiovascular disease, type 2 diabetes and cancer (Guh
et al.; 2009, Khanna et al. 2022). The longer a person has a high BMI (above target
range) the greater the number of healthy years likely to be lost due to diabetes and

cardiovascular disease (Grover et al., 2014). A review by Khanna et al. (2022)
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reveals positive correlations between high childhood BMI and poor mental health,
in extreme cases leading to suicidal behaviour. Sub-optimal health and wellbeing
amongst children and adults places a significant emotional and financial burden on

individuals, families and on communities (Guh et al., 2009).

2.5 Evolution of the NCMP: parent feedback

The NCMP has evolved over time from a surveillance programme to one which
informs parents of their children’s results. In 2008 the government recommended,
although did not mandate, that local authorities offer individual child growth
feedback to parents (Public Health England, 2020). Local authorities who elect to
offer parents feedback do so in written letter form, stating the child’s weight,
height and growth classification (Department of Health and Social Care, 2022).
Parents are unlikely to correctly identify overweight in their own children (Doolen
et al., 2009) and so NCMP feedback is considered to be important in order that
parents are better able to recognise overweight in their children and subsequently
seek advice and support (Falconer et al., 2014). However, an Expert Advisory Group
expressed caution in feeding back results to children and parents, given that there
was a lack of effective interventions available thereafter (Department of Health, no
date) and deduced that the potential harm caused by a weight related conversation
could outweigh any benefit gained given the lack of interventions, a stance that has
been repeated relatively recently (Department of Health, no date; Public Health

England, 2021).
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This research sought to ask parents their perception of primary schools as an
appropriate setting in which to measure children. However, it is likely that many
parents will be familiar, or may have experienced the NCMP and therefore align
their answer with their view of this longstanding programme. Therefore, the
research will also compare and contrast parents’ experiences of the NCMP with
their view on primary school as an appropriate measuring environment, in order to
understand the underlying impact of the NCMP on the acceptability of a parent

funded programme.

2.6 Expert concerns around the NCMP measuring procedure

The standard procedure for measuring children in schools was set out by an Expert
Advisory Group on behalf of the Department of Health (Department of Health, no
date) based on research findings (Muttock and Butcher, 2005). The NCMP ensures
that children are measured by trained personnel who record weight silently using a
display unit separate to stand-on scales, and who measure height using portable
height measures (Department of Health, 2007). No conversations regarding weight
measurements or classifications are held between children and measuring
personnel (Department of Health, 2007). No written records or results are given to
children in order to minimise the risk of result comparison and subsequent bullying

(Department of Health, 2007).

Concerns around stigmatisation and bullying caused by measuring children were
raised by an Expert Advisory Committee prior to the commencement of the

programme (Department of Health, no date). The concerns were subsequently
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allayed by research commissioned by the Children’s Commissioners Office to
explore the views of children on being measured in primary school (Muttock and
Butcher, 2005). However, the Department of Health reported that Year 6 children
with obesity were less likely to be measured than children in other growth
classifications (Department of Health, 2009) and that a less than 100% participation
rate of the programme would to lead to a statistical underestimation of obesity
prevalence (Department of Health, 2009). This strongly suggests that there is a
reluctance of children with high weight to present themselves, or to be presented
by their parents, to be measured. The most recent NCMP operational guidance
advises that children have the option of refusing to be measured on the
measurement day and that parents may withdraw their children from the

programme if they so wish (Public Health England, 2021).

2.7 Appropriateness of measuring in the school setting

Despite expert concerns around stigmatisation and bullying caused by measuring
children (Department of Health, no date), the high participation rate of the NCMP
(NHS Digital, 2019) suggests that parents, children and primary school leadership

are comfortable with the concept of measuring children during the school day.

There are clear benefits to measuring children in school. Children can be measured
relatively quickly and without the need for them and their parents to attend an
appointment off-site. Parents tend to seek advice from school nurses regarding

their child’s growth (Viner et al., 2020, House of Commons, 2015) and school nurses
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are likely to have access to a child’s NCMP data which could be helpful if a growth-

related concern is raised by a parent (Public Health England, 2021).

As well as school nurses, parents tend also to seek advice from their General
Practitioner (GP) (House of Commons, 2015). However, O’Donnell et al. (2017)
found that GPs considered obesity to be best managed in schools rather than in
primary care settings. In any event, GPs would be unlikely to have access to NCMP
data (University of Birmingham, 2020) and so would need to measure children in
clinic. This can present as challenging for GPs (University of Birmingham, 2020) not
least because healthcare professionals find discussion around childhood obesity

sensitive and ineffective (Walker et al., 2007).

Despite offering the professional view that childhood obesity is best managed in
schools, Walker et al. (2007) found that primary care health professionals
considered obesity to be a personal or family responsibility. Given that healthcare
professionals have expressed a need for training around the interpretation of BMI
charts (University of Birmingham, 2020), it is likely that parents would also lack
knowledge and confidence in child growth assessment. Tracking a child’s growth at
home requires confidence and measuring equipment which many parents lack
(Trace, 2021). In order to be interpreted correctly, weight and height
measurements must be converted into units of BMI and then plotted onto an age
and gender appropriate chart. If a child is weighed and measured at home, a parent
may anxiously anticipate a weight related conversation with their child which they

would likely consider inappropriate (Dam et al., 2019).
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The primary school based NCMP provides child measurement in a setting that is
convenient for parents because it is a process that does not require a parent to be
present (Public Health England, 2020). The programme offers confidential parent
feedback thereby offering an opportunity for parents to consider seeking any
advice and support that they may deem necessary (Public Health England, 2020).
Importantly, there is a clear division between the measurement process and the
feedback element of the programme in terms of timing, environment and those
present. Children are measured by healthcare professionals with instructions not to
engage into conversation regarding the results or to allow children to overhear
each other’s weight measurements (Public Health England, 2020). Child growth
feedback is delivered confidentially to parents who subsequently have the
opportunity to consider the results and their implications without involving their

children (Public Health England, 2020).

Whilst the NCMP is a statutory requirement of local authorities, and while the
majority of schools now routinely take part in the NCMP, it is not obligatory that
individual school leadership allow their school to participate in the programme. To
the author’s knowledge there is limited research asking school leaders for their
views of child growth measurement in the school setting however it is reported that
school leadership were reticent about the introduction of the NCMP owing to
concerns around the impact on learning time and the confidentiality of child
measurements (Statham et al., 2011). Statham et al. (2011) also reported that
personal meetings between school leaders and public health leaders are important

in securing programme support.
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2.8 Weight stigmatisation

There is a deep and widespread stigma attached to weight, both in adulthood and
in childhood (Puhl and Heuer, 2010; Tomiyama et al., 2018). Weight stigma places
people with obesity at a disadvantage within society, above and beyond the
physical health risks to which they are more susceptible (Tomiyama et al., 2018).
Weight stigma further increases health risk by discouraging physical activity,
negatively affecting emotional wellbeing and by a pervasive discrimination within

the nation’s health system (Tomiyama et al., 2018).

The introduction of NCMP feedback in 2008 recognised the stigma attached to
weight and rather than recommend universal parent feedback, parents who
specifically requested their child’s results were sent their child’s weight and height
measurements, with no explanation or weight category stipulated (Department of
Health, 2007). However, this basic information presented a risk of parents using the
measurements to calculate BMI and to incorrectly interpret it against adult BMI
parameters. Guidance subsequently changed to recommend that all parents be
offered a ‘weight status’ based on their children’s measurements; underweight,
healthy weight, overweight or very overweight (Department of Health, 2011). The
terminology was strong and referred to a child’s result as ‘very overweight’,
‘clinically obese’ and at risk of long-term illness including ‘some kinds of cancer’
Department of Health, 2011:64). Two years later, the terminology was less forceful
and referred to ‘overweight’ (formerly ‘very overweight’) and children being at risk

of ‘ill-health’ (Public Health England, 2013:57).
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Although studies have shown that parents find NCMP feedback useful (Falconer et
al., 2014), parents have also reported to feel strong negative emotions as a result of
receiving NCMP feedback (Falconer et al., 2014; Dam et al., 2019). A review by
Ames et al. (2020) also found that parents experienced negative reactions when
receiving feedback and that additional literature sent to support and advise may be
disregarded or actively disposed of (Ames et al., 2020). The stigma attached to
weight impacts healthcare workers who lack confidence in their knowledge of child
growth and find conversations with parents around weight uncomfortable and

difficult to initiate (Bradbury et al., 2018; Thorstensson et al., 2018).

Parents regard privacy and confidentiality as being very important throughout the
measurement and feedback process so as to avoid stigmatisation (Ames et al.,
2020). Parents prefer child growth feedback to be sent by post rather than by
‘satchel’ post which risks being opened, read or thrown away by children (Ames et
al., 2020). The NCMP operational guidance (2021) acknowledges the sensitivity
around the topic of weight and, while parental feedback is explicitly recommended,
the guidance discourages weight related discussion between healthcare providers
and parents, and between parents and children, for fear of causing emotional

distress (Public Health England, 2021).

2.9 Description of CHAMP
Dam et al. (2019) describe a time limited funded programme whereby school
nurses measured all year groups of primary school children annually and CHAMP

subsequently offered individualised feedback to parents via a web-based portal.
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The CHAMP programme operated under NCMP operational guidelines and was
undertaken by NHS personnel (Dam et al., 2019). The study found that the growth
patterns of children whose parents registered with the on-line feedback portal
were more likely to follow a healthy trajectory, and less likely to progress into the
NCMP ‘overweight’ classification, than those of children whose parents were not

registered.

It is not clear from the research the nature of the visual feedback to parents;
however, given that it followed the NCMP guidance, it is likely that it consisted of
BMI graphs including centiles, similar to the UK90 graphs used in clinical settings,
because the same LMS growth data set from which the UK90 graphs originate is

referenced as part of the study (Dam et al., 2019).

The CHAMP programme was an initiative that positively impacted child growth
trajectories and aimed to prevent weight related illness in a geographical area with
a large and diverse population, high levels of deprivation and a particularly high

rate of childhood obesity (GMCA, 2018).

In 2019/20 the NCMP childhood obesity level, including severe obesity, was
recorded as 21.0% for England and as 22.8% for the North West of England (Office
for Health Improvement and Disparities, 2022). The level of childhood obesity,
including severe obesity, in England increased further to 25.5% and in the North
West of England it increased to 25.8%, according to NCMP data for 2020/21 (NHS

Digital, 2021). This represented the highest one-year rise in childhood obesity since

37



the NCMP began in 2006/07. However, it should be noted that the NCMP
measuring process for 2020/21 was severely disrupted due to the Covid-19

pandemic and a reduced number of children were measured (NHS Digital, 2021).

2.10 National policy and cost implications of NCMP parent feedback

The importance of child growth assessment by means of the NCMP has been
recognised by consecutive UK governments and, as a statutory requirement, public
funding is made available to undertake the measurement process. In contrast,
NCMP parent feedback is not centrally mandated (Public Health England, 2021),
with local authorities assuming commissioning responsibility for their local
approach (Statham et al., 2011). Therefore, depending on the stance of their local
authority, some parents will receive information on their child’s growth and

development following the NCMP, whilst others will not.

Whilst providing parents with feedback presents a financial pressure to local
authorities, the perceived financial impact on the health system is arguably greater.
There is a long-held view that routine parent feedback has significant cost
implications for health services in England, and has the potential to highlight service
provision inadequacy. A memorandum presented to the Government in 2008
evidenced an assumption that weight management services would be
overwhelmed by parents seeking support if they were to be informed that their
children were overweight (Department of Health, 2008). In 2015 the House of
Commons Health Committee heard evidence from a range of experts regarding

childhood obesity and who expressed a similar concern. While the Committee
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heard support for the NCMP measurement and feedback, as well as for expanding
the programme to younger and older cohorts of children, the lack of in-person
weight management service provision available to those identified as being
‘overweight’ or ‘very overweight’ was described as ‘the elephant in the room’

(House of Commons, 2015:42).

The scale of childhood obesity in England is such that meeting the potential
demand for weight management services would create significant financial
pressures within and across the health system. GPs are a first-line source of support
and treatment for children with weight related illness (Turner et al., 2012) and local
authorities have responsibility for commissioning services for families of children
identified through the NCMP as requiring weight related support. The NHS have a
specific responsibility for providing services for children whose level of weight-
related health risk (overweight and underweight) requires specialist and clinical
support (NHS England, no date). All providers of child growth-related services are
therefore susceptible to increased service demand as a result of an annual child
growth monitoring programme. The latest NCMP operational guidance discourages
programme providers from having any contact with parents in order to discuss
individual children’s results in the absence of available follow-up services (Public

Health England, 2021).

NCMP feedback is commonly offered in letter form. Written feedback is relatively
cost-effective and can incorporate support and advice relating to a child’s results

(House of Commons, 2015) thereby reducing the health system impact of parents
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seeking in-person support. However, concern has been expressed that written
feedback appeals only to motivated parents and could therefore serve to increase
health inequalities (House of Commons, 2015). By not offering parent feedback, the
health system is deemed to be protected and health inequalities not adversely

affected.

2.11 Increased parent spending in healthcare and in the education setting

A parent funded child growth programme is a novel concept spanning both
healthcare and education given the school setting. There are longstanding
screening programmes in England which are carried out during the school day;
children who attend state funded primary schools are eligible to receive vision
screening at age 4-5 years (Public Health England, 2019) and some children are
eligible for hearing screening at the same age (NHS, 2021). Although not technically
a screening programme, the current growth programme for primary aged children
in England, the NCMP, is also essentially ‘free’. Commissioned by local authorities,
the NHS commonly delivers the NCMP and is strongly associated with it. However,
children who attend independent schools are not eligible for routine health
screening, or the NCMP, and parents must proactively source NHS or private

alternatives.

Private health insurance is a growing sector in England with younger adults more
likely to opt for private healthcare than older generations, who tend to have a
stronger affiliation with the public funded NHS (Propper et al., 2001). Privately

funded healthcare appointments are appealing due to the choice of specialists,
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flexibility of appointment times and amenable facilities (Rodriguez and Stoyanova,
2004). The increased use of privately funded healthcare correlates with longer
waiting times for NHS treatment and the wider availability of private services (Biro

and Hellowell, 2016).

In the education setting there has been an increase in parent funded activities
including after-school clubs (King, 2021) and private tutoring (Bray, 2006).
Supplementing state funded learning with private funding is a convenient and
relatively low-cost way for parents to ensure that children reach their potential
within the education system (lreson, 2004). This increased engagement has been
driven by a number of factors including a competitive environment amongst

parents and by the social normalisation of private tutoring (Bray, 2006).

This research will assess the likelihood of parents choosing to pay an affordable fee
in exchange for child measurement and parent feedback information and will seek
to discover what parents’ perception of an affordable fee for an annual child
growth programme might be. Whilst a parent funded annual child growth
programme would mitigate the financial pressure of additional child measurement
and parent feedback on the public purse, it is not clear the extent to which it would
alleviate the previously highlighted demand risks to the health system. There is
uncertainty whether these perceived risks would translate into active political
opposition to a parent funded child growth programme and therefore impact on

programme delivery and sustainability.
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2.12 Defining programme sustainability

Shediac and Bone (1998) report that valuable resource is routinely directed towards
community-based health initiatives which are subsequently not sustained beyond
their initial funding phase. If a programme is sustainable, it is commonly thought to
be able to continue beyond initial, time limited, funding. However, in the context of
health initiatives, there is ambiguity associated with the term sustainability and this

affects the definition of a sustainable programme.

A review by Scheirer (2005) looked at multiple time-limited health initiatives
ranging from 18 months to 8 years and considered the complexity in determining
sustainability beyond the initial period. The author referenced degrees of, rather
than absolute, sustainability (Scheirer, 2005) suggesting that a programme’s
continuing format could differ to its original. Scheirer and Dearing added further
complexity by considering the impact of potential external factors on programme
conditions (Scheirer and Dearing, 2011). The authors reviewed interpretations of
programme sustainability across a variety of health fields and sought to develop a
standard framework that could be used to assess the likelihood of programme

sustainability (Scheirer and Dearing, 2011).

Shediac and Bone (1998) also acknowledge the lack of clarity and devised a
conceptual approach as a means of testing programme sustainability. According to
the authors, a programme is sustainable if it satisfies the following conditions: it

continues to be effective and is able to monitor its efficacy, it can be integrated into
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an organisation’s day to day business with no extra financial pressure and it can
utilise non-paid lay persons to support the programme (Shediac and Bone, 1998).
Walugembe et al. (2019) considered the impacts of not sustaining health initiatives
over the long-term and identified four key reasons why practitioners should seek
sustainability. Firstly, the value of positive ‘behaviour change’ programmes
increases the longer the programme runs and the longer behaviour change is
maintained. Secondly, emerging health outcomes may not become apparent during
a short-term programme. Thirdly Walugembe et al. (2019) highlight lost financial
investment and human expertise when a successful programme is not sustained
beyond an initial funded period. Finally, programme stakeholders may perceive
their commitment to be disregarded when it ends prematurely and this could

jeopardise participants’ involvement in future programmes.

Despite the adverse impacts of programmes not continuing beyond an initial
funded period, sustainability should not be considered an inherent objective
(Swerrissen and Crisp, 2004). Examples of application forms from both public and
private organisations suggest that funders do not necessarily request or prioritise
programme sustainability (Tesco Community Grants, no date; NHSX, 2021; Public
Health England, 2021; The Joseph Rowntree Charitable Trust, 2022). A programme
evaluation may offer inconclusive evidence or even show that sustainability is
neither viable nor warranted; Swerrissen and Crisp (2004) describe sustainability as
a ‘familiar catch-cry’ that is poorly defined and therefore misunderstood. The

authors suggest that critical reflection may be overshadowed by unfounded
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enthusiasm leading to misjudged decisions, and that health outcomes may carry on

irrespective of a programme continuing (Swerrissen and Crisp, 2004).

In 2013, Schell et al. presented a conceptual a framework to support public health
programmes plan for sustainability over time. The authors scored nine core
elements that contributed to sustainable public health programmes. Political
support was found to be the most important factor followed by organisational
capacity and funding stability. Political support was deemed important not least
because of the funding that it could access; organisational capacity referred to
adequate resources to carry out the programme. Therefore, the three highest
scored elements suggest that funding is fundamental to programme sustainability.
The other six elements were, in order of importance, partnerships, programme
evaluation, communications, programme adaptation, strategic planning and public

health impacts (Figure 2.1).

Political Support

Organisational Capacity

Funding Stability

High Partnerships
Importance
Low Programme Evaluation
Importance L
Communications
Programme
Adaptation
Strategic
Planning

s

Figure 2.1 The core elements of programme sustainability (adapted from Schell et

al., 2013)
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2.13 Political support: sustainability core element

Political support for a programme that served to inform parents of their children’s
measurements was high around the time of CHAMP (Dam et al. 2019). In the years
preceding the programme, between 2004 and 2011, there was a number of
government documents and policies supporting childhood obesity reduction in

England (Theis and White, 2021) as illustrated in Table 2.1.

However, changes in government led to a change in direction with the focus and
responsibility for childhood obesity shifting from individual growth feedback (under

the NHS) to population-based strategies (under local authorities).

In 2013 responsibility for obesity prevention transferred from the NHS to local
authorities (Department of Health, 2011). Two years later, in 2015, a House of
Commons committee heard a repeat of previous objections (Department of Health,
no date) with witnesses cautioning against written feedback in relation to increased
inequalities, increased demand for insufficient and ineffective weight management
services (House of Commons, 2015). The panel concluded that the measuring
element of the NCMP was important in terms of data information and should be
expanded (House of Commons, 2015) but omitted to reference the parental

feedback element of the programme (Table 2.1).
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Table 2.1 Government policies in England supporting childhood obesity reduction

2004-2020
Government Year Policy Document NCMP Commentary
Labour (1997- | 2004 ‘Choosing Health: Making | Introduction of NCMP measurement
2010) healthy choices easier’
2004 Health Committee: Recommendation of annual NCMP
‘Obesity: Third report of measurement
session 2003-04’ Recommendation of annual NCMP feedback
2006 NCMP measurement (2006-present)
2008 ‘Healthy Weight, Healthy | Introduction of NCMP feedback
Lives: A cross government
strategy for England’
2008 NCMP feedback (2008-present)
Conservative | 2011 ‘Healthy weight, healthy Promotion of NCMP measurement and
-Liberal lives: a cross government | NCMP feedback
Coalition strategy for England’
(2010-2015) 2013 CHAMP (2013-2018)
Conservative 2015 Health Committee: Recommendation of extended NCMP
(2015-present) ‘Childhood obesity-brave | measurement
and bold action’ Caution against NCMP feedback
2016 ‘Childhood Obesity: A Plan | No mention of NCMP measurement or
for Action’ NCMP feedback
2018 Health and Social Care Recommendation of extended NCMP
Committee: measurement
‘Oral evidence: childhood | No mention of NCMP feedback
obesity’
2018 ‘Childhood Obesity: A Plan | Continuation of NCMP measurement and
for Action Chapter 2’ NCMP feedback
2020 ‘Tackling obesity: No mention of NCMP measurement or

empowering adults and
children to live healthier
lives’

NCMP feedback
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Political support for individual parent feedback was waning by 2016 when a
Conservative government policy document was published entitled ‘Childhood
obesity: a plan for action’ (HM Government, 2016). The policy prioritised an
environmental approach to obesity reduction and included industry led food and
drink reformulation, food packaging/labelling review, promotion of increased
physical activity in schools and a centrally operated fiscal measure commonly
known as the ‘sugar tax’. The NCMP was not mentioned within the document.

In 2018, the Government published ‘Childhood Obesity: A Plan for Action Chapter 2’
and confirmed that childhood obesity reduction policy had shifted from
empowering individuals with tailored information to affecting population change
using environmental and legislative levers (HM Government, 2018). Although the
Government had previously recommended the wider uptake of CHAMP
(Department of Health and Social Care, 2019:12), the programme had ended a year
prior to the recommendation due to lack of resource (Dam et al., 2019). In 2020 the
Government published an obesity reduction policy paper and focused on food
industry related legislation again with no mention of the NCMP (Department of

Health and Social Care, 2020).

2.14 Organisational capacity and sustainability

Organisational capacity is often referred to in the context of health promotion
whereby lay persons, or community members, are trained to impart knowledge to
others and commonly refers to programmes in under developed countries where

resource is particularly scarce (Gruen et al., 2008; Yarber et al., 2015).
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Dam et al. report that the child growth programme was developed in 2012 by two
large organisations; Manchester University NHS Foundation Trust (the Trust) and
the University of Manchester. Although the roles of both organisations in the early
development of the programme are unclear, the timing of the research suggests
that there had been organisational capacity within the Trust to undertake this
preliminary work. This is reinforced by a senior executive of the Trust addressing
the Health and Social Care Committee (House of Commons Health and Social Care
Committee, 2018:6). In this instance, it seems that organisational priorities had
shifted in order to increase programme capacity, rather than incorporating lay

persons or community members.

The CHAMP programme was described as ‘cost neutral’ (House of Commons Health
and Social Care Committee, 2018:5) with initial set up costs resulting in CHAMP’s
ongoing costs being no more than the NCMP. Initial financial investment can
support organisational capacity and ongoing cost reduction (PwC, 2016). However,
in this case ‘cost neutral’ related to the measurement part of the programme and
not to the parent feedback. Sustainability of CHAMP required ongoing resource and

therefore was not cost neutral.

2.15 Funding and programme stability

NHS England spent an estimated £6.1billion in 2014/15 (HM Government, 2016) to
treat ill-health relating to obesity. In April 2013 the responsibility to drive obesity
prevention work transferred from the NHS to local authorities (HM Government,

2010, Department of Health Obesity Team, 2012).
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Despite the shift in responsibility, the NHS funded CHAMP through Health
Education England, a Department of Health sponsored organisation (Health
Education England, 2012) from 2015 until 2018. This funding was significant given
the economic downturn of 2008 which saw government health spending between
2009 and 2020 at the lowest ever recorded growth rate, and resulted in NHS Trusts

experiencing heavy financial pressures (Institute of Fiscal Studies, 2021).

Despite CHAMP’s close link with the NCMP the programme was not adopted by the
commissioning local authority. Dam et al. (2019) had interviewed public health
professionals within the local authority as part of the study and subsequently
reported unanimous backing for the surveillance element of the programme, and a
lack of support for the parental feedback element of CHAMP. An emergent theme

that has been repeated since the introduction of NCMP feedback in 2008.

2.16 Impact of partnership working

Schell et al. identified the importance of partnerships as one of nine key
components within a conceptual framework to aid programme sustainability (Schell
et al., 2013). Mayan and Daum (2016) reported that cooperative partnerships
between multiple invested stakeholders formed the basis of community health
projects. Dam et al. (2019) describe the CHAMP programme as being a
collaboration between two partners and one that included key stakeholders, school

leadership, parents and children.
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Improved health and equality within communities is one of multiple advantages of
bringing together a diverse group of partners (Estacio et al., 2017). Unlike formal
contractual agreements, effective partnerships are built on mutual respect, trust
and understanding, different views and opinions (Mayan and Daum, 2016; Estacio
et al., 2017). Within local settings, programme teams often bring together people
who have prior knowledge of each other, and this familiarity can be advantageous
in the team building process; creating a level of commitment to each other and to
the programme (Estacio et al., 2017). However, partnerships have the potential to

become unwieldy and a significant resource burden (Lasker et al., 2001).

Local public health teams are often considered the most appropriate leaders for
public health programmes (Estacio et al., 2017; Littlecott et al.,2017). Local
authorities hold financial accountability for public health programmes and have
access to local communities through a network of local government departments,
therefore giving programmes the popular hallmarks of a whole systems approach
(Bagnall et al., 2019). A whole systems approach is often referred to in the context
of a multi-agency response to complex health challenges and one which works on
the basis that all stakeholders integrate their actions, whilst simultaneously
considering the impact of their decisions on the reduction of health inequalities

(Stansfield et al., 2020).

2.17 Importance of programme evaluation
Programme evaluations serve to improve the quantity and quality of public health

programmes (Public Health England, 2018) and yet not all programmes warrant an
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evaluation. An evaluability assessment should consider both the purpose and the
practicalities of undertaking an evaluation, it should establish to what extent an
evaluation is feasible and how much resource allocation is warranted (Davies,
2013). Evaluation costs are programme specific and are subject to multiple
variables therefore resource will likely determine the extent and quality of an

evaluation (Ogilvie et al., 2011).

Evaluability assessment is explored by Ogilvie et al. (2011) who set out five areas of
investigation. The timing of an evaluation is important; will any results be reflective
of the intervention if undertaken in the short term and will interest be lost if
undertaken in the long term. Secondly, the impact on policy of an evaluation, and
whether this is even an objective of the evaluation (Ogilvie et al., 2011). Next, the
relevance, accessibility and alignment of an evaluation with appropriate decision-
makers followed by the size of the intervention impact on a large number of people
and what an evaluation would add to scientific evidence base (Ogilvie et al., 2011).
Finally, the authors note the importance of realistic timescales and sufficient

evaluation budgets (Ogilvie et al., 2011).

Within the topic area of weight management programmes, Mears et al. (2019)
found that commissioned programmes were rarely evaluated. According to Dam et
al. (2019) CHAMP fulfilled criteria as set out by Ogilvie et al. (2011). The early
findings of the CHAMP evaluation were presented to the Government thereby
demonstrating an interest in influencing policy making. At its inception, CHAMP had

aligned with the national policy of the time (Department of Health, 2011). CHAMP
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reported on a very high number of children demonstrating a small change in their
growth trajectory therefore having the potential for a large overall impact (Dam et
al., 2019). In terms of adding to current knowledge, Dam et al. (2019) report that a
literature search was undertaken and that no comparable programmes were found
with this indicating that a programme evaluation had the potential to increase both

knowledge and understanding in this field.

2.18 Programme communication

Defining programme communication as ‘the strategic dissemination of program
outcomes and activities with stakeholders, decision-makers, and the public’ (Schell
et al., 2013:7), Schell et al. found that communication was ranked sixth out of nine

core elements for programme sustainability.

According to Kreuter and Bernhardt (2009) both the communication and
implementation of research is failing due to the volume of research publications
and a lack of organised systems. Estabrooks et al. (2018) also discuss the disconnect
between public health research findings and implementation into practice. This
suggests that despite efforts to communicate findings, programme outcomes are
liable to get lost in the sheer volume of studies. The Cochrane reviews are deemed
credible sources of information serving to communicate research findings to health
professionals and policy makers with the Cochrane reports considered early
examples of synthesis of research, bringing together swathes of publications and

establishing best practice (Estabrooks et al., 2018).
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2.19 Programme adaptation

Programme adaptability is a core element of sustainability according to Schell et al.
(2013). Sustaining programme outcomes takes precedence over sustaining
programme delivery format with programmes that adapt having more likelihood of
discovering solutions to complex challenges than those bound by rigid programme
plans and target outcomes (Andrews et al., 2016). Agile programme plans can
consist of multiple paths which all lead to the same programme outcome (Bandali
et al., 2022) and is integral to sustaining and scaling up successful programmes

within complex health systems (Paina and Peters, 2012).

Dam et al. (2019) report that CHAMP broadly operated under NCMP guidelines and
that the programme was adapted to enable more children to be measured and to
provide parental feedback electronically. The authors offer no evidence of
programme adaptability beyond this and there is no suggestion of programme

scale-up.

2.20 Strategic planning

In the UK, public sector organisations are often transparent with their strategic
plans at national level and at local level. The NHS produces medium-term strategic
plans such as the ‘Five Year Forward View’ (Department of Health, 2014) and more
recently ‘Next Steps on the NHS Five Year Forward View’ (Department of Health,
2017). Both of which are high level plans, outlining organisational priorities,
financial arrangements, key deliverables and timescales with no implementation or

operational detail offered. At a regional level, and with similar timescales, Greater
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Manchester Combined Authority (GMCA) and the Association of Greater
Manchester Authorities (AGMA) published a regional strategic plan in 2013,
‘Stronger Together’ (GMCA and AGMA, 2013), followed by ‘Our People, Our Place’

(GMCA, 20138) five years later.

Strategic planning is the organising of activities and investments with the goal of
achieving medium-term, three-to-five-year, outcomes (Terwindt and Rajan, 2016).
Schell et al. (2013) place strategic planning at the very heart of the other core
elements, and yet eighth out of the nine important core elements when considered

independently.

2.21 Public health programme impacts

On the face of it, positive outcomes are at the core of public health programmes
(Porter, 2010) however a programme that delivers positive health outcomes will
always be considered against cost and time, in a bid for optimal programme value
for money. Schell et al. (2013) discovered that impact ranks ninth out of nine

elements linked with programme sustainability.

Dam et al. (2019) reported positive outcomes for the CHAMP programme but it is
difficult to compare the extent of its success with other programmes because the
results were reported differently to other interventions (Mears et al., 2019) and
because comparable programmes seemed not to exist (Dam et al., 2019).

The different formats used to report programme outcomes is a barrier to

identifying the most impactful interventions, especially in the field of public health,
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where programme impacts are inextricably linked to multiple external factors
(Porter, 2010; Mears et al., 2019). Positive health outcomes are best assessed over
the long term in order to understand how benefit is sustained over time (Porter,

2010) and yet the longer the timespan the more vulnerable the programme.
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3 CHAPTER THREE

RESEARCH DESIGN

3.1 Overview

This chapter outlines and justifies the study design used in order to achieve the
study aim and objectives. It begins with ethical considerations, followed by data
management procedures and goes on to explore the geographical location of the
study. The research methods used, study sample sizes and the participant
recruitment strategy are identified with rationale regarding the questionnaire and

semi-structured interview considered and discussed.

The ethical approval for the research was obtained from Manchester Metropolitan
University’s online ethics application system Ethos (reference number 39844).
Participant information was imparted, and consent obtained, prior to any data

collection.

3.2 Mixed methods approach

The current study employed a mixed methods approach. Mixed methods research
has increased in recent years and this has generated literature articulating its
characteristics and exploring its benefits (Creswell et al., 2011). Unlike traditional
research, which is based around statistical analysis employed to prove or disprove a
hypothesis, mixed methods research is used to explore and understand beliefs at

individual, group and population level (Tashakkori et al., 2013).
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A mixed methods approach is considered appropriate for investigating multi-
factorial and complex health questions (Fetters et al., 2013) and combines
guantitative research with qualitative research methods with each type of research
confirming and enhancing the findings of the other (Brannen, 2005; Creswell et al.,
2011). It is usual in mixed methods research for quantitative research to address a
concept whilst qualitative research addresses a process (Tashakkori et al., 2013).
This is reflected in this current study with a questionnaire used to gauge parents’
acceptability of a new concept and qualitative research, in this case semi-structured
interviews, carried out to explore school leaderships’ view regarding the feasibility

of the process (Braun and Clark, 2006).

Quantitative research can be used first in order to establish broad knowledge of a
topic, which can then be honed by the use of in-depth qualitative interviews either
with a sub-set of the same population or with a different study population (Guest
and Fleming, 2015). Conversely qualitative research can be undertaken first in order
to establish core beliefs amongst a relatively small group, the extent of which can
then be tested amongst a larger population using quantitative research (Guest and
Fleming, 2015). The parent funded approach to child growth monitoring as
described in this study would rely on parents finding the approach acceptable

(quantitative) as well as school leadership confirming feasibility (qualitative).

The research order is classed as sequential, parallel and/or complex (Waszack and
Sines, 2003) however in practice, quantitative and qualitative components may be

carried out one after another (sequentially), at the same time (in parallel) or taking
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a more fluid approach which can lead to exploration of results as they arise
(Waszack and Sines, 2003). Within the current study, the quantitative study (1.) was
undertaken ahead of the qualitative study (2.), although the two streams of
research were not interdependent and therefore could have been carried out in

parallel or sequentially without one affecting the validity of the other.

3.3 Sample size

Defining an absolute sample size is not possible given the heterogeneity of research
projects, however assuming optimal study design and implementation, the greater
the sample size the greater the probability that research results will reflect the
larger population at the time of research (Cottrell and McKenzie, 2011). Lanscar and
Louviere (2008:670) observe that ‘one rarely requires more than 20 respondents
per [discrete-choice questionnaire] version to estimate reliable models or
information’ whilst also acknowledging that the larger the sample the more
detailed the potential analysis. A study by de Bekker-Grob et al. (2015) considered
sample sizes used by researchers in healthcare based discrete-choice experiments,
and importantly the rationale that guided research sample sizes, and found that
almost three quarters of eligible research projects did not report clearly on the
rationale for sample size. The authors acknowledge that a practical gauge is to
simply maximise the sample size according to the study budget and resources

available (Bekker-Grob et al., 2015).
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Table 3.1 Summary table of research studies 1. & 2.

Senior school

leadership

programme

feasibility

professional

networks

leadership

N=6

Study Aims Sampling Frame | Participants Method Outcomes

Study 1. To assess Parents were Purposive 110 Electronic Assessment of;

Greater parent introduced to sampling. guestionnaires 1. perception of early years growth information

Manchester acceptability of | the Parents of 2. appropriateness of a school-based

Parents the proposed guestionnaire children aged 0- programme

programme via WhatsApp 16 years 3. likelihood of a parent funded programme

and Facebook N=110 4. perception of an affordable fee
connections

Study 2. To collect the School Purposive 6 Semi- Collect views regarding acceptability and

Greater views of school | leadership were | sampling. structured feasibility of a parent funded, primary school-

Manchester leadership on introduced using | Senior school interviews based programme.




The sample sizes for this study were ultimately led by the practicalities of the project in terms
of time, cost and specificity of the target audience although publications with a similar topic
were also considered. A systematic review by Ames et al. (2020), regarding communication of
children’s weight status with parents, highlighted reported sample sizes of 45 survey
participants (Gillison et al., 2013), 18 focus group participants (Gainsbury and Dowling, 2018)
and 16 semi-structured interview participants (Nnyanzi et al., 2016). The qualitative aspect of
the CHAMP study, on which this research hopes to build, comprised a relatively high figure of
29 semi-structured interviews (Dam et al.,2019). The view of Sandelowski (1995) was that the
sample size required for qualitative research interviews should be manageable within

research constraints and yet sufficient to offer new learning and understanding of a topic.

The original target number of parent survey responses for study 1. was 50, however this was
increased by the supervisory academic team to 250 in order to strengthen the study findings and
to enable the researcher to divide the respondents into sub-cohorts whilst still maintaining
strength of analysis. The researcher had a target of 6 semi-structured interviews (Guest et al.,
2006) for study 2. which was deemed sufficient by the supervisory team to garner a view on the

feasibility of a parent funded, primary school based, child growth programme.

3.4 Participant recruitment

Purposive and snowball sampling was used to recruit participants for study 1. and 2. A
concern of snowball sampling is that participants, by introducing additional participants to the
researcher or else distributing research questions amongst themselves, form a like-minded
sample of the population, reduce the diversity of the study population and consequently

impact on the research validity (Kirchherr and Charles, 2018). However, purposeful sampling,

60



of which snowball sampling is a variation, (Suri, 2011) also ensures that researchers use
limited resource to best effect in ascertaining views and beliefs from expert participants.

In contrast, traditional sampling methods rely on the construction of a sampling frame
containing all eligible participants, followed by the selection of participants from the frame at
random (Desroches et al., 2015). Given the breadth of the potential population for this study,
constructing a sample frame was not feasible and therefore engaging with professional
contacts in order to connect with initial participants was a legitimate starting point to

recruitment (Desroches et al., 2015).

An electronic hyperlink to the research questionnaire was sent directly to professional and
social acquaintances, who subsequently distributed it via school parent groups and via local
community WhatsApp and Facebook groups. Encouraging the questionnaire (study 1) to be
freely distributed by the researcher’s professional and extended social network, rather than
restricting circulation to a smaller group of acquaintances, increases the breadth of
participation and avoids a narrow categorisation of participants and is generally a useful

approach (Browne, 2005; Kirchherr and Charles, 2018).

Recruitment for semi-structured interviews (study 2.) through known contacts was found to
be more successful in terms of securing interviews than emailing school leaders directly. This
is again an example of snowball sampling, used when experienced and knowledgeable
subjects are required to participate in in-depth interviews on complex topics (Cottrell and
McKenzie, 2011). The researcher’s professional network and acquaintances introduced the
researcher to 6 primary school senior leaders who were each willing to take part in a semi-

structured interview.
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3.5 Participant eligibility

The inclusion criteria for the questionnaire (study 1.) stipulated that those completing the
guestionnaire must be over the age of 18 years of age at the point of completion and that
they must have parental responsibility for children aged between 0 and 16 years of age. The
broad age range of the children offered the potential for data to show whether parents of
older children view the questions differently than those of younger children. In the event that
parents listed children both younger and older than 16 years, the children over 16 years were
omitted from the data analysis. The study requested that parents had at least one child who
would attend, were attending or had attended a primary school in Greater Manchester.
Where parents listed more than one primary school, perhaps due to children attending
different schools, then only the first listed primary school was included in the data analysis.
The study also required participants to have a good command of the English language in order
to fully understand participant requirements and to complete the questionnaire with

informed consent.

With regards to interview participants (study 2.) the inclusion criteria stipulated that the
interviewees held senior leadership roles within a Greater Manchester primary school and

that they considered themselves to have decision making influence within their school.

3.6 Questionnaire design
Study 1. consisted of an on-line questionnaire as opposed to a paper printed version. The use
of on-line surveys has increased in recent years and offers a cost-efficient method of survey

distribution (Buchanan and Hvizdak, 2009). On-line questionnaires are convenient for
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respondents to complete and submit, the results are automatically collated and the

researcher is able to compile results in real time (Buchanan and Hvizdak, 2009).

Online questionnaires used as part of university-based research must meet security standards
with examples being: Qualtrics, JISC, Survey Monkey and Microsoft Forms. The forms have
different functionalities in terms of question construction and form appearance, both of
which are important for participant engagement (McColl et al., 2001). The method of
guestionnaire distribution also varies between software providers and is commonly via email

(Cottrell and McKenzie, 2011).

However, WhatsApp is now the most used messaging service in the UK with 75% of on-line
adults reporting to use it followed by Facebook Messenger with 58% (Ofcom, 2021). A scoping
review of the use of WhatsApp messenger for health-related research, published in 2021
(Maniji et al., 2021) highlighted an increased use of WhatsApp due to three main reasons: its
extensive reach across populations, low associated cost and speed of circulation and result

feedback.

This current study notes that WhatsApp does not have universal coverage and that a
population’s use of the service may be restricted by a lack of data, electricity and access to a
WhatsApp compatible smartphone. However, these barriers do not apply to the vast majority
of homes in the UK; a UK report revealed that in 2020, 94% of homes had internet access with
85% of internet users choosing to do so using a smartphone rather than any other device

(Ofcom, 2021).
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Ultimately, the study questionnaire was built as a Microsoft Form which has the functionality
to be distributed electronically including via WhatsApp and Facebook messenger. The
guestionnaire was distributed using a hyperlink that led the participant directly to the survey.
Using this method rather than distributing via email ensured that responses were anonymous,
which in turn may encourage participants to answer questions freely (McColl et al. (2001;

Fowler and Cosenza, 2008).

The questionnaire (appendix 1.) was designed to take less than 5 minutes to complete.
Participant consent questions were completed electronically prior to the completion of the
study questionnaire (study 1.) and the Participation Information Sheet (appendix 2.) was

embedded into the questionnaire as an electronic link.

The questionnaire consisted of four ‘required’ consent questions and fifteen non-obligatory
study questions. The question types were mixed, consisting of multiple choice and free text
guestions in order to gather rich data, maintain participant attention and appeal to different
response preferences (Gehlbach and Artino, 2018). The questions were specifically designed
to lead participants through the questionnaire beginning with less contentious topics and
ending with slightly more sensitive questions (Gehlbach and Artino, 2018). The researcher
took into account the cognitive process when completing a questionnaire ensuring that
guestions were neither ambiguous nor multidimensional (Krosnick and Presser, 2010). This
led to a survey which contained a higher number of simple questions which was preferable to

fewer, yet more complex questions (Fowler and Cosenza, 2008).
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Having asked the participants to consent to taking part in the study, and to confirm objective
information such as number and ages of children, the questionnaire asked participants to
offer a view on early years growth information. This was to remind participants of the
measuring process and the format of growth graphs that are used in England as part of the
HCP (Department of Health, 2009; NHS, 2020). The questionnaire asked participants to
describe their feelings towards the growth measurement in early childhood using pre-

populated adjectives, also inviting free text.

The questionnaire then asked participants if they had experience of the NCMP (at age 4 and
11 years) with the focus on the professional attributes of those measuring children, and on
primary schools as a programme setting. Although these latter two elements of the
programme have previously been considered and deemed important by an Expert Advisory

Committee (Department of Health, no date) the views of parents remain unclear.

The questionnaire then introduced the concept of an annual child measurement and parental
feedback programme as recommended by the RCPCH (2019) asking whether this would be

helpful and including a free text option in order to elaborate on their response.

The questionnaire continued by gauging parents’ reaction to a parent funded service before
moving on to asking participants what they would consider to be an affordable fee for such a
service. Finally, the questionnaire asked participants how likely they would be to support a
parent funded, primary school based, annual child measurement and growth feedback

programme, with a final option of free text.
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3.7 Questionnaire data analysis

The electronic questionnaire was live for a four-week period in March and April 2022 and
received 115 responses in total, with results coming to a natural halt and no new response
themes emerging. Quantitative data from each of the survey questions (study 1.) was
analysed and comparisons were draw between respondents who answered specific questions
differently to others. The data analysis of study 1. also included qualitative thematic analysis,
where respondents had completed free text questions and offered personal narrative.
Through thematic analysis, the personal narratives were grouped into categories and the
themes illustrated using examples of anonymous text verbatim. The qualitative data analysis

was also illustrated using descriptive statistics (Cottrell and McKenzie, 2011).

3.8 Free School Meal (FSM) eligibility
The primary schools named by respondents were identified as having higher or lower than
national average FSM and a number of subsequent question responses were analysed with

this information taken into consideration.

FSM eligibility is a broad proxy of social need which has been used in England to distinguish
between deprivation levels of schools for over two decades (Gorard, 2012). The purpose of
this data capture by the Government is to inform national policy and to calculate levels of
supplementary funding awarded to schools based on the additional needs of a school’s
population, ultimately to support high educational attainment (Gorard, 2012). The FSM
eligibility data equates to the proportion of children who access FSM in a primary school,
which itself relies on proof of receipt of specific means tested state funded benefits (Taylor,

2018). This means that an accurate representation of a school’s FSM eligibility relies on
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parents including their children in the FSM programme by disclosing their financial situation
to their children’s school which itself may be a barrier. There are fewer children receiving FSM
than are entitled to them (Storey and Chamberlin, 2001). Families who, despite receiving
state funded benefits, do not wish their children to be offered school meals are not required
to disclose their personal financial situation. Research has shown that FSM compares well
with measures such as social class, household income and levels of parental education when
attempting to predict the future attainment levels of pupils (Gorard, 2012). These two
measures are considered slightly more accurate measures of future pupil attainment than
FSM, however the benefit is considered disproportionate to the reliability and capture of

what is considered to be highly sensitive information (Gorard, 2012).

In order to establish any statistical significance between responses based on FSM, a statistical
software package, SPSS (Statistical Package for the Social Sciences) version 27 (IBM
Corporation, 2020) was used. The statistical test used for this purpose was the Mann-Whitney
U test, given that the data was non-parametric, and the test significance level was p=0.050.
The data analysis was illustrated using descriptive statistical charts (Cottrell and McKenzie,

2011), specifically a combination of bar charts, column charts and pie charts.

3.9 Semi-structured interviews design

The research interviews (study 2.) were semi-structured and followed a series of open-ended
guestions, allowing the interviewees to freely express their thoughts and perceptions whilst
being guided through the topic by the researcher (Adams, 2015; Jamshed, 2014). The topic of
child growth, extreme weight gain and weight loss in particular, can be met with sensitivity

and therefore the interview was approached with due care and consideration (Corbin and
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Morse, 2003). The Participant Information Sheet (appendix 2.) and Consent Form (appendix
3.) were completed over email. The semi-structured interviews were organised over either

email or WhatsApp and at a time convenient to the participants.

The semi-structured interview (appendix 4.) began with introductions, confirmation of the
study purpose, time allocated to the interview, consent to audio record and transcribe the
conversation, and acknowledgment of participant confidentiality. The researcher set out the
context of the study outlining the overarching research question while honing in on the
school feasibility aspect of the question. The school leaders were asked to consider current
services and programmes within the school setting which were paid for by parents, and in
particular, the decision making around those services and how payment was facilitated. The
interviewer then moved to the feasibility of offering an in-school annual growth graph
service, in terms of lesson impact and administration. The participants were offered contact
details of the researcher in order to accommodate further comments or research related
gueries. The voice recordings were conducted by telephone, audio recorded by the

researcher and transcribed verbatim.

3.10 Semi-structured interview data analysis

The researcher undertook manual content analysis on the interview recordings, as opposed to
using a computer software analysis package, in order to identify emerging themes (Cottrell
and McKenzie, 2011). Each participant was assigned a code to distinguish them from the
other participants. The transcripts were read through twice at which point phrases within the
transcripts were highlighted and then grouped according to theme (Johnson and Kittleson,

2000). The phrases from each participant were manually transposed onto a separate file and
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colour coded to signify different themes that were raised. Although the responses were
anonymised, the colour coding enabled the researcher to link all of the responses from each
participant and to consider cross over of themes between them. The responses were grouped
into emergent themes by the researcher and then re-read to ensure accuracy (Braun and
Clark, 2006). The qualitative data analysis was further illustrated using examples of
anonymous text verbatim along with descriptive statistics (Cottrell and McKenzie, 2011),

specifically bar charts.

3.11 Pilot testing

The electronic questionnaire (study 1.) was piloted by community healthcare professionals, by
lay people with no knowledge of the subject matter and by software design experts. The
number of people asked to pilot the questionnaire reflected the high number of people that
would be asked to complete it. Those piloting the questionnaire (n=10) had a variety of
professional skills as well as differing ages of family members and this diversity contributed to
the rich feedback. The pilot testing confirmed the functionality of the questionnaire along
with the estimated time that it would take to complete the form. Question phraseology was
altered following feedback to encourage participants to engage with the questionnaire and to
complete optimal questions. Increased opportunities for free text were included to offer
participants an opportunity to elaborate or justify their responses. Those who had pilot tested

the questionnaire were asked to then circulate it as part of the study.

Given that the researcher had a limited number of eligible school leaders who had agreed to
be interviewed (study 2.), a pilot interview was carried out with an available school leader

within a Greater Manchester high school (and therefore did not meet study criteria) so as to
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preserve the eligible participants for the study. The purpose of the pilot interview in this study
was to test broad interview questions rather than to practice a script. The pilot interviewee
had experience of primary school leadership and was able to confirm the appropriateness of
guestions as well as the general feasibility of the interviews. Malmquvist et al. (2019) discussed
the value of conducting pilot testing as part of qualitative research highlighting that
interviews are unlikely to be replicated during a study and therefore acknowledge that ideas

and questions are likely to alter as a study evolves.

Pilot testing for funded research may be used to demonstrate feasibility and to justify
research protocols while larger projects may find pilot testing to be valuable training
opportunities for the research team (In, 2017). Overall, pilot testing is considered an
important aspect of quantitative and qualitative research; researchers are able to test the
feasibility of various elements of research projects such as the inclusion and exclusion criteria,

the participant recruitment process and the functionality of survey tools (Connelly, 2008).
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4 CHAPTER FOUR

RESEARCH RESULTS

4.1 Overview

This chapter describes the questionnaire results; quantitative and qualitative data collected
for study 1. and also describes the thematic analysis of responses captured through semi-

structured interviews (study 2.).

4.2 Questionnaire responses (study 1.)

Responses were collected over a four-week period during March and April 2022. In total, 115
responses were collected; 2 responses were omitted due to the participant not reporting to
have children under the age of 16 years of age, 2 responses cited primary schools outside of
the Greater Manchester area and 1 response gave no primary school details. The final

number of responses eligible for inclusion in the study was 110.

The survey responses represented 9 out of the 10 Greater Manchester boroughs and
included; Rochdale, Trafford, Tameside, Bolton, Bury, Stockport, Manchester, Salford and
Oldham. The only borough for which no responses were received was Wigan. The 110 survey
respondents listed 62 primary schools. Where respondents listed more than one primary
school, perhaps due to children changing schools or siblings attending different primary
schools, only the first listed primary school was used as part of the research. Of the 62
primary schools, 58 were maintained schools and 4 were independent fee-paying schools. No
responses were received by parents whose children had links with special educational needs
(SEN) schools. The primary schools were categorised according to FSM eligibility; 40 of the 62

primary schools had a less than average percentage of pupils eligible to receive free school
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meals while 22 had a greater than average percentage. The average percentage of pupils who

were eligible to receive free school meals in England in 2021 was 23.5% (HM Government, no

date) (Table 4.1).

Table 4.1 The geographical distribution of primary schools reported by respondents and

associated FSM eligibility

Geographical | No. of No. of | Maintained | Independent | Above Below
area respondents | schools | school school average | average
FSM FSM
eligibility | eligibility
Bolton 2 2 1 1 0 2
Bury 24 11 11 0 8 3
Manchester | 26 12 13 0 4 8
Oldham 11 5 5 0 3 2
Rochdale 2 2 2 0 0 2
Salford 16 10 8 2 4 6
Stockport 5 3 3 0 0 3
Tameside 2 2 2 0 0 2
Trafford 22 15 14 1 3 12
Wigan 0 N/A N/A N/A N/A N/A
Total 110 62 58 4 22 40
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The number of child dependents reported by the survey respondents ranged between 1 and 4
children. The majority of respondents reported to having 1 child (n=48), followed by 2
children (n=45), 3 children (n=16) and then 4 children (n=1). Whilst not all of the children
listed were under the age of 16 years, (there were respondents who reported having children
over the age of 16 years (n=4)), each respondent had at least one child under 16 years of age.
For the purposes of data analysis, the ages of the respondents’ children were classified as
nursery aged (0-4 years), primary school aged (5-11 years) and high school aged (12-16 years).
A minority of respondents (n=18) reported nursery aged children, followed by primary school

aged children (n=82) and then high school age children (n=54).

4.3 Perception of early years growth monitoring

There were 6 adjectives available to respondents to describe their feelings towards early
years growth monitoring by health visitors which is routinely recorded on growth charts
within the PCHR. The adjectives available to respondents were; useful, interesting, reassuring,
concerning, alarming and unimportant and respondents were invited to select all of the

adjectives that they felt were applicable to them.

There were 173 adjectives selected by the respondents; useful, interesting and reassuring
were selected frequently (n=53, n=55 and n=49 respectively). The other three adjectives,
concerning, alarming and unimportant were selected less frequently (n=8, n=2 and n=6

respectively) (Figure 4.1).
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Figure 4.1 Qu. 8 Children’s weight and length measurements are plotted on graphs by Health
Visitors to ensure that they are growing well (usually in the Red Book). Did you feel that this

information was...? (Please select any that apply)

Respondents were then invited to comment on the adjectives that they had chosen and, of
the respondents, 24.5% (n=27) added free text comments. The majority of the respondents’
comments related to a previous answer of useful, interesting, reassuring, or a combination of
the three (n=23). Of these comments, 47.8% (n=11) highlighted that they had used the

growth information at the time of each measurement.
‘I was reassured my boys were growing as expected’

‘“Was useful as mine struggled to feed enough at the beginning’

‘When | stopped have my child weighed | forgot all about the red book!'.
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The proportion of respondents who suggested that the growth charts could be used

retrospectively to evidence a child’s growth pattern was 21.7% (n=5) .

‘Still refer to the red book graphs sometimes’

‘It was good to have the info to hand to check if needed and to compare.’

‘My child has [Turner’s Syndrome] which affects her growth and requires hormone

treatment so the graph is key to plot her growth’.

A small number of respondents who had described their feelings towards growth information

as useful or interesting, went on to question the relevance of growth chart data (n=2).

‘Unsure as to whether the graphs were updated recently as population physical
changes have meant that the statistics measured are no longer the same as decades

’

ago.

‘Confusing - average line as compared to what end when?’

These previous comments were very similar to respondents (n=2) who used alarming,
concerning and unimportant in the previous question to describe their feelings

(interesting/concerning and alarming/unimportant/concerning).

‘I feel the graph is a basic measure based on weeks and weight, similar to BMI, no

other factors are taken into consideration.’

‘Red graph scales are out of date and do not account for babies born at a heavy weight

and also the variances in difference ethnicities’
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Finally, a small number of respondents (n=2) acknowledged that the information could be a

cause of upset (interesting/concerning and alarming/concerning).

‘Could be quite anxiety provoking if your child does not follow ‘the norm’ but [it] was
good to see growth expectations in graph form’
‘As a first time parent | stressed so much each time my baby was weighed and

measured in case my baby wasn’t growing as expected.’

4.4 Experience of the National Child Measurement Programme (NCMP)

Of the survey participants, 4.5% (n=>5) of all respondents had no children above the age of 4
years and therefore would have been less likely to have had experience of the NCMP; of these
respondents there was a report of their child not having been measured due to disruption
caused by the Covid-19 pandemic (n=1) while the remaining (n=4) understandably reported
no experience of the NCMP. The respondents who named independently funded primary
schools (n=4) also reported to having no experience of the programme. All other respondents

(n=102) reported children of an eligible age and who attended a state-maintained school.
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Figure 4.2 Qu. 10 The National Child Measurement Programme (NCMP) measures children’s
growth in Reception and Year 6 of primary school, and sometimes sends feedback to parents.

The Covid pandemic has disrupted this programme. Have you had any experience of the

NCMP?

There were 7.8% of respondents (n=8) who were likely not to have had any experience of the
NCMP however there were 40.2% respondents (n=41) who claimed to have had no
experience of the NCMP whatsoever (Figure 4.2). Given that participation rate of the NCMP
was last recorded at 95% (NHS Digital, 2019), it is highly likely that participants who claimed
to have had no experience of the NCMP would have received information sheets regarding
the programme (Public Health England, 2020), and that their children would have been
measured. The apparent lack of NCMP awareness amongst 40.2% of participants also
suggests that parent feedback has not been received. A further 25.5% of the NCMP eligible

participants stated that they only had experience of NCMP measuring (n=26), thereby



reinforcing that not all local authorities in Greater Manchester offer universal NCMP parent

feedback.

4.5 Measuring children in the primary school setting
The subsequent question (Qu. 11) linked experience of the NCMP to measuring children in
primary schools and invited participants to report reservations regarding measuring in the

school environment.
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Blank / inconclusive No with/without comment Yes with/without comment

Parent Reservations

Figure 4.3 Qu.11 The NCMP measurement of children takes place in primary schools. This
means that parents can receive growth feedback and that children are unaware of their

results. Do you have any reservations regarding measuring children in primary schools?

The vast majority of respondents (69.1%; n=76) reported no reservations regarding measuring
in school, 11.8% respondents (n=13) offered no answer and 19.1% respondents (n=21)

reported to having reservations (Figure 4.3). Respondents who reported to have reservations
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were much more likely to add comments to support their view (90.5%; n=19). Of these
respondents, 21.1% (n=4) referred to the primary school as tangible environments when
expressing reservations; highlighting lack of privacy and height comparisons amongst peers.
However, the majority of reservations were centred around the broader issues of measuring
children and the emotional impact that this may cause. The comments highlighted body

image, insecurity, obsession and embarrassment (experience of the NCMP in brackets).

‘Yes, if done in the wrong way it promotes body image too strongly’ (NCMP measuring
only)

‘I have reservations about weighing children when they are young from a psychological
aspect for them.” (NCMP measuring only)

‘By y6 children are very aware and would want to know results but also may be more
conscious’ (No NCMP experience)

‘I work in a primary school and it can cause discussion between older pupils
predominantly about body image which can sometimes become negative and cause

upset.” (No experience of NCMP)

However, of those who did not have any reservations regarding measuring children in the

primary school environment, there were 14.5% of respondents (n=11) who added comments

reiterating their support for this concept.

‘No, it’s a good thing.’

‘No if kids are overweight school nurse should be able to advise’
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A smaller number of respondents (n=5) questioned the accuracy or relevance of NCMP

feedback (experience of the NCMP in brackets).

‘Feedback should be constructive. Reference to BMI is not always useful/ productive.’
(NCMP measuring only)

‘I have known many parents who have received feedback and each one was
understandably upset - however each child had very different reasons for being the
shape and size they were and only a small percent was due to over eating/unhealthy
eating.” (NCMP measuring only)

‘Yes as | was told that my son could end up obese and he was a perfectly growing child’
(NCMP measuring and feedback)

‘Yes. My sons graph was plotted wrongly (I am a scientist) meaning he came back as
overweight for his height - anyone simply observing him by eye could see there was
nothing overweight about him. | wrote to complain and point out their error and their
reply was | had it wrong, even though | used their data’ (NCMP measuring and

feedback)

4.6 Association between measuring reservations and experience of the NCMP

Of the respondents who expressed reservations regarding the primary school setting (n=20),
denoted as Yes in Figure 4.4, 25% (n=5) had no previous NCMP experience, while a large
combined majority (75%; n=15) had previous experience of the NCMP, either measuring or

measuring/feedback.
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Of the respondents who expressed no reservations regarding measuring child’s growth in the
primary school setting (n=76), denoted as No in Figure 4.4, 53.9% (n=41) had no NCMP
experience, while 43.4% (n=33) had experience of the NCMP, either measuring or

measuring/feedback (Figure 4.4).
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Figure 4.4 Respondents’ reservations regarding measuring child growth in school according to

NCMP experience

4.7 Importance of appropriately qualified and experienced staff

The questionnaire surveyed respondents on the importance of those measuring children’s
weight and height being appropriately qualified in healthcare (Qu. 12) and experienced in
child measurement and parent feedback (Qu.13). Despite respondents’ reservations that
were expressed in the previous question, 99.1% answered Qu. 12 (n=109) and all respondents
answered Qu. 13 (n=110). The majority of respondents scored both qualities 4 (very
important) with an overall average score for each quality calculated at over 3.5 out of a

possible 4 (Figure 4.5).

81



Yo
o

(0]
o

No. of respondents
N w H U (o)) ~
o o o o o o

=
o

o

—— /_\zl_l ﬂﬂ

1=not important; 4=very important

m Appropriately qualified M@ Experienced in child growth and feedback

Figure 4.5 The importance to respondents of appropriately qualified and experienced child

measuring and parental feedback staff where 1=not important and 4=very important

4.8 Annual child measurement and parental feedback programme

Having first asked respondents to consider growth monitoring in the Early Years, and then as
part of the NCMP for Reception and Year 6 age children, the survey went on to ask
respondents to state whether they would find annual monitoring and parent feedback
throughout primary school helpful (Qu. 14). All respondents answered this question with 65%
(n=72) saying that they would find it helpful and 35% (n=38) saying that they would not
(Figure 4.6) which broadly correlated with the respondents who had reported to having no

reservations regarding measuring children in the school environment.
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No
(Respondents)
35%

Yes
(Respondents)
65%

m Yes (Respondents) = No (Respondents)

Figure 4.6 Qu. 14 In England there is no healthcare system that gives parents confidential
growth information every year between Reception and Year 6. Is this something that you

would find helpful?

The proportion of respondents who reported that they would find annual child growth
monitoring helpful (65%; n=72) reported to having a total of 116 children; the average
number of children per. respondent was 1.61 and the average age was 9 years (110.48
months). The 35% of respondents (n=38) who stated that that they would not find annual
child growth monitoring helpful reported to having a total of 70 children; the average number
of children per. respondent was slightly higher at 1.84 and the average age was also higher at
10 years (118.08 months). The distribution of both sets of children can be seen in Figure 4.7.
While the majority of the children reported by all respondents were aged between 5 years
and 11 years of age, the age of the children reported by those respondents who considered
that annual child growth monitoring would be helpful, tended to be younger than children

reported by respondents who claimed that such a system would not be helpful.
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Figure 4.7 The distribution by age of children reported by all respondents who stated that

annual child growth monitoring would be a) not helpful and b) helpful.

No (Primary
children)
34%

Yes (Primary
children)
66%

= Yes (Primary children) = No (Primary children)

Figure 4.8 The percentage of children aged between 5 years and 11 years of age as reported

by respondents who would find annual child growth monitoring a) not helpful and b) helpful

84



Given that the proposed system of annual child growth monitoring would take place in the
primary school setting, and would be based on cost per. child, it was important to establish
the percentage of primary aged children who would potentially be opted into any such
programme by respondents. The data showed an alignment with the overall answer to Qu.
14; 66% of primary school aged children may be opted into such a programme while 34% of
primary school aged children may not (Figure 4.8). Further data analysis and breakdown of

Qu.14 can be found at appendix 5.

The respondents were invited to elaborate on their answer to Qu. 14. A very high percentage
of respondents chose to add comments to support their view with 84.2% of the Not Helpful
respondents and 84.7% of the Helpful respondents adding a comment. Figure 4.9 broadly

illustrates the four reasons why parents feel that they would not find this information helpful.

Professionals would raise a concern if my
child was not healthy

This process could have negative emotional -
impact
This information is irrelevant _
| instinctively know that my child is healthy _

0 2 4 6 8 10 12 14 16 18
No. of respondents

Figure 4.9 Thematic analysis of comments submitted by respondents who stated that they

would not find annual child growth information helpful
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The most common narrative offered was that respondents felt they instinctively knew
whether or not their child was healthy; this was illustrated by comments such as;
‘I think it is fairly obvious from looking at your child/ comparing to others whether
they are above/ below average height/ weight.’

‘As a parent | know if my child is doing ok.’.

The second most common reason was a sense of irrelevance and that growth information is
meaningless.
‘Its an unnecessary measurement’

‘Children grow differently | don’t think it usually matters’.

The third theme that emerged was around negative emotional impact with respondents using
adjectives such as anger, upset and shaming.
‘I was angered by the whole thing. My daughters has come back recently and hers is

ok, healthy weight but | remember how badly my son felt'.

The final theme expressed by respondents was the belief that ‘professionals’ would monitor a
child’s growth if there was a health issue.
‘Because each child grows at their own rate if a parent had a concern it would be
raised through a professional already’
‘It’s a bell curve so some children will be small and some will be tall. It’s useful tool for

professionals involved in the welfare of children.’

Further data analysis and breakdown can be found at appendix 6.
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The comments offered by respondents who would find child growth information helpful could

also be categorised into four main themes (Figure 4.10).

A lot can change between Reception and Year
6

To help me consider lifestyle changes

It is hard to know whether my child's growth
is on track

To identify health and wellbeing issues early _

No. of respondents

Figure 4.10 Thematic analysis of comments submitted by respondents who stated that they

would find annual child growth information helpful

The main reason given by respondents was an acknowledgement of the difficulty knowing
that a child’s growth is on track, with comments such as;

‘To ensure that my children are growing healthily’

‘Because it helps keeping track of the child’s growth’

‘To know my children are growing the way they should’

The second most common theme highlighted the contribution of growth information on the

early identification of health and wellbeing issues.

‘To know sooner rather [than] later if there is an issue with the health of the child’

87



‘With such a long time between the readings this would support parents to ensure
their child is healthy and / or deal with any issues earlier

‘The length of time between reception and year 6 is vast. It would be useful if the
measurements were conducted annually in order to highlight any potential growth or

associated health issues promptly’

The third theme that emerged was the positive influence that growth information may have
on lifestyle decisions.
‘To see if any changes need to be made’
‘Childhood obesity is increasing, parents should be armed with information to help
support their lifestyles and influence their children’s.’
‘It is always useful to keep track of this and to be able to respond accordingly to issues

although | could do this at home not everyone will have the facilities to do this’

The fourth and final theme to be identified was a recognition that a child’s growth and
development is particularly significant between Reception and Year 6 and therefore objective
growth measurement throughout that period would be helpful.

‘The time difference for things to change from Rec to Y6 is vast’

‘7 years is a long time to not know. A lot can change in seven years...’

Further data analysis and breakdown can be found at appendix 7.
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4.9 Introduction of a parent funded child growth service

The survey respondents were then introduced to the concept of paying an ‘affordable’ fee for
a child growth tracking service (Qu. 16). This followed on from references to the NCMP that is
universally available to parents at no cost at point of access, commissioned by local
authorities and often provided by NHS staff. Overall, this question scored 2.23 out of 4
suggesting that respondents were more likely to access a child growth tracking service, for

which a fee was payable, than not.

W 1=very unlikely W 2=unlikely m 3=likely m 4=very likely

Figure 4.11 The likelihood of respondents, who had previously stated that they would not find

such a service helpful, accessing such a service (1=very unlikely, 4=very likely)

A large proportion of respondents (69%; n=26) who had previously stated that they would not
find child growth feedback throughout primary school helpful, stated that they would be very
unlikely to access such a service if a fee was payable. However, 31.6% (n=12) did not rule out

accessing such a service including 8% respondents (n=3) who stated that they would be very
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likely to access such a service. Of these, 66.7% (n=2) reported to having children of secondary
school age and 33.3% (n=1) qualified their previous answer noting that their child was
currently monitored by a clinician and therefore such a service would not be required by

them (Figure 4.11).

W 1=very unlikely m2=unlikely m3=likely m4=very likely

Figure 4.12 The likelihood of respondents, who had previously stated that they would find

such a service helpful, accessing such a service

Of the respondents who felt that annual child growth information would be helpful, a
majority of 59.2% (n=42) stated that they would be either likely or very likely to access a paid-
for service. However, 21.1% (n=15) stated that they would be unlikely, and 19.7% (n=14) said
that they would be very unlikely, to access a service if there was a fee attached. Notably, of
the ‘very unlikely’ respondents, 14.3% (n=2) went on to state that £5.00 would be an
affordable fee to charge whilst the remaining 85.7% (n=12) respondents stated Not Applicable

(Figure 4.12).
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4.10 Acceptability of a parent funded child growth service according to FSM

Of those respondents who reported that they would be very unlikely to access a funded child
growth monitoring service, despite previously describing it as helpful (n=14), 64.3% of
respondents (n=9) cited a primary school with lower-than-average FSM whereas 35.7% (n=5)

cited a primary school with higher-than-average FSM eligibility.

Statistical analysis was undertaken using the Mann-Whitney U test at a significance value of
p=0.05 to test Qu.16 and the null hypothesis: that there was no difference in the likelihood of
respondents accessing a fee-based service based on FSM levels. The outcome of the test is
not statistically significant as the p-value is greater than 0.05 (p=0.83). Therefore, there is no
difference in the likelihood of respondents accessing a fee-based service based on FSM levels

and the null hypothesis is confirmed (appendix 10.).

4.11 Perception of an ‘affordable’ fee

In order to understand what might constitute an affordable fee, respondents were asked for
their perception in this regard (Qu. 17). There were 61.8% (n=68) respondents who expressed
an amount; 48.5% (n=33) chose £5.00 followed by 20.6% (n=14) who chose the More than
£5.00 option. There were 37.3% (n=41) respondents who chose the Not Applicable option

(Figure 4.13).
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More than £5.00
13%
38%
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30%
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Figure 4.13 Qu.17 What would you consider to be an affordable annual fee per. child?

More than £5.00
5%

£5.00
Va £3.00
13% 0%
L £4.00
0%
£2.00
11%

£1.00
0%

N/A
71%

Figure 4.14 Perception of an affordable fee by respondents who were very unlikely to access

a fee-based service (n=20)
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More than £5.00
25%

£1.00
0%

£2.00
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Figure 4.15 Perception of an affordable fee by respondents who were unlikely to access a fee-

based service (n=25)

More than £5.00
12%

£1.00
0%/ £5.00

36%
£2.00
4%

£3.00
20% £4.00
0%

Figure 4.16 Perception of an affordable fee by respondents who were likely to access a fee-

based service (n=24)
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Figure 4.17 Perception of an affordable fee by respondents who were very likely to access a

fee-based service (n=40)

Of the respondents who had stated that they were ‘very unlikely’ to access a fee-based
service, 71% (n=27) of respondents selected Not Applicable while 18% (n=7) reported that

£5.00 or More than £5.00 would be an affordable fee (Figure 4.14).

Of the respondents who had reported that they would be ‘unlikely’ to access a child growth
service if there was a fee attached, 25% (n=6) chose to answer Not Applicable, while 54%

(n=13) stated that £5.00 or More than £5.00 would be an affordable fee (Figure 4.15).

Of the respondents who had stated that they were ‘likely’ to access a fee-based service, 28%

(n=7) of respondents selected Not Applicable and 48% (n=12) reported that £5.00 or More

than £5.00 would be an affordable fee (Figure 4.16).
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Of the respondents who claimed that they would be ‘very likely’ to access a fee-based service,
10% (n=2) reported Not Applicable. The largest proportion stated that £5.00 was an

affordable fee (57%; n=12) with a further 14% (n=3) stating More than £5.00. (Figure 4.17).

4.12 Impact of FSM eligibility on perceived affordability

The majority of questionnaire respondents cited primary schools that have a percentage of
pupils eligible for FSM lower than the national average (n=73) while the remaining
respondents (n=37) cited primary schools that have a higher percentage of pupils eligible for
FSM. Of the respondents who named primary schools with lower than the average FSM
eligibility, 64% (n=30) deemed £5.00 or More than £5.00 to be an affordable fee (Figure 4.18).
Of the respondents who named primary schools with higher than the average FSM eligibility,

81% (n=17) deemed £5.00 or More than £5.00 to be an affordable fee (Figure 4.19).

£1.00 &

£3.00 &
£4.00

19%
£5.00 & More

than £5.00
64%

Figure 4.18 Perception of an affordable fee by respondents who named a primary school with

lower that national average % FSM eligibility
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£5.00 & More
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Figure 4.19 Perception of an affordable fee by respondents who named a primary school with

higher than national average % FSM eligibility

4.13 Overall acceptability of a parent funded child growth service

The penultimate question (Qu. 18) brought four concepts together and asked parents to
consider the acceptability of a parent funded, primary school based, annual child
measurement and growth feedback service. Respondents were invited to state that they
would be Not at all likely (0) through to Extremely likely (10) to accept a parent funded child

growth measurement service.
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0=Not at all likely; 10=Extremely likely

HMO0to4 m5to7 m8to10

Figure 4.20 Qu. 18 Finally, how likely would you be to support a parent funded, primary

school based, annual child measurement and growth feedback programme?

All respondents (n=110) answered this question with 33% (n=36) stating that they would be
very likely to access a fee-based child growth service, 33% (n=36) stated that they would be
likely to access such a service and 34% (n=38) stated that that they would be less likely (n=38)

to access such a service (Figure 4.20).

Further data analysis and breakdown of Qu. 18 can be found at appendix 8.

4.14 Impact of FSM eligibility on overall acceptability of a parent funded, primary school-
based child growth programme

The percentage of all respondents who chose answers 8 to 10 (inclusive) was 32.7% (n=36)

while the percentage of respondents who chose the mid-point of the scale 5 to 7 (inclusive)

was also 32.7% (n=36). The percentage of respondents who chose answers 0 to 4 (inclusive)
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was 34.5% (n=38). Figure 4.21 compares these overall results with respondents who have

cited primary schools with lower and higher than average FSM eligibility.

All respondents ~ m More than 23.5% FSM  m Less than 23.5% FSM
36
8to 10 IR SR
TR RCCRRGE IR
36
Sto7  JNIEATEARCRC AR
AR CEEARRRTARTCCACRRCCRTRERCO AR
0to4 TR C AT
T
0 5 10 15 20 25 30 35
No. of respondents

38

40

Figure 4.21 Acceptability of a parent funded child growth service by respondents according to

% FSM eligibility (0 is Not at all likely; 10 is Extremely likely)

The majority of respondents (n=73) named primary schools with FSM eligibility lower than the

national average in England. Of these, the percentage of respondents who chose answers 0 to

4 (inclusive) was 37% (n=27) while the percentage of respondents who chose answers 8 to 10

(inclusive) was 28.8% (n=21). The percentage of respondents who chose the mid-point of the

scale 5to 7, was 34.2% (n=25) (Figure 4.21).

Of the respondents who named primary schools with FSM eligibility higher than the national

average in England (n=37); the percentage of respondents who chose answers 0 to 4

(inclusive) was 29.7% (n=11) while the percentage of respondents who chose answers at the
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other end of the scale 8 to 10 (inclusive) was 40.5% (n=15). The percentage of respondents

who chose the mid-point of the scale, 5 to 7 was 29.7% (n=11) (Figure 4.21).

Further data analysis and breakdown can be found at appendix 9.

Statistical analysis was undertaken using the Mann-Whitney U test at a significance value of
p=0.05 to test Qu. 18 and the null hypothesis: that there was no difference in the likelihood of
respondents accessing a fee-based service based on FSM levels. The outcome of the test is
not statistically significant as the p-value is greater than 0.05 (p=0.36). Therefore, there is no
difference in the likelihood of respondents accessing a fee-based service based on FSM levels

and the null hypothesis is confirmed (appendix 10.).

4.15 Final comments offered by respondents on completion of the survey

Of a total of 110 survey respondents, 16.4% (n=18) offered final comments on completion of
the survey. The highest number of comments (n=7) were from respondents who had claimed
that they were Not at all likely (0 on the scale 0-10) to support a parent funded child growth
service for the previous question. The next highest number of comments was from
respondents who had chosen 6 for the previous question scale (n=5) and were therefore
more likely than not to support such a service. The remaining respondents who offered final

comments (n=6) had scored the previous question 1, 2, 3, 5, 8 and 8 (Table 4.2).
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Table 4.2 Summary table of questionnaire respondents who offered final comments

Respondent | Score for Qu. 18 Thematic analysis
0-Not at all likely to 10-Extremely likely
R1 0 | am concerned about the emotional
impact of weighing children
R2 3 My children are of an age where
R3 0 such a service is not relevant to me
R4 8 A child growth system would be
R5 6 reassuring and support positive
R6 8 change
R7 2 | feel that such a service should
R8 6 probably be state funded
R9 6
R10 0
R11 0
R12 6
R13 0 | don’t see how tracking child growth
R14 0 is necessary unless there is a
R15 1 concern
R16 5
R17 0
R18 6
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The respondents’ comments were grouped into five main themes as illustrated below in

Figure 4.22.

I am concerned about the emotional impact of ”""””"
weighing children

A child growth syst Idb i
T ot support positive change - NI

| feel that such ice should probably b
S e funded o2

| don't how tracki hild thi
ecessary unless there is.a concern . MININNINARRHN

My child f h h
" senvce s notrelevant tome I

0 1 2 3 4 5 6 7

No. of respondents

Figure 4.22 Thematic analysis of final comments submitted by respondents

There were 6 respondents who suggested that child growth tracking was irrelevant unless a

concern had been identified.

‘Unless there’s obvious concern | don’t see the need’ R14
‘I wouldn’t be interested as | don’t think it would apply to my family however | can see

it being useful to others’ R15

Of these 6 respondents, there were 33.3% (n=2) who acknowledged that receiving more
information about the benefits of child growth tracking might make such a programme more

appealing to them.
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‘I would pay only if the feedback given was comprehensive and explain my children
growth compared to national average’ R18
‘Perhaps it is because | am not aware of the positives. However, | think my responses

do indicate that, if this were to proceed, it would be helpful to understand the benefits

of the programme.’ R17

There were also 6 respondents whose comments raised the issue of funding; 50% (n=3) had

answered the previous question with very low scores and were definitive in their responses.

‘We have an NHS which we pay for through our taxes. This service should also be part
of that’. R11

‘Funding should be through NHS though, it is an important screening to prevent health
problems that cost NHS significantly, they should therefore invest in this preventative
measure’ R8

‘This should be a part of the national NHS service as it involves children, dictates the

health of the society of tomorrow, the nation's future’ R12

The other 50% (n=3) of respondents had all answered the previous question with relatively

high scores and were less definitive in their statements.

‘Should be free really and done every year if you wish to access service or school nurse

when doing immunisations’. R9

‘I support monitoring & early [intervention]. | would expect this could be done through

school nurse provision. Their services may have been cut? Currently families are living
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in challenging financial circumstances, in some cases unable to pay for healthy food. |
assume these are the very people who need most help. These families may be excluded
from [such] a scheme due to lack of funds’ R10

‘I would be concerned with a parent funded service in deprived areas and those
children/families who would require health promotion would not be able to access

support’ R7

There were 3 respondents who commented on the potential reassurance and motivation that
such a service could offer, with 66.7% (n=2) respondents referring specifically to ‘fussy eating’

in children.

‘If the programme was run annually, parents would have an opportunity to make
changes based on the feedback they receive. Six years is a long time between
measurements. The process would also become normal for children as more of a
routine measure’ R4
‘I think a lot of parents would find something reassuring especially if your child is a
fussy eater and you are worried what it's doing’ R5
‘I think more services like this should be supported in schools. My youngest child is a

very fussy eater and | would appreciate any support’ R6

There were 2 respondents who had low scored the previous question and who offered

comments by way of justification.
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‘My answers to the last 3 questions are quite negative about the idea as | have no
primary school age children, but | think it's a great idea as it may help show
undiagnosed disorders at any earlier age’ R3
‘I would have liked to answer more concisely however both my children are in high

school and so this would not apply to them’ R2

There was 1 respondent who highlighted a concern around weighing children and the

potential emotional impact of this practice, stating,

‘Il understand the importance of promoting healthy eating to children but | don’t like
the idea of my children being weighed regularly. | would hate for them to become

conscious or paranoid about their weight’. R1

4.16 Semi-structured interviews (study 2.)

Study 2. consisted of 6 semi-structured interviews which were all carried out with senior
school leaders. The participants held similar professional positions, that is they were current
employees of state maintained primary schools located within the Greater Manchester
region. All participants perceived themselves to work in geographical areas of relative
deprivation. None of the participants worked in a special educational need (SEN) setting and

none of them worked in an independent funded primary school.

The participants who were interviewed differed in seniority; one primary school teacher(P1),

one primary school teacher with SEN responsibilities (P2), two primary school Headteachers
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(P3 and P4) and two Executive Headteachers (P5 and P6) each responsible for three primary

schools (Table 4.3).

Table 4.3 Summary table of participants for study 2.

Participant Role within Primary Schools | Assigned Participant Code | Gender

Primary School Teacher P1 Female

Primary School Teacher & SEN P2 Female

Primary School Headteachers P3 & P4 Female & Male

Executive Headteachers P5 & P6 Female &
Female

There were five significant themes that were identified throughout the interviews with two or
more of the six participants contributing to each theme. A sixth sub-theme was raised by one

of the participants (Table 4.4).
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Table 4.4 Summary table of emergent themes for study 2.

Theme

Sub-theme A

Sub-theme B

1. The primary school

environment

Impact on learning in terms of
time taken to measure

children

Holistic view of children’s

health and wellbeing

2. Parental engagement

and responsibility

Parental engagement in terms
of extra-curricular
payment/consent

forms/parents’ evenings

Parental responsibility for

children’s welfare

3. Articulating the
benefits of growth

graphs

Parental understanding the

benefits of growth graph

4. Topic sensitivity and

language diversity

Parental sensitivity around

feedback terminology

The benefits and inclusivity of

visual feedback

5. Post feedback support

Concern regarding childhood

obesity

Parental aftercare and support

Contemporary data capture

Graphs updated to reflect

diverse population

4.17 Theme 1. The primary school environment

There was clear support for facilitating a child growth programme in primary schools with

participants expressing that, while such a programme would take children away from their

studies, the impact would be ‘minimal’ P6 and therefore hosting such a programme would be
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‘perfectly acceptable’ P1. There was strong agreement for measuring children in the primary

school environment as opposed to at home or at a GP surgery.

‘I agree with the concerns of measuring children at home or in a doctor's. | think your
home's supposed to be a safe space. If a child is conscious around the height and the
weight, | wouldn't want my child being weighed at home. | don't know why. | just don't
want any negative connotations kind of thing...Some children get nervous going to the
doctor's as well, don't they? | think it makes it seem a bigger deal. If they see the rest
of the class is having it done, it takes two seconds, they're not going to think about it
again for the rest of the day. Whereas | just think it's more formal in the home setting

orin a doctor's.” P1

The participants showed particular interest in child growth as part of a fundamental measure
of health and wellbeing. It was recognised that primary schools face intense pressures and
increasing challenges, not least due to the impacts of the Covid 19 pandemic, and yet despite

this there was a high value placed on holistic support for the young students.

‘... you know education is only one element of what we do, isn't it? There's other
aspects of what we do in school that we have to consider as well in terms of their
health and other things as well, which is, | think some schools are better at doing than

others but that's why [a child growth programme] would be interesting, | think.” P4

‘If | was aware that this kind of information is a possible predictor or a measure of

something like you mentioned, bereavement, early trauma, or anything like that. It's
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really interesting, isn't it? It gives a physical piece of information to go alongside a

more of a cognitive one if you see what | mean.’ P6

One participant suggested that the opinions of school leadership can vary and be polarised

within this topic area.

‘My head teacher is very open and will do what he thinks is best for the children. Some
head teachers are quite black and white the kind of thing like, no, we don't need it
because we work in such a deprived school. My school do have a lot of pastoral care.

My head teacher is very caring about the bigger picture, not just academically.” P1

However, whilst the majority of participants saw the positives to this, there was one
participant who reported on the negative aspects of measuring in school. This participant
quickly and repeatedly closed down the suggestion of such a programme. Their concern was
not related to facilitating health related functions within the school environment, but was
around the potential financial responsibility of such a programme. This participant reported
that the school’s education budget was vulnerable to costs that could be considered
borderline education related and that stretching it further with, what was perceived to be, a
health-related programme was not feasible. They were reticent to ask parents for payment
for any school related items, often referring to payment requests as voluntary donations, for

fear of excluding children on the basis of wealth.
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‘To be honest, it wouldn't be something that | would want to start because then it
would be, "Right. Some of the children want to be weighed. Who will pay for this? Who
will pay for that?" It's just taking away from our core [purpose] of education.” P3

‘It's all about healthy eating, healthy choices, healthy relationships. That's where we

do it but that's part of our curriculum as opposed to parents buying something.’ P3

The same participant shared an opinion on child development from a holistic perspective,
suggesting that primary schools had too great a responsibility and that they were perceived
by the system as a ‘catch-all’ due the amount of time that a child spends in school,

‘Everything gets pushed onto us’ P3.

4.18 Theme 2. Parental engagement and responsibility

One participant noted that, despite time spent persistently chasing payments for school
meals and childcare, such fees often went unpaid and had to be supplemented using the
education budget. This particular participant made no contribution to any of the subsequent

themes that emerged from the semi-structured interviews.

The concern regarding unpaid school lunch fees was shared. However, the suggestion was
made that low levels of parental engagement did not always relate to chargeable items, with
some parents showing a lack of engagement around education related activities such as
parents’ evenings. Similar low engagement levels were experienced regarding non-chargeable
health offers such as flu vaccinations (nasal application) where parents are required to
explicitly consent to a vaccination being administered to their child by a health professional in

the school setting.
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‘The first letter goes out and you probably get 35% of parents sign up for an
appointment. Then letter two goes out and you probably get about 55%. Then the
teachers stand at the door when they're releasing the [child and approaches] parents

to get that number up, we get it up to 95%.” P5

One participant assimilated lack of engagement with a lack of appropriate parental
responsibility or else a system of joint responsibility between parents and their children
describing ‘child-centred parenting’ P5. A similar view was offered by a second participant

who noted in some instances a lack of parental responsibility and role modelling.

‘we have had children walk through the door at 10 to 9:00 with a bottle of Lucozade.

They've not had any breakfast. They've got a bottle of Lucozade.’ P2

4.19 Theme 3. Articulating the benefits of growth graphs

There were four participants who addressed the benefits of serial growth data. Of the four,
two participants remarked on the benefits without seeking further clarity from the researcher
with one stating ‘It’s here are the facts. What do you want to do about it for the best interest
of your child?’ P1 and the second participant noting that the awareness of an issue would be
likely to motivate some parents to make lifestyle changes sufficient to improve a child’s
growth trajectory. A third participant made it equally clear that they could not see the
benefits of such a programme and asked the researcher directly what the benefits of such a

programme would be.
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‘Why would anyone pay for that when they could just do it on their bathroom scales
and go online?’ P5. Adding ‘If you thought your child was putting weight on as a
responsible parent, you'd think you might have been to the GP anyway, wouldn't you

or losing weight?’ P5.

The same participant went on to conclude that such a programme would in fact be valuable if
it encouraged any level of parental engagement and if it consequently contributed to positive

change for even a small number of children.

‘[If] you captured a few children where otherwise their health concerns may have gone

unnoticed, then | suppose it’s a good thing, isn’t it? P5

The fourth participant demonstrated that they personally understood the benefits but
suggested that parents might not automatically do so; helping parents to understand the

reasoning behind such a programme would be crucial to its uptake and success.

‘Sometimes if they think it’s going to really benefit the child, and they can see that
benefit, and then parents do ask for support, not just around this with other things,

and if they can see the benefit of it, they are very enthusiastic and supportive.” P2

4.20 Theme 4. Topic sensitivity and language diversity
None of the participants expressed any sensitivity around measuring children’s growth,

however three did raise the issue of topic sensitivity when feeding back results to parents.
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There was a concern that they could be called upon to defuse situations involving parents

who were displaying negative emotions due to growth feedback relating to their child.

‘What I'm a bit concerned about is the number of parents whose children were
overweight who then complain when they got that data before saying that, "My child's

not overweight."’ P5

Parent sensitivity to growth feedback was raised repeatedly by a second participant who was
concerned about how feedback could make parents feel and, by way of example, they
referred to a situation in school where a parent had been sensitive to feedback relating to the

contents of their child’s lunch box.

‘it’s how you explain it to parents isn’t it, in a sensitive way,” Adding ‘It’s about being
sensitive, and getting parents onside, and getting their understanding. Then once

you’ve got that, they will generally roll with you.’ P2

The third participant who commented on parent sensitivity in relation to growth feedback
focused on the language and terminology that is often used by the NCMP to describe
children’s growth. They felt that the terms such as overweight and obese, have stigma
attached to them and can elicit negative thoughts and feelings. They also acknowledged that
the modern population in the UK consists of multiple languages and that translation might
unwittingly cause cultural offense to parents. By offering a growth graph to illustrate a child’s
growth pattern, and by limiting language to minimal yet carefully chosen terms, any negative

impact of feedback might be decreased.
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‘I think that's what the graph would get rid of. You don't need to use those words. You
can just say this trajectory is not carried on, it's shot up. It doesn't have to be

overweight, obese, any of those.” P1

And ‘I think a visual aid would be able to help. We’ve a lot of parents who don’t speak
English as a first language. If it’s visual, it’s just much clearer for everybody to see and

understand, isn’t it?’ P1

4.21 Theme 5. Post feedback support

Of the five participants who were receptive to a primary school-based child growth
programme, two commented on the benefits of having post-feedback support incorporated
into any such programme and made available to parents. The first participant suggested that
the offer of post feedback support, coupled with the use of sensitive terminology, would
further encourage parents to participate in the programme. Interestingly, they foresaw a
situation whereby a parent would be informed that their child was overweight as opposed to

underweight.

‘It’s that idea of explaining to them that their child’s BMI is a bit higher than it should

be but we want to support with that, and this is how we’re going to do it.” P2

The second school leader considered post feedback support less of a selling point and more of

a moral obligation, implying that once a health risk is identified then the identifier is

dutybound to share such information with a health or social care professional.
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‘I think that it would be only responsible of a programme that’s going to weigh children
to actually be following up where there’s issues or concerns.” And ‘Otherwise, it doesn’t
feel very responsible that somebody is measuring a child as morbidly obese, and

actually then nothing happened.’ P5

This participant offered a theoretical situation involving the identification of an overweight
rather than an underweight child with the school leader’s primary concern being the health
risks to the child as opposed to the emotional fragility of the parents upon receiving child

growth feedback.

4.22 Theme 6. Contemporary data

One participant felt strongly that measuring children’s growth could drive knowledge
forwards and contribute to a greater understanding of child growth within contemporary
populations, that is, that reflect ethnic and cultural diversity. Their view was that working to
update the current data equated to advocating for minority groups of people and promoted

inclusion.

‘We want those children to be represented in society. That's another reason a school

should want to join in because if they say, no, you never know any better, do you...?’ P1
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5 CHAPTER FIVE

DISCUSSION

5.1 Overview

A child’s growth pattern is a fundamental indicator of physical health and emotional
wellbeing and yet there is no system in England whereby individual children’s growth is
measured regularly and routinely. This study set out to explore whether a parent funded child
growth programme, undertaken within a primary school setting, could be financially

sustainable over time.

This research aimed to assess parents’ perceptions around current growth monitoring
programmes and around receiving more frequent, annual child growth feedback. Assuming
that any such programme would take place in the primary school setting, such as the NCMP,
the research aimed to assess whether parents and school leaders considered primary schools

to be appropriate environments in which to measure child growth.

If primary schools were to be programme hosts, then sustainability would require programme
adoption and support by school leadership. Therefore, this research collected views of school
leadership regarding concept acceptability and feasibility. To the author’s knowledge no
research has previously been conducted asking whether primary school leadership would be

willing to facilitate a parent funded, annual child growth and parental feedback programme.

The premise of an annual child growth programme is to monitor growth trajectories over
time, from birth through to adolescence in order to identify and investigate pattern changes

(RCPCH, 2017). Therefore, long-term programme sustainability is a fundamental tenet and
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should be a primary consideration of any health-related programme (Scheirer, 2005). In the
absence of a centrally funded annual child growth monitoring programme, this research
explored the quantifiable value that parents might personally place on child growth
information. This research considered programme sustainability theory in the context of an
evidence-based child growth programme, CHAMP (Dam et al., 2019), in order to understand
whether the programme’s end was singularly due to a lack of resource or whether it was

compounded by other factors.

5.2 Parents’ perception of early years growth monitoring

The participants of this study showed a high level of engagement when asked to describe how
they felt about growth measurements plotted in the parent held PCHR by health visitors. All
of the participants chose at least one of the six adjectives, with several participants choosing
more than one. The findings showed that parents are overwhelmingly positive about their

experience of child growth feedback.

In this study, parents expressed relief that their children were growing well and maintaining
optimal weight gain. The comments reflected the overarching purpose of monitoring infant
growth as part of the HCP, that is to ensure that weight and length are increasing as expected
throughout the early period of rapid growth (Public Health England, 2021). Although none of
the participants used the terms overweight, obese or obesity, they used the term ‘weight’ in
the context of early years, a term which was used less frequently in the context of older
children. This choice of terminology corresponds to previous findings by Puhl et al. (2011)
indicating that parents of children of all ages prefer to use ‘weight’, ‘unhealthy weight’ and

‘weight problem’ when referring to excess weight in children, as opposed to terms such as
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‘fat’ and ‘obese’. More recent research discovered that young people themselves preferred to
use ‘weight problem’, ‘BMI’ and ‘plus size’ to describe excess weight (Puhl and Himmelstein,
2018) which is of particular relevance given that the participants of the current study will be
moving into parent age and therefore the target audience of early years child growth

programmes.

Research has previously shown that parents view certain Early Years growth patterns more
favourably than others, with higher tracking trajectories considered healthier (Laraway et al.,
2010; Sullivan et al., 2011). Literature studying the overall perception of the Early Year’s
measurement programme in England is difficult to identify, however it is possible that
participants’ views were influenced by their children’s growth patterns. That is to say, if
parents were pleased with their children’s growth progression, then their perception of the

HCP may reflect this.

Through free text narrative, participants reported what could be described as a sense of
judgement and a pressure for their child’s growth to be perceived as normal. A sense of
judgement has also been reported in literature studying parents of primary aged children with
regards to NCMP feedback (Gainsbury and Dowling, 2018). This current study also revealed
evidence of parents questioning the validity of charts used to assess growth which reflected
findings from Gillison et al. (2013) and in particular, the publication date of the growth
graphs. Participants also questioned whether BMI was a reliable measure of growth in
children and whether the interpretation of growth patterns took ethnicity into account. There
is research evidencing that UK90 data overestimates the weight related health risk of children

from Black backgrounds and underestimates that of children from South Asian backgrounds
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(Firman et al., 2020). This suggests a sense of insightful questioning amongst a cohort of
parents regarding the basis of the child growth information provided in the Early Years.
However, the most recent review of guidelines published by the National Institute for Health
and Care Excellence (NICE) confirms that, whilst BMI does not specifically assess harmful
central adiposity as the more sensitive waist measurement might, the use of BMI continues to

be the recommended method of assessing weight related health risk in children (NICE, 2022).

5.3 Diminishing level of parental engagement with child growth

This study revealed a very high level of engagement with Early Years child growth monitoring.
Having an infant’s growth monitored is an active process which requires parents to have the
time, motivation and organisational skills to take their children to be measured by a health
visitor. Growth progress is received directly and plotted on a detailed standard growth chart
(appendix 11.) in the parent held PCHR. High level parental engagement has been found to be

an important element of long-term childhood weight control (van der Kruk et al., 2013).

The current study suggested a much lower level of active parental engagement with the
NCMP, which in contrast, is a relatively passive process. A large proportion of participants
were unaware of their children’s growth measurements and an even larger proportion were
unaware that their children had been measured despite national levels of NCMP
measurement being in the region of 95% (NHS Digital, 2019) and universal parent feedback
recommended (Public Health England, 2020). Although written information is offered before
and after measurement, because the NCMP operates on an opt-out basis, no parent action is

required. Local authorities may or may not commission NCMP providers to offer parent
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feedback, which takes the form of a written letter with no contextual diagrams supporting the

information (appendix 13.).

This apparent lack of awareness is an important observation as it raises the question of
parental engagement and responsibility with regards to child growth monitoring during the
primary school years. During a child’s early development (0-2 years) the onus is on parents to
ensure that children are measured by a health visitor, usually at a health centre or similar
venue, and to have a discussion regarding the results. The NCMP promotes a passive
approach whereby no action is required by parents. Active consent is not required in order for
children to be measured; measurement occurs during the school day and parents do not
necessarily receive feedback. This could be construed by parents, and by the wider system, as
a transfer of responsibility for child growth monitoring from parents to the state. Certainly,
there was an indication from the study that parents were reliant on alerts from health
professionals to inform them if there were concerns. Potential confusion and assumption
around where responsibility lies, for something as fundamental as child growth monitoring, is

significant and could present a risk to child health.

Low levels of parental engagement and responsibility was a theme raised by school leaders
who noted that fees for school meals and childcare could be difficult to recoup, and that non-
fee-based activities such as parent evening appointments were also difficult to organise.
Obtaining explicit consent for school-based health appointments, such as nasal flu
vaccinations, was cited as being particularly challenging. School leaders facilitating
programmes designed to promote positive lifestyle change to families recognise a lack of

parental engagement as a challenge (Warren et al., 2009; Fenton et al., 2017). However, low
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parental engagement is evidently not a barrier to NCMP participation possibly due in part to
the lack of involvement required of parents. The views of school leaders in this study certainly
suggested that any health programme that relied on active engagement with parents would

prove challenging.

5.4 Primary schools as an appropriate measuring environment

In recent years, school settings have been considered key environments in which to measure
and address rising levels of childhood obesity. Notwithstanding the NCMP, schools have
featured in government policy documents with regards to increased physical activity and
improved school meals (Department of Health and Social Care, 2017). The current findings
indicated that parents with no experience of the NCMP were less likely to express
reservations regarding measuring children in the school setting than those who had
experience of the NCMP. This is important because, unlike the Early Years findings where
growth feedback was associated with reassurance and usefulness, it indicates that a negative
association had formed between the NCMP and growth monitoring. It could be concluded
that a school based, annual child growth monitoring programme would be best introduced to
parents of pre-school children (Rudolf, 2009) and who had yet to have experience of the

NCMP.

However, rather than limiting their reservations to measuring children in the school
environment as the question had specified, narrative from parent participants indicated their
reservations related to the NCMP more broadly. There was a blurring of child measurement
and result feedback, with the additional claim that children had been emotionally impacted

by programme feedback viewed inadvertently.
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The study included a view of a parent who stated that they were commentingin a
professional capacity, thereby blurring the parent and professional boundaries. Conversely,
this study highlighted the complexity of obtaining views from education professionals who
were also parents. In a professional capacity, one school leader felt that the school
environment was appropriate in terms of practicality and as a parent noted that the school
environment was psychologically preferable to home or to a GP clinic. This study offers a
valuable insight into the intertwinement of growth measurement and result feedback and the

complex interplay between professionals as parents and vice versa.

Ultimately, there was a sense from school leaders that any potential benefit to children’s
health and wellbeing must outweigh class disruption and impact on learning time and
therefore a potential programme should be evidence based and compelling thus reflecting
findings by Clarke et al. (2015) that school leaders, especially in areas of particular
deprivation, feel a moral obligation to support holistic health and wellbeing (Clarke et al.,
2015). Overall, school leadership felt that primary schools were an appropriate environment
in which to measure children given that children could be measured quickly, routinely and
with no opportunity for discussion. This study adds to literature recognising that schools are
important settings for health interventions (Booth et al., 2021) and that school leadership

support is fundamental to programme initiation.

5.5 Parents’ perception of an annual child growth programme
With the introduction of an annual child growth monitoring programme, parents of nursery
aged children were most likely to consider such a programme to be helpful, followed by

parents of primary aged children and then by parents of secondary school aged children.
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Given that parents of younger children perceived early years growth monitoring to be a
positive experience, it is unsurprising that this cohort are most supportive of an annual child
growth programme and it reflects evidence that intervention is most effective during a child’s

early years (Rudolf, 2009; Blake-Lamb et al., 2016; Ming Wen et al., 2017).

An annual child growth monitoring programme would rely on the active support of parents of
primary aged children and while the majority of parents felt that such a programme would be
helpful, the proportion was significantly less that the high participation rate for the NCMP
(NHS Digital, 2019). This creates a sense that a sub-section of parents would be reluctant to
commit to an annual growth programme, and yet do not actively withdraw their children
from the NCMP. This again raises the question of parental engagement, a key theme
identified in this study through interviews with school leaders and acknowledged by Berger-
Jenkins, et al. (2017) who found that low level parent involvement could be improved by
removing cultural and stigmatising barriers, and by communicating information through

children.

However, rather than ambivalence, this potentially passive approach could reflect an
uncertainty amongst parents and school leaders regarding the benefits of growth feedback.
This study revealed that some parents and school leaders felt that the benefits of growth
monitoring were not clear and therefore the study highlighted the importance of clear

communication in this regard.

Irrespective of child age, this research showed that there is a belief held by some that

children’s health is instinctively apparent to parents, that annual growth information would
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be irrelevant and that feedback could cause negative emotional impact for no apparent
benefit. There was a confidence that health professionals would alert parents of health
concerns therefore reinforcing the notion of a transfer of responsibility for child growth away
from the parent. Conversely, parents presented counter rationale for supporting annual
growth monitoring. Parents recognised the difficulty in assessing a child’s growth pattern by
sight, they identified that growth information served as an early alert to health concerns and
they noted that data could inform lifestyle changes. Pointedly, there was acknowledgement
that the 6-year gap between the two NCMP measurements served to create an incomplete
picture of a child’s growth. This dichotomy of views was discovered by Kovacs et al. (2018)
when exploring on-line discussion regarding the NCMP, with the similarities between the two
findings striking. The authors examined on-line conversation threads regarding the NCMP
between 2011 and 2017 and found three main themes; the accuracy of NCMP feedback and
the associated response from health professionals, the relevance of data collection and the
uncertainty around having weight related discussions with children (Kovacs et al., 2018) with

each theme having both an argument and a counter argument.

This study shows that there is a high-level support for, and sophisticated understanding of,
child growth data amongst parents. However, there is also proportion of parents who
demonstrate insufficient awareness of predictive child growth trajectories and the value that

they offer parents as early indicators of physical iliness and emotional upset.

Finally, the support of such a programme may be underestimated; respondents may have
considered such a programme to be not helpful to them personally purely because their

children were not of primary school age i.e., younger or older, and therefore this might
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illustrate a misinterpreted, and therefore suboptimal, question rather than opposition to the

concept.

5.6 Narrative around child growth

National reference to the NCMP is almost always in the context of childhood obesity
reporting, and there is a longstanding association between measuring children as part of this
programme and childhood obesity levels in England. The current study showed that parents
were cautious with the language and terminology that they used, despite the questionnaire
referencing the NCMP directly. Parents rarely used the term overweight, and even less
frequently, the term obese. When these terms were used, parents inferred that they were
terms used by others, such as health professionals, rather than themselves. Puhl et al. (2011)
found that parents reacted differently to specific weight related terminology and identified
phrases which were deemed acceptable (Puhl et al., 2011). During the course of this study,
parents referred to children being above or below average weight or height, of a particular
shape or size and small verses tall. There were examples where parents had used the term
healthy weight and then avoided using terms outside of this category, referring to health
concerns or issues. The study also showed evidence of parents using the terms; growth,
keeping track of growth and children growing as they should. There was little reference by
parents to BMI and to the centiles within growth graphs that are used to assess children’s

growth category.

The semi-structured interviews with school leaders revealed a pragmatic approach to
measuring children in the school setting with none of the participants suggesting that

measuring weight or height would cause distress or upset. However, there was recognition
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that feedback that included terms such as overweight, obese and morbidly obese could be
considered offensive, and that efforts should be made to tailor language or else limit
language and offer feedback using a visual depicture. In this study school leaders avoided
using terms associated with weight, height or growth and instead referred to ‘those words’ or

plainly ‘it’.

Raising the issue of weight is considered sensitive by health professionals (Walker et al., 2007;
Bradbury et al., 2018; Thorstensson et al., 2018) and raising the issue of a child’s weight is
arguably more so. This study revealed a tension with school leaders between a holistic
approach to child health and wellbeing, and an apprehension around appropriate terminology
when addressing child growth. There has been national investment aimed at encouraging and
de-sensitising conversations around weight (Public Health England, 2017) recognising that
discussion on this topic can be uncomfortable. It is clear from historical literature that
language used to categorise weight alters as terms become stigmatised. This suggests that
professional training and weight related resources should perhaps focus on visual
representations that incorporate limited language in order to avoid misunderstandings, and
that content should adapt to reflect ever changing language landscapes (Puhl et al., 2011;

Puhl and Himmelstein, 2018).

5.7 Child growth variability

Participants expressed a belief that every child’s growth pattern was unique therefore
suggesting that using growth graphs to monitor growth could be irrelevant. Children’s weight
and height does and should increase through childhood. The rate of increase over time is

neither uniform nor linear and Robinson et al. (2019) highlight four distinct child growth
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patterns with varying future health risk linked to high or low BMI. The growth patterns that
were identified, rather than tracking along the centile lines plotted within the UK90 growth
charts, routinely crossed them (Robinson et al., 2019). Owing to the nature of child growth
patterns, serial child measurements taken before the age of 6 years best identity high risk

growth trajectories (Robinson et al., 2019).

Attempts to constrain a child’s growth trajectory to centile lines within a growth graph, rather
than allow the natural growth process to emerge, albeit within a target range, would likely be
unsuccessful and unnecessary (appendix 12.). A child’s growth pattern is inherent and is also
affected by adverse life experiences (Isohookana et al.,2016; Schroeder et al., 2021). In
identifying the complexity of child growth patterns, the participants of this study showed

sophisticated insight.

5.8 Limitations of the NCMP

Child growth variability highlights a significant limitation of the NCMP. The NCMP provides
surveillance data at two points, only one of which is earlier than 6 years of age, and therefore
it does not offer parents sufficient child growth information to help parents to predict future

growth trajectories or to prevent long-term health conditions (Robinson et al., 2019).

There is a minority of children whose growth trajectories are decreasing through primary
school and a larger proportion whose growth trajectories are increasing, putting them at high
risk of illness in later life (Guh et al., 2009; Khanna et al. 2022). National data indicates that
children’s growth patterns alter between healthy weight and overweight classifications

significantly between Reception and Year 6 (NHS Digital, 2020). This means that many
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children whose parents who are informed that their growth is within an optimal growth range
at 4-5 years, move into a higher risk zone throughout primary school years and without their
parents realising. Only because of NCMP feedback at Year 6 would parents become aware of
the change in growth status and associated increased risk. However, there is heightened
sensitivity around growth as children get older (Viner et al., 2020) and a reluctance to broach
or address weight related concerns for fear of initiating disordered eating patterns (Berge et
al., 2014). This reluctance to address overweight in childhood is likely to lead to overweight in
adulthood which is associated with multiple weight related illnesses and shortened healthy

lifespan (Grover et al., 2015).

The NCMP includes children who attend state maintained primary schools and excludes
children who attend independent schools and special educational needs settings (Department
of Health and Social Care, 2022). Other than the NCMP, there is no means by which parents
can receive routine growth feedback, and therefore changes in children’s growth trajectories
are likely to go undetected by parents (Rietmeijer-Mentink et al., 2013). This is significant
because an awareness of health risk encourages health information gathering and is

associated with positive behaviour change (Prochaska and DiClemente, 1983).

5.9 Complexity of growth charts used in England

Participants of this study questioned the relevance of growth graphs in terms of the
publication date of the current charts and the demographic data used to create them. Views
were raised regarding how accurately current populations are reflected in terms of improved

nutrition, increasing physical size and ethnic diversity.
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There is a complexity surrounding growth graphs used nationally and internationally. There
are two BMI growth charts used in England according to the age of the target population.
Both of the charts comprise data point curves; the international World Health Organisation
(WHO) growth standard data (De Onis et al.,2004) is used for those aged 2-4 years and UK90

data (Cole et al.,1995) for children aged 4-18 years.

The NCMP therefore uses the UK90 growth data (4-18 years) which originates from
approximately 30,500 child measurements from birth to 18 years of age (Cole et al., 1995).
The data points are translated into growth curves and then divided into ranges denoting
growth classifications. When the NCMP was introduced in 2006, the growth classification
thresholds were lowered to accommodate population-based assessment and so as not to
underestimate levels of overweight amongst children in England (Department of Health,
2009). The NCMP continues to use the lower 85™ and 95 centiles to report population
national trends of ‘overweight’ and ‘very overweight’ categories respectively (Department of
Health, 2008). However individual clinical assessments of BMI, and therefore parent feedback
letters, use the higher thresholds of the 915t centile for ‘overweight’ and the 98t centile for

‘very overweight’ categories (NICE, 2022).

With regards to BMI values that plot below the 2"® centile, this simply denotes ‘underweight’

for NCMP reporting purposes, for individual clinical assessments (RCPCH, no date) and also

for parental feedback (Table 5.1).
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Table 5.1 NCMP weight classifications and thresholds from 2006-2022

NCMP Classifications *From 2007/8 (NCMP, 2008) ** From 2017/18 (NCMP, 2018)
Underweight | Healthy Overweight Obese Obese
Weight (Severely
Obese **)
Population N/A <85th >85th >95th >99.6th
Reporting <2nd * >2nd<g5th *
Centile
Underweight | Healthy Overweight Very Very
Weight Overweight Overweight
Parent <2nd >2M9<91st | >91st >98th >99.6th
Feedback
Centile

Both the WHO growth standard data and the UK90 growth data are expressed in BMI values.
Scepticism was voiced by parents in the current study regarding the validity of BMI
calculations in children, although the national NCMP guidance remains unswerving that BMI,
as a measure of body composition, is preferable to other more intrusive anthropometric
measures such as waist circumference and upper arm circumference (Office for Health

Improvement and Disparities, 2022).

5.10 Limitations of current growth charts
The age and diversity of the UK90 data set, and to a lesser extent the WHO growth standard

data, suggests that the growth graphs currently used in England are decreasing in relevance
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as time goes on. A review by Haas and Campirano (2006) revealed that child growth patterns
differed according to ethnicity, primarily around the age of puberty, and that they were
hereditary to a large extent. Within ethnic populations, the study also found that socio-
economic status also accounted for significant differences in growth patterns (Haas and
Campirano, 2006). Different countries use different data charts to assess children’s growth
(Butte et al., 2007) and in 2007 an expert panel concluded that, whilst international standards
for child growth would be preferable to country specific growth charts, data should be drawn
from a sufficient sample of healthy children of different ethnic origins in order to ensure

accurate representation (Butte et al., 2007).

The current findings revealed a distrust of growth feedback and a view that visual appraisal
was a more accurate assessment of growth than standard graphs. Changes in children’s
growth, coupled with out-dated and differing data sets, compound the difficulty that parents
have predicting their children’s BMI classification (Doolen et al., 2009). Children with obesity
tend to be taller than peers with ‘healthy’ weight through primary school (Stovitz, et al., 2011)
and whilst parents find it difficult to recognise a high BMI in their children (Doolen et al.,
2009), parents associate tall stature with good physical and emotional health (Murano et al.,
2020). There is also a positive correlation between children’s stature and good socio-
economic conditions in the western world, with children in developed countries being

generationally taller than their predecessors (Prebeg, 1998).

However, to suggest that the validity of growth graphs is compromised because of changes in
the physicality of modern-day children is to misunderstand a primary purpose of growth

monitoring. The growth graph data illustrates the parameters between which children grow
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from infancy to adulthood, at which point weight related risk is assessed, with the optimal
BMI range being between 18.5 and 24.9 kg/m2 (NHS, 2019). Although populations may be
increasing in size and stature, current research is clear that a BMI value within these
parameters throughout childhood limits the health risk of weight related illness in adulthood
(Grover et al., 2014). The ultimate purpose of growth monitoring was queried by participants
of the current research and therefore it would seem that this important benefit of child
growth tracking is not fully understood or sufficiently communicated to parents and school

leaders.

5.11 Value placed on child growth information by parents

The current findings suggested that parents have positive perceptions of child growth
measurement and feedback during their children’s’ early infancy. The findings also suggest
that as their children move through school, and parents have experience of the NCMP,
perceptions become less positive. It was at the point of the questionnaire where support
seemed to be waning, that parents were asked if they would access child growth monitoring

and feedback if it were an ‘affordable’ fee-based service.

The initial response from participants suggested that, on the whole, they were cautiously
open to such a service. The study found that most respondents who felt that they would find
an annual growth monitoring service helpful, were still accepting of such a service if an
affordable fee was attached. There was a proportion of respondents who reported that the
introduction of a fee would render them unlikely to participate but then offered a view on an
affordable fee when the pre-populated amounts were revealed and so it is possible that

respondents had erred on the side of caution prior to the fee options being disclosed.
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Unsurprisingly, the majority of respondents who had stated that they would not find an
annual child growth programme helpful, did not change their views on the introduction of an

unspecified fee.

5.12 Value based fee according to Free School Meal (FSM) eligibility

The broad deprivation marker of FSM eligibility used in this study seemed to

have no impact on the willingness to access a fee-based service and had no impact on the
level of fee considered to be affordable. School leaders, by their own admission employed in
schools with high levels of deprivation, did not baulk at the concept of a fee-based child
growth programme. However, they did question whether parents would engage with a fee
payable programme in light of their professional experience of collecting school related fees

from parents.

In spite of the longstanding NCMP which is offered free of charge, and in spite of criticism of
NCMP feedback methods and content terminology (Gainsbury and Dowling, 2018), this study
showed that parents in Greater Manchester are open to paying an annual fee for a child
growth feedback service irrespective of FSM eligibility. These findings have further
significance given that children who live in Greater Manchester have worse than average
overall health outcomes when compared with public health measures for England (GMCA,

2018), including the level of childhood obesity.

5.13 Programme vulnerability to political support
The most important element of a public health programme in terms of sustainability is

political support, primarily because of the funding and resource that it can provide (Schell et
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al., 2013). Without reliance on politically governed funding, a parent funded child growth
programme could be financially sustainable, however political support could still prove an

overarching factor.

The NCMP was introduced under a Labour government in 2006 keen to measure the level of
childhood obesity in England and, in doing so, to set national targets for childhood obesity
reduction. The same government encouraged parental feedback two years later, recognising
that raising awareness could empower parents and result in positive lifestyle change.
Therefore, child growth monitoring and parent feedback that occurred every year would
appear to be positive progression, however by introducing a parent fee, the programme
becomes less ideologically aligned with that which was originally introduced by the

government of the day.

There is nothing within most recent childhood obesity policy documents that undermines or
contradicts a parent funded, primary school based, annual child growth programme as
described in this study, nevertheless there is nothing to suggest that it would be an initiative
championed by government either. Wider political consequences of an annual monitoring
and feedback programme have been raised repeatedly since the inception of the NCMP;
increased demand for health services with insufficient capacity and skill base (Walker et al.,
2007; House of Commons, 2015), ineffective weight management programmes (Mears et al.,
2019), increase of the health inequalities gap (House of Commons, 2015) and disquiet

amongst parents following child growth feedback (Ames et al., 2020).
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A political reaction to such a programme would be difficult to predict. Neither the NCMP
measurement nor parental feedback was mentioned in the three most recent childhood
obesity reduction policy papers (HM Government, 2016; HM Government, 2018; Department
of Health and Social Care, 2020). The Government target remains to halve the rate of
childhood obesity 2030 (HM Government, 2018) and, despite lack of reference in recent
policy papers, it can be assumed that the NCMP remains the tool used to assess progress

towards that target.

5.14 Sustainability of a child growth programme

Public health programmes are rarely sustainable over the long-term (Schell et al., 2013). The
concept of programme sustainability is highly complex and is non-definitive (Scheirer and
Dearing, 2011) and there are degrees of sustainability based on retaining certain programme
features whilst relinquishing others (Scheirer, 2005). Accepting that programme sustainability
requires a continuation beyond initial time limited funding, then the most important
programme characteristic is political support. Public, and therefore political, support wavers
when faced with obesity prevention policies (Fatemi et al., 2021) with which the NCMP, and

therefore any potential national child growth monitoring programme, is associated.

This current study suggested that a parent funded, primary school based, child growth
programme may be feasible. The study showed that parents in Greater Manchester would be
open to considering paying an ‘affordable’ fee in exchange for child growth feedback,
something that no other published study has previously explored. Although an important
finding, it is not sufficient to conclude that such a programme would be sustainable over the

long term.
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Stakeholders of such a programme would include parents and their children, school leaders,
programme leaders and local/national political and healthcare leadership, all of whom would
require their personal and professional priorities to be continually satisfied. According to a
conceptual framework devised by Schell et al. (2013), co-operative partnership working is an
important element of sustainability within public health programmes. High quality
programme evaluation and communication are also key and would likely be important in a
child growth programme in terms of engagement with school leaders and securing

programme agreement (Schell et al., 2013).

The current findings showed that school leaders were sceptical that parents would engage in
sufficient numbers to enable such a programme to be sustainable and it certainly was the
researcher’s experience that engaging with parents on this topic presented challenges,
however engaging with school leadership in order to secure relatively brief semi-structured
interviews was also challenging. This latter experience bears relevance given that school
leaders are gate-keepers to such a programme and therefore sustainability could be impacted
by insufficient school leaders agreeing to facilitate such a programme. Whilst the semi-
structured interviews within the study illustrated school leader acceptability for such a
programme, the difficulty experienced by the researcher to secure interviews suggests that
accessing sufficient schools for such a programme could potentially prove to be a barrier to

sustainability.

5.15 Research limitations and strengths
The aim of this research was to determine whether a parent funded, primary school based,

child growth programme in England could have long-term sustainability. Whilst the study
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results showed that the concept was feasible, the results should be taken in context of the

research and with strengths and limitations acknowledged.

The sample size of the questionnaire did not meet the study target of 250, with 110 eligible
participants completing the form, however the completion of the on-line questionnaire came
to a natural halt, and data saturation was met, with no new themes emerging. The number of
responses did offer meaningful answers to the questions posed; however in-depth data
analysis was limited by the sizes of sub-groups of participants. Analysis of questionnaire
responses revealed unexpected interpretation and ambiguity that had not been flagged

during the pilot testing phase.

The method of questionnaire distribution via WhatsApp and Facebook worked well insomuch
that responses were shared by the researcher’s network efficiently and at no extra cost to
them or to the recipient, assuming no supplemental data charges. The responses were
received anonymously and therefore may have had a greater probability of being honest than

if identifiable response methods had been used.

The number of semi-structured interviews with school leadership as part of the qualitative
study was equal to that of the original target. The participants all worked within state
maintained primary schools whereas the initial hope had been to secure interviews with a
broader range of primary schools including independent schools and SEN primary schools.
Independent schools and SEN schools are not included in the NCMP and therefore may have

offered a different perspective on the interview questions.
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The use of FSM eligibility as a marker of deprivation levels is a rudimentary measure and
therefore any findings that distinguish between higher and lower than average FSM eligibility
should be approached with caution. That said, FSM eligibility is used by the Government to
calculate supplemental budget awards and therefore does have a level of legitimacy and
accuracy. Although the FSM eligibility was not requested as part of the qualitative study,
school leaders who participated in the study all considered themselves to represent families
with a relatively high level of deprivation. Value would have added to the study had the
perspectives of school leaders who considered themselves to represent less deprived factions

of society been included.

The participants of both the quantitative and the qualitative studies were linked to primary
schools within Greater Manchester, with 9 out of 10 boroughs represented within the
guantitative study. By broadening the geographical area of the study to a county, as opposed
to a city, the opportunity to obtain parent responses from a variety of schools and socio-
economic areas was increased. Greater Manchester has a population of 2.85m which is
approximately 5% of England’s population (GMCA, 2021) and, although the sample sizes are
justifiable in terms of similar research studies, it is accepted that the number of participants
within this current study form a very small percentage of the target area population and

therefore findings should be approached with this in mind.
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6.0 CHAPTER SIX

CONCLUSION AND RECOMMENDATIONS

6.1 Overview

This research sought to understand how parents in England could be supported to monitor
their children’s growth throughout primary school, in order to early identify emotional
distress and physical health risk. There is currently no system in England that routinely
measures children from birth through to adolescence and feeds back this information to
parents, despite professional recommendations to this effect. Parents find it almost
impossible to recognise growth concerns in their own children. The increasing rate of
childhood obesity in England has compounded this inability, because it has shifted the norm,
which means that growth assessment by visual comparison between children is ever less
valid. The stigma and sensitivity that surrounds overweight in childhood discourages
conversation and encourages rebuttal, and therefore there is a reluctance to raise growth
concerns with parents. A child’s growth pattern is a fundamental indicator of physical health
and emotional wellbeing and to deny parents such an early indicator is to deny the
opportunity to make positive lifestyle changes, seek professional support and avert serious

health issues.

6.2 Research findings

This study concluded that a parent funded, primary school based, child growth programme
was feasible and could be sustainable in England. This study explored key determinants of
programme sustainability, discovering that political support was the overarching factor,
primarily owing to funding to which it could provide access. In contrast, programme impact

was the factor of least importance. This study looked at government policy post millennium
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regarding child growth, noting that childhood obesity featured predominantly, with the
introduction of the NCMP. Whilst political support for parent feedback of child growth
information was strong in the first decade post 2000, it waned significantly thereafter in line
with the emergence and subsequent end of CHAMP.

An innovative programme, CHAMP ran from 2012 to 2018 and sought to offer parents annual
child growth information via a web-based portal. The Manchester based programme worked
alongside NHS school nurses who measured all years of primary school aged children (Dam et
al., 2019). The programme reportedly had a positive impact on children’s growth trajectories

and yet was not sustainable beyond its initial public funded period.

The current study introduced an original concept; a parent funded primary school-based child
growth programme. Through a questionnaire circulated via social media, the study sought to
establish the acceptability of such a concept from a parent’s perspective, along with study
feasibility through semi-structured interviews with school leadership. The research showed
that parents were open to the idea of paying an affordable fee for annual growth information
regarding their children, irrespective of relative deprivation as measured by a broad
deprivation marker (FSM). Parents expressed support, and counter arguments, for the
proposal in line with previous literature that explored child growth feedback (Gainsbury and
Dowling, 2018; Kovacs et al., 2018), however their broad acceptance of a parent funded
programme was a novel finding. School leadership expressed concern for parents’ lack of
awareness of concerning child growth patterns and were amenable to facilitating a
programme that promised to be of benefit. However, they held reservations regarding
emotional responses to parent feedback information, programme engagement and fee

collection.
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Therefore, the current research builds on the study by Dam et al. (2019) which reported that
offering parents annual child growth information via a web-based portal was well received by
parents, was feasible to school leadership and had a positive impact on child growth patterns.
This study aimed to address the short-term nature of the programme and to propose an
alternative funding model. It has added to current literature by determining that a parent

funded, primary school-based child growth programme could be attainable and sustainable.

6.3 Recommendations (Practice and research)
There are four broad recommendations from this study relating to; parent feedback, school

leadership support, political cooperation and financial resilience.

Literature has paid little attention to the format of parent feedback despite the stigma
associated with overweight being widely acknowledged (Puhl and Heuer, 2010). Terminology
as part of the NCMP parent feedback has been altered over the years but continues to cause
offense with a proportion of parents (Gainsbury and Dowling, 2018). More research is
required regarding the format of parent feedback in order to increase support and encourage
active engagement, with particular consideration given to terminology, language, visual

diagrams, social media, video and audio messaging.

School leadership are the gate-keepers to school-based health programmes and as such their
support is crucial to any long-standing child growth programme. This study has reinforced the
understanding that school leaders have a deep sense of responsibility towards the holistic
health and wellbeing of their pupils; research is required to understand how a child growth

monitoring programme could be considered within this context. Whilst they are staunch
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advocates for their communities, school leaders acknowledge low levels of parental
engagement and further research is required to explore the extent to which this would
impact on a child growth programme. Research should also be undertaken to understand the
influence of school governors and local authority leadership on establishing school leaders as

programme pioneers.

Political cooperation at both a local and national level should be garnered, irrespective of
funding reliance, in order to strengthen programme support and longevity. Research should
explore the impacts of parental feedback on the wider health system in order to establish the
validity of the long-held view that universal feedback would lead to increased service
demand. Research should further explore the impact of parent feedback on child growth
trajectories over time in order to assess the long-term financial benefit to the NHS and wider

health system.

Finally, financial proposals should be developed in order to assess initial set up costs relating
to a parent funded programme and ongoing operational expenditure of such a programme in

order to determine overall, long term sustainability.

This research has offered a novel perspective on child growth monitoring and has asked
parents the value that they place on receiving this information and has asked school leaders
whether the concept is feasible. Responses from participants are aligned with previous
literature and this serves to validate the current study. The overall findings are positive and
are worthy of further exploration and investigation in order to prevent and reduce the society

wide impact of long-term weight related illness.
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APPENDICES

Appendix 1.

Child Growth - An indication of physical health and emotional wellbeing.

This short survey seeks to understand the importance of child growth information to
parents. Please read the Participant Information Sheet before completing the survey.
https://stummuac-

my.sharepoint.com/:w:/g/personal/21419748 stu_mmu_ac_uk/EQORN8jKzQNAg9VHisU4I3s
B-s- DE6QxvuhWMS8Jbm3_Itw?e=JOhD6d (https://stummuac-
my.sharepoint.com/:w:/g/personal/21419748 stu_mmu_ac_uk/EQORN8jKzQNAg9VHisU4I3s
B-s- DE6QxvuhWM8Jbm3_ltw?e=JOhD6d)

* Required

1. | confirm that | have read the participant information for the study (link above...please
email 21419748 @stu.mmu.ac.uk (mailto:21419748@stu.mmu.ac.uk) for a pdf copy if
required) *

Yes

No

2. | have had the opportunity to consider the information, ask questions and have had these
answered satisfactorily *

Yes

No

3. l understand that my participation is voluntary and that | am free to withdraw from the
study up until | have submitted my survey answers *

Yes

No
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4. | agree to participate in the project to the extent of the activities described to me in the
participant information *

Yes

No

5. Please state the age/s of your child/children in years

6. Please list the primary school/s that your child/children will attend, did attend or are
attending...

7....and the town of the primary school/s...

8. Children’s weight and length measurements are plotted on graphs by Health Visitors to
ensure that they are growing well (usually in the Red Book). Did you feel that this information
was....(please select any that apply)?

Useful

Interesting

Reassuring

Concerning

Alarming

Unimportant

9. Do you wish to add any further comments about the Red Book graph?

10. The National Child Measurement Programme (NCMP) measures children's growth in
Reception and Year 6 of primary school, and sometimes sends feedback to parents. The Covid
pandemic has disrupted this programme. Have you had any experience of the NCMP?
Yes, measuring only

Yes, measuring and feedback

No due to Covid disruption
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No experience of NCMP
11. The NCMP measurement of children takes place in primary schools. This means that
parents can receive growth feedback and that children are unaware of their results. Do you

have any reservations regarding measuring children in primary schools?

12. Child growth can be a sensitive topic and parents may feel judged when receiving growth
feedback. How important is it to you that anyone who measures children and offers parents
feedback is......Appropriately qualified in healthcare (1=not important, 4=very important)
13. ...Experienced in child measurement and parent feedback (1=not important, 4=very
important)

14. In England there is no healthcare system that gives parents confidential growth
information every year between Reception and Year 6. Is this something that you would find
helpful?

15. Why would you find this helpful or not helpful?

16. If annual child measurement and confidential growth feedback was offered as a service,
for an affordable fee, how likely would you be to access it? (1=very unlikely, 4=very likely)
17. What would you consider to be an affordable annual fee per. child?

£1.00

£2.00

£3.00

£4.00

£5.00

More than £5.00
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18. Finally, how likely would you be to support a parent funded, primary school based, annual
child measurement and growth feedback programme? (0= Not at all likely, 10=Extremely
likely)

19. Thank you for your time. Any further thoughts or comments that you may have regarding
this study are very welcome. Once submitted, survey answers will not be able to be

withdrawn.
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Appendix 2.

Participant Information Sheet
Could a parent funded, primary school based, child growth programme be sustainable in
England?
1. Invitation to research
| would like to invite you to take part in a research project that will form the basis of my self-
funded Masters by Research award at Manchester Metropolitan University.
My name is Sarah Vince-Cain, | am a dietitian registered with the Health and Care Professions
Council and | am exploring whether a parent funded, primary school based, child growth
programme could be sustainable in England.
2. Why have | been invited?
My research will be seeking the views of a) parents of children aged between 0-16 years of age
and who will attend, are currently attending or have attended a primary school in Greater
Manchester and b) primary school senior leadership within Greater Manchester.
3. Do | have to take part?
It is up to you to decide. We will describe the study through the participant information sheet,
which you will have access to. The on-line parent questionnaire will include consent questions.
Once answers have been submitted, you are unable to withdraw from the study.
Prior to a school leadership interview, we will ask for a signed consent form to show that you
agreed to take part. You are free to withdraw from the interview at any time, without giving a
reason.

4. What will | be asked to do?
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| shall be asking 250 parents to answer one short online questionnaire that should take less
than 5 minutes to complete and | shall be asking 6 primary school leadership to have one
video/telephone (or face-to-face if preferred) conversation lasting approximately 20-30
minutes.

It is anticipated that the questionnaires and interviews will be completed in March 2022 and
April 2022.

5. Are there any risks if | participate?

No risks have been identified.

6. Are there any advantages if | participate?

There are no rewards or recompense available as part of this research. Participants will be
making an extremely useful contribution to furthering understanding around child growth
perception.

7. What will happen with the data | provide?

The questionnaire is anonymous and does not contain any personal data. In order to organise
an interview, we may collect personally-identifiable information from you such as name and
email addresses. The interviews will be audio recorded and transcribed; this will form non-
identifiable personal data.

The Manchester Metropolitan University (‘the University’) is the Data Controller in respect of
this research and any personal data that you provide as a research participant.

The University is registered with the Information Commissioner’s Office (ICO), and manages
personal data in accordance with the General Data Protection Regulation (GDPR) and the

University’s Data Protection Policy.
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As a public authority acting in the public interest, we rely upon the ‘public task’ lawful basis.
When we collect special category data (such as medical information or ethnicity) we rely upon
the research and archiving purposes in the public interest lawful basis.

Your rights to access, change or move your information are limited, as we need to manage
your information in specific ways in order for the research to be reliable and accurate. If you
withdraw from the study, we will keep the information about you that we have already
obtained.

We will not share your personal data collected in this form with any third parties.

We will only retain your personal data for as long as is necessary to achieve the research
purpose. Any personal identifiable information, such as email addresses, that is used to
communicate with participants during the interview process will be destroyed after 6 months.
Anonymous completed questionnaires and interview recordings with be archived in line with
Manchester Metropolitan University’s policy and procedure.

For further information about use of your personal data and your data protection rights

please see the University’s Data Protection Pages.

8. What will happen to the results of the research study?

The results of the research study will be presented for peer review and for journal
publication.

9. Who has reviewed this research project?

This research is supported by a Principal Supervisor and has been reviewed by the University’s
ethics committee and by academic peers.

10. Who do | contact if | have queries about this study?

Sarah Vince-Cain Dr Orla Flannery
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Principal Investigator

Department of Health Professions,
Manchester Metropolitan University
Cavendish South, 3 Bonsall Street,
Manchester M15 6GX

Tel: 0161 247 2819

E-mail: sarah.vince-cain@mmu.ac.uk

Principal Supervisor

Senior Lecturer in Nutrition
Department of Health Professions,
Manchester Metropolitan University
Cavendish South, 3 Bonsall Street
Manchester M15 6GX

Tel: 0161 247 2819

E-mail: o.flannery@mmu.ac.uk

11. Who do | contact if | have concerns about this study or | wish to complain?

Dr Claire Fox

Head of Research Ethics and Governance for the Faculty of Health and Education, Manchester

Metropolitan University.

Email FOHE-ethics@mmu.ac.uk

If you have any concerns regarding the personal data collected from you, our Data Protection

Officer can be contacted using the legal@mmu.ac.uk e-mail address, by calling 0161 247 3331

or in writing to: Data Protection Officer, Legal Services, All Saints Building, Manchester

Metropolitan University, Manchester, M15 6BH.

You also have a right to lodge a complaint in respect of the processing of your personal data

with the Information Commissioner’s Office as the supervisory authority. Please see:

https://ico.org.uk/global/contact-us/

THANK YOU FOR CONSIDERING PARTICIPATING IN THIS PROJECT
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Appendix 3.

CONSENT FORM
Could a parent funded, primary school based, child growth programme be sustainable in

England?

Please tick your chosen answer | YES | NO

1. | confirm that | have read the participant information sheet O O
version ........ ydate e, for the above study.
2 | have had the opportunity to consider the information, ask O O

guestions and have had these answered satisfactorily.

3 | understand that my participation is voluntary and that | am O O

free to withdraw up to 2 weeks after the date of my interview

4 | agree to participate in the project to the extent of the activities | O

described to me in the above participant information sheet.

5 | agree to my participation being audio recorded for analysis. O O

6 | understand and agree that my words may be quoted O O

anonymously in research outputs.

Name of participant Date Signature

190



IF YOUR INTERVIEW IS IN-PERSON, YOUR INTERVIEWER WILL BRING HARD COPIES OF THE
CONSENT FORM TO COMPLETE ON THE DAY, ONE FOR YOU TO KEEP, AND ONE OF THEM TO

TAKE AWAY.

IF YOUR INTERVIEW IS ONLINE:
IF YOU HAVE ACCESS TO A PRINTER, PLEASE PRINT OFF THIS FORM, SIGN IT, SCAN IT, AND

EMAIL IT BACK TO THE RESEARCHER. KEEP A COPY FOR YOUR OWN RECORDS.

IF NOT, PLEASE COMPLETE THE SIGNATURE SECTION USING BLOCK CAPITALS (OR AN E-

SIGNATURE) AND SIMPLY EMAIL IT BACK TO THE RESEARCHER. KEEP A COPY FOR YOUR OWN

RECORDS.
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Appendix 4.

Semi Structured School Leadership Interview

Introductions (confirm name of primary school) and thanks

Purpose of the discussion To understand the decision making processes within primary schools
around external health programmes

Time allocated to discussion Around 15 minutes if that’s ok?

Recording and transcription Just so | don’t miss anything

Confidentiality

Context — So, I’'m a registered dietitian and I’'ve worked in/studied child growth tracking and

parent feedback for several years.

We know that parents want their children to grow well through childhood and they appreciate

high quality, objective information.

This research that I’'m undertaking is showing that parents are happy for their children to be

measured in school and that they would consider paying an affordable fee for such a service.

What | am unclear about at this stage is the feasibility of such a service from the school

leaderships perspective?

Do you use external services for which parents pay a fee, to provide services in your school?
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How does that come about?

What is the decision-making process?

How would you feel about offering a growth graph service?

Do you think that school leadership be keen to have any child growth related information?

Are there any further comments or considerations that you are able to share with me before

we finish?

Finish the interview

Reiterate thanks

Ensure contact details if any further comments spring to mind or if any queries arise
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Appendix 5.

Data summary of responses to Qu. 14

Table A.1 Data summary of responses to question 14: In England there is no healthcare
system that gives parents confidential growth information every year between Reception and

Year 6. Is this something that you would find helpful?

Not Helpful | Helpful
No. of respondents (n=110) 38 72
No. of children (n=186) 70 116
Average age (years) 9.8 9.2
Average no. of children per. respondent 1.84 1.61
% Nursery 0-4 years of total 7.1 11.2
% Primary 5-11 years of total 48.6 56.9
% Secondary 12-16 years of total 44.3 31.8
No. of primary children (n=100) 34 66
% Children potential programme participants 34 66

Table A.1 shows that children of respondents who felt that an annual child growth monitoring
system would not be helpful were older and more likely to fall into the secondary
classification, than children of those who felt that such a system would be helpful. The former

group of respondents had a higher number of children on average than the latter group.
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Appendix 6.
Sub-thematic analysis table of comments submitted by respondents who stated that they

would not find annual child growth information helpful

Table A.2 Sub-thematic analysis table of comments submitted by respondents who stated

that they would not find annual child growth information helpful

Theme Sub-theme Reported | Average
no. of agein

children | years

Professionals would | Ongoing professional support is already |1 12
raise a concern if being received

my child was not Growth charts highlight issues to health | 2 14
healthy professionals rather than to parents

This process could Parents are sensitive to growth 4 9
have negative feedback

emotional impact Children are sensitive to conversations 8 11.8

around weight

This information is Children grow differently and 8 11
irrelevant comparing them to charts is not

meaningful

The information generated is of no 4 10.8

practical use to parents
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| instinctively know | Parents are able to identify health 23 9.7
that my child is concerns without external
healthy measurement or assessment
It is a parents’ perogative to decide 9 10.3
whether health support is required
Total 59 10.5

Table A.2 organises the themes and sub-themes of narrative offered by respondents who
stated that they would not find annual child growth information helpful. The ages of the
respondents’ children for all sub-themes ranged between 9 years and 14 years with the
overall average age being 10.5 years (Year 6). The sub-theme expressed most frequently

amongst this cohort of respondents was that parents are able to identify health concerns

without external measurement or assessment.
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Appendix 7.
Sub-thematic analysis table of comments submitted by respondents who stated that they

would find annual child growth information helpful

Table A.3 Sub-thematic analysis table of comments submitted by respondents who stated

that they would find annual child growth information helpful

Theme Sub-theme Reported no. | Average
of children agein
years
A lot can change A child’s development is 5 6.4
between significant between Reception
Reception and and Year 6
Year 6 Child growth information addsto | 1 11

the holistic picture

To help me To highlight the need for lifestyle | 13 11.1

consider lifestyle changes

changes To prevent weight related health | 7 11.6
issues

To identify health Early identification can lead to 21 10.6

and wellbeing early treatment and better

issues early outcomes

197



Reassuring that growth is 7 10
progressing well despite
diagnosed health concerns
It’s hard to know Child growth information would 16 8.1
whether my child’s | be reassuring and interesting
growth is on track | It would be helpful to compare 22 8.9
my child’s growth to population
data
Total 92 9.6

Table A.3 organises the themes and sub-themes of narrative offered by respondents who
stated that they would find annual child growth information helpful. The ages of the
respondents’ children for all sub-themes ranged between 6.4 years and 11.6 years with the
overall average age being 9.6 years (Year 5). The sub-theme expressed most frequently
amongst this cohort of respondents was the usefulness of comparing child growth to

population data, closely followed by the role of child growth information in early

identification of health issues.
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Appendix 8
Data summary of responses to question 18: Finally, how likely would you be to support a
parent funded, primary school based, annual child measurement and growth feedback

programme?

Table A.4 Data summary of responses to question 18: Finally, how likely would you be to
support a parent funded, primary school based, annual child measurement and growth

feedback programme?

(0 = Not at all likely and 10 = Extremely likely) 0-4 5 6-10
No. of respondents (n=110) 38 15 57
No. of children (n=186) 71 26 89
Average age (years) 10.2 9.8 9.8
Average no. of children per. respondent 1.87 1.73 1.56
% Nursery 0-4 years of total 9.9 7.7 11.2
% Primary 5-11 years of total 46.6 65.4 56.2
% Secondary 12-16 years of total 43.7 26.9 33.7
No. of primary children (n=100) 33 17 50
% Of total primary children potential participants | 33 17 50

Table A.4 shows that children of respondents offered a score of 0, 1, 2, 3 or 4 were older, and
more likely to fall into the secondary classification, than children of those who offered a score
of 6,7, 8,9 or 10. The former group of respondents had a higher number of children on
average (1.87) than the latter group (1.56) with respondents who offered a score of 5 having

1.73 children on average. The respondents who offered a score of 5, had the highest
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percentage of primary aged children followed by respondents who offered a score between
6-10 inclusive. This data suggests that 50% of primary school children would be more likely

than not to be included into a parent funded, primary school based, child growth programme.
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Appendix 9.

Acceptability of a parent funded child growth service by all respondents

10
14% 0
21%
9
3%

A ;

8 4%
15%

2

4%
3
2%
4
4%
7
10%
6 14%
9%

Figure A.1 Acceptability of a parent funded child growth service by all respondents
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Acceptability of a parent funded child growth service by respondents according to % FSM

eligibility

11% 14%

Figure A.2 Acceptability of a parent funded child growth service by respondents who named a

primary school with less that national average % FSM eligibility_

3%

22%

Figure A.3 Acceptability of a parent funded child growth service by respondents who named a

primary school with more that national average % FSM eligibility (RHS)

202



Appendix 10.

Qu.16 Hypothesis test summary

Hypothesis Test Summary

Null Hypothesis Test Sig.2P Decision
1 The distribution of Independent-Samples .829 Retain the
payformeasurement is the Mann-Whitney U Test null
same across categories of hypothesis.
FSMgroups.

a. The significance level is .050.

b. Asymptotic significance is displayed.

Qu.18 Hypothesis test summary

Hypothesis Test Summary

Null Hypothesis Test Sig.2P Decision
1 The distribution of payQ18 is Independent-Samples .361 Retain the null
the same across categories Mann-Whitney U Test hypothesis.
of FSmgroup.

a. The significance level is .050.

b. Asymptotic significance is displayed.
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Appendix 11.

Image of WHO 0-1 Boys BMI chart
Copyright World Health Organisation. Online and accessed 23™ September 2022.

https://www.rcpch.ac.uk/resources/uk-who-growth-charts-0-4-years
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Image of WHO 0-1 Girls BMI chart
Copyright World Health Organisation. Online and accessed 23™ September 2022.

https://www.rcpch.ac.uk/resources/uk-who-growth-charts-0-4-years
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Appendix 12.

Image of UK90 Boys BMI chart

Copyright Child Growth Foundation. Online and accessed 23™ September 2022.

https://www.healthforallchildren.com/product-category/shop/growth-charts/
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Image of UK90 Girls BMI chart

Copyright Child Growth Foundation. Online and accessed 23™ September 2022.

https://www.healthforallchildren.com/product-category/shop/growth-charts/
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Appendix 13.

NCMP specimen result letters

Online and accessed 23 September 2022
https://www.gov.uk/government/publications/national-child-measurement-programme-

operational-guidance

National Child Measurement Programme specimen parent
result letters

Producing result letters

The template letter (located on the NCMP IT system), or specimen letters (available in this
document) can be used by local areas when sharing results with parents. The NCMP IT
system can generate result letters for parents using the editable NCMP parent result letter

template, through mail merging with the “Letter Generation” extract that is produced by
the NCMP system.

e The parent result letter template is set up to produce different letters depending on the
child’s BMI category and school year.

e The specimen parent result letters show each of the four BMI category letters showing
the highlighted sections where local authorities can add bespoke text, such as
information about local services and contact numbers.

Guidance on producing the letters is provided in NCMP IT System User Guide part 4;

Generating Feedback Letters.

Sending the letters

The letters should be posted to parents or carers as soon as possible (at most within six
weeks of measurement). It is recommended that the post-measurement leaflet is enclosed
with result letters to parents. This provides relevant messaging and signposts to the Better
Health — Families website for further information. This leaflet can be ordered or
downloaded from the OHID Campaignh Resource Centre.
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Specimen letter for children with a weight status of underweight

Private and confidential [LA_Name]

[LA Address1]

[LA Address2]

[LA Address3]

[LA_ Postcode]

Tel: [LA_Telephone]

Email: [LA_Email]
Parent/Carer of «FirstName» «LastName»

«Address1»
«Address2»
«Address3»
«Address4»
«AddressS»
«Postcode»

NHS number «KNHSNumbenr»

Dear Parent/Carer of «FirstName» «LastNamey,

We recently wrote to you about measuring «FirstName»’s height and weight as part of
the National Child Measurement Programme. Here are «FirstName»’s measurements.

«FirstName» «LastName»

Height (cm) «Height» Weight (kg) «Weight»
Weight Status: underweight

Date of measurement «DateOfMeasurement»

When compared to the national growth charts, which show whether a child is growing
as expected for their age, sex and height, «FirstName» would be considered to be
underweight.

Most children who are underweight are perfectly healthy but some can develop health
and wellbeing problems. If you would like to speak to us about your child’s weight
please call us on [LA to insert contact number].

A good diet and physical activity are essential to maintaining a healthy weight and
healthy growth. Visit https://www.nhs.uk/healthier-families/childrens-
weight/#underweight for lots of handy tips.
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You can find out how «FirstName»’s result was calculated, and check how «FirstName»
is growing over time, by going to www.nhs.uk/bmi.

This information has not been shared with «FirstName», other children or school staff.
Locally, this information is held by your [local NHS/local authority public health team]
and is treated confidentially. The results are sent to you, so the decision of whether to
talk to your child about them is entirely yours. More information is available at
https://www.nhs.uk/healthier-families/childrens-weight/#underweight.

Some medical conditions or treatment that your child is receiving may mean that BMI
centile is not the best way to measure your child. Your GP or other health professional
caring for your child will be able to discuss this with you.

If you wish to discuss these results please contact the NCMP Team on [local authority
to insert team and contact number].

Yours sincerely,
[Sender name and job title]

210



Specimen letter for children with a weight status of healthy weight

Private and confidential [LA_Name]

[LA Address1]

[LA Address2]

[LA Address3]

[LA_ Postcode]

Tel: [LA_Telephone]

Email: [LA_Email]
Parent/Carer of «FirstName» «LastName»

«Address1»
«Address2»
«Address3»
«Address4»
«AddressS»
«Postcode»

NHS number «KNHSNumbenr»

Dear Parent/Carer of «FirstName» «LastNamey,

We recently wrote to you about measuring «FirstName»’s height and weight as part of
the National Child Measurement Programme. Here are «FirstName»’s measurements.

«FirstName» «LastNamey

Height (cm) «Height» Weight (kg) «Weight»
Weight Status: healthy weight

Date of measurement «DateOfMeasurement»

When compared to the national growth charts, which show whether a child is growing as
expected for their age, sex and height, «FirstName» would be considered to be a healthy
weight.

This is good news. It is important that «FirstName» maintains a healthy weight throughout
childhood and into adulthood.

A good diet and physical activity are essential to maintaining a healthy weight and healthy
growth. Visit https://www.nhs.uk/healthier-families/childrens-weight/#healthy-weight for
lots of handy tips.

You can find out how «FirstName»’s result was calculated, and check how «FirstName»
is growing over time, by going to www.nhs.uk/bmi.

This information has not been shared with «FirstName», other children or school staff.
Locally, this information is held by your [local NHS/local authority public health team]
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and is treated confidentially. The results are sent to you, so the decision of whether to
talk to your child about them is entirely yours. More information is available at
https://www.nhs.uk/healthier-families/childrens-weight/#healthy-weight.

Some medical conditions or treatment that your child is receiving may mean that BMI
centile is not the best way to measure your child. Your GP or other health professional
caring for your child will be able to discuss this with you.

If you wish to discuss these results please contact the NCMP Team on [local authority
to insert team and contact number].

Yours sincerely,
[Sender name and job title]
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Specimen letter for children with a weight status of overweight

Private and confidential [LA_Name]

[LA Address1]

[LA Address2]

[LA Address3]

[LA_ Postcode]

Tel: [LA_Telephone]

Email: [LA_Email]
Parent/Carer of «FirstName» «LastName»

«Address1»
«Address2»
«Address3»
«Address4»
«AddressS»
«Postcode»

NHS number «KNHSNumbenr»

Dear Parent/Carer of «FirstName» «LastNamey,

We recently wrote to you about measuring «FirstName»’s height and weight as part of
the National Child Measurement Programme. Here are «FirstName»’s measurements.

«FirstName» «LastName»

Height (cm) «Height» Weight (kg) «Weight»
Weight Status: overweight

Date of measurement «DateOfMeasurement»

When compared to the national growth charts, which show whether a child is growing
as expected for their age, sex and height, «FirstName» would be considered to be
overweight.

It is important to be aware that when a child is a higher weight for their age it can lead
to health problems like high blood pressure and early signs of type 2 diabetes as they
grow up. Being overweight can also lead to low self-esteem and poor confidence.

What should | do now?

«FirstName» could come to the [LA to insert name of local child and family weight management service] which
is a free and fun after school club to help children and their families achieve and maintain a healthier weight. See
the enclosed leaflet or call [LA to insert contact number for local family weight management service].

or email [LA to insert email address for local family weight management service]

{Delete lines above if there are no local child and family weight management services
available, include the following line}:
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Contact your school nurse or doctor for further advice and support on how to help your
child achieve and maintain a healthier weight.

A good diet and physical activity are important to ensure «FirstName» is a healthy weight as
they grow up. Visit https://www.nhs.uk/healthier-families/childrens-weight/#overweight for
lots of handy tips.

The Chief Medical Officer has advised that most children need at least 60 minutes of physical activity per day. This
should be a mix of moderate activity like brisk walking and vigorous activity like running or fast cycling that make
your heart beat faster. We have provided a leaflet on activities in your area [LA to include leaflet or remove this
sentence].

You can find out how «FirstName»'s result was calculated, and check how
«FirstName» is growing over time, by going to www.nhs.uk/bmi.

This information has not been shared with «FirstName», other children or school staff.
Locally, this information is held by your [local NHS/local authority public health team]
and is treated confidentially. The results are sent to you, so the decision of whether to
talk to your child about them is entirely yours. More information is available at
https://www.nhs.uk/healthier-families/childrens-weight/#overweight.

Some medical conditions or treatment that your child is receiving may mean that BMI
centile is not the best way to measure your child. Your GP or other health professional
caring for your child will be able to discuss this with you.

If you wish to discuss these results please contact the NCMP Team on [local authority
to insert team and contact number].

Yours sincerely,
[Sender name and job title]
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Specimen letter for children with a weight status of very overweight

Private and confidential [LA_Name]

[LA Address1]

[LA Address2]

[LA Address3]

[LA_ Postcode]

Tel: [LA_Telephone]

Email: [LA_Email]
Parent/Carer of «FirstName» «LastName»

«Address1»
«Address2»
«Address3»
«Address4»
«AddressS»
«Postcode»

NHS number «KNHSNumbenr»

Dear Parent/Carer of «FirstName» «LastNamey,

We recently wrote to you about measuring «FirstName»’s height and weight as part of
the National Child Measurement Programme. Here are «FirstName»’s measurements.

«FirstName» «LastNamey

Height (cm) «Height» Weight (kg) «Weight»
Weight Status: very overweight

Date of measurement «DateOfMeasurement»

When compared to the national growth charts, which show whether a child is growing
as expected for their age, sex and height, «FirstName» would be considered to be
very overweight. It is important to be aware that when a child is a higher weight for
their age it can lead to health problems like high blood pressure and early signs of
type 2 diabetes as they grow up. Being overweight can also lead to low self-esteem
and poor confidence.

«FirstName» has been reserved a place at the [LA to insert name of local child
and family weight management service].

This is a free and fun after school club to help families achieve and maintain a healthier

weight. Please see the enclosed leaflet and contact us to take up this offer by post,
phone or email.
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Post: Return the enclosed registration form in the FREEPOST envelope

enclosed.

Phone: Call the local child and family weight management service on [LA to insert
contact number]

Email: [LA to insert contact email address]

[LA to amend wording as required reflecting local child and family weight management
services]

{Delete lines above if there are no local child and family weight management services
available, include the following line}:

Contact your school nurse or doctor for further advice and support on how to help your
child achieve and maintain a healthier weight.

A good diet and physical activity are important to ensure «FirstName» is a healthy weight as
they grow up. Visit https://www.nhs.uk/healthier-families/childrens-weight/#very-overweight
for lots of handy tips.

The Chief Medical Officer has advised that most children need at least 60 minutes of physical activity per day. This
should be a mix of moderate activity like brisk walking and vigorous activity like running or fast cycling that make
your heart beat faster. We have provided a leaflet on activities in your area [LA to include leaflet or remove this
sentence].

You can find out how «FirstName»'s result was calculated, and check how
«FirstName» is growing over time, by going to www.nhs.uk/bmi.

This information has not been shared with «FirstName», other children or school staff.
Locally, this information is held by your [local NHS/local authority public health team]
and is treated confidentially. The results are sent to you, so the decision of whether to
talk to your child about them is entirely yours. More information is available at
https://www.nhs.uk/healthier-families/childrens-weight/#very-overweight.

Some medical conditions or treatment that your child is receiving may mean that BMI
centile is not the best way to measure your child. Your GP or other health professional
caring for your child will be able to discuss this with you.

If you wish to discuss these results please contact the NCMP Team on [LA to insert
team and contact number]

Yours sincerely,
[Sender name and job title]
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