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SUMMARY

Childhood overw eight is a serious health concern. Checking the w eight of the child 

can be done in the prim ary care setting, w here  GPs have the opportunity  to  check 

the  w eight of children attending for routine care.

It is hypothesised GPs are unwilling to  check the w eight of children, concerned about 

upsetting children and parents. It is fu rth er hypothesised children and parents are 

not upset when the w eight of the child is checked.

A postal survey on a 20% sample of Irish GPs was conducted, ascertaining GPs' level 

of concern, and describing the ir practice in this area o f care. Secondly, the  w eight of 

a sample of 457 children (5-12  yrs) attending for unrelated care to  11 GPs was 

checked, and a post consultation telephone survey o f parents conducted, 

ascertaining the  acceptability o f weighing the child.

Results of the GP survey (response rate 80.9% , n = 393) indicate GPs are not 

consistently weighing children, especially w here the child is overw eight. Results 

fu rth er indicate tha t though GPs view  childhood overw eight as a medical problem , 

GPs believe tha t parents o f overw eight children do not view  it as such. GPs do not 

consistently use age and gender adjusted BMI centiles in their determ ination  of 

childhood overweight. W hen consulting w ith  overw eight children and th e ir parents, 

GPs are clearly concerned and affected by, and anticipate negative parental 

response, should they raise the  issue of childhood overw eight in the consultation. 

GPs are interested in further guidance in this area of care.

Results of the second part of the study include data from  434 o f 457 parents whose 

children w ere weighed when attending for routine, unrelated care. Following 

weighing of the child, most parents (98 .6  %) indicated it was useful to  check the  

w eight of the  child in this m anner. M ost children w ere  reported to  have experienced  

weighing with positive or neutral reaction. Just over 1 in 4 obese children (n=46) 

w ere fe lt by parents to have been rendered angry, anxious or upset by weighing. 

Children aged 5-6 yrs w ere least likely to  respond negatively.

These results validate GP concerns, and GPs remain inconsistent in th e ir approach. 

Nonetheless, results are enabling of a m ore systematic approach by GPs in checking 

the weight of children, supported by an educational m odule of learning in 

consultation skills to  reduce the  reported level of upset.

Parental approval for weighing (despite small reported level of upset), together w ith  

known harms relating to  overweight, favour GPs managing the  issue of childhood
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overw eight in a systematic m anner. Results support screening children for 

overw/eight at 5-6 years of age.

Further, a qualitative study on the concerns and experience of obese children ' 

indicated.
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CHAPTER 1 INTRODUCTION

Childhood overw eight is an im portant public health issue. It is of concern to  parents, 

children and GPs. Early opportunities for the  objective identification of overw eight in 

the  child are im portant, including the tim ing, accuracy, acceptability and context 

w here this is conducted. Overw eight can be reliably identified in children given 

the  m anner in which our society now approaches the  care of children This study 

is focused on the  point in tim e w here parent and child encounter a health care 

professional, the  la tte r able to  observe if the  child is overw eight, and if so, to  begin 

to form ulate  and agree a plan to  address the  issue of overweight.

Childhood overw eight has been extensively studied Research describes 

epidem iology and interventions available. Interventional studies reported are 

conducted for short periods of tim e. Little research examines e ither the acceptability  

of screening for overw eight, or the acceptability of the  interventions

This thesis examines the  acceptability of checking the w eight of the child. It does so 

with reference to  parents, children and GPs. It is based in prim ary care, w here  most 

clinical care of children is delivered The im portance of acceptability, and of 

causing anxiety to  an unknown proportion o f children and parents, when checking 

the w eight of the  child, are central to  the thesis.

General practice is a fea tu re  of many healthcare systems. It is characterised by 

delivery of long term  personal medical care over many years, often over generations,



frequently  delivered to  people and to  fam ilies, by individual General Practitioners 

(GPs)

In checking the  w eight of the  child in the consultation, it is im portant th a t this is 

conducted in a m anner acceptable to  the child, to  parents, and to  the General 

Practitioner. This is especially so fo r children w/ho are overweight.

1.1 Emergence of childhood overweight

1.1.1 Epidemiology

As data becom e available on the  prevalence of childhood overw eight, it becomes 

apparent first in developed and then in developing populations. W hile it is now  

accepted childhood overw eight is a problem  am ong the poor in rich societies, and 

am ong the  rich in poor societies, it is evident to  some extent am ong all subgroups of 

all societies (W HO 2012 Factsheet)

Data from  the  United States (US) are relevant, w here childhood overw eight is first 

clearly described in detail as a public health issue. It is useful to  consider 

epidem iology o f childhood overw eight in global term s. Finally, given th a t fieldw ork  

for this thesis is conducted in Ireland, Irish data are relevant.

1.1.1.1 The United States

US data dem onstrate progressive increases in the proportion of all children who  

w ere overw eight (American Heart Association 2 01 2 )’^°’ from  the fourth  quarter of 

the  tw en tie th  century. Data include results from  National Health and Nutrition  

Exam ination Surveys (NHANES) (1971- 2008) (figure 1).
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Figure 1. Trends in the prevalence of obesity among US children and adolescents by age 

and survey year (National Health and Nutrition Examination Survey: 1971-1974,1976- 

1980, 1988-1994,1999-2002 and 2005-2008).

20

6-11 Age (Years) 12-19

■ 1971-1974 11976-1980 ■1988-1994 ■ 1999-2002 d 2005-2008

Source: Am erican H eart Association Statistical Factsheet 2 0 1 2  U pdate

In the second half of the tw entie th  century, US society was the dom inant model 

globally, which many societies aspired to, and the yardstick by which other political 

systems and cultures measured themselves. Inherent in this was the promise of 

plenty, and freedom  from  want .

At the present tim e overweight is the most prevalent nutritional disorder 

among children and adolescents in the United States, w ith 21-24%  of American 

children and adolescents overweight, and 16-18% obese. In evolutionary terms, this 

has happened on a very short timescale.
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1.1.1.2 Global data

A global overview of the epidemiology of overweight in adult and child populations is 

provided by The W orld health Organisation (W HO) ('Obesity and Overweight' 

Factsheet 311, 2012)

'In 2008, more than 1.4 billion adults, 20 and older, were overweight. Obesity has 

more than doubled betw een 1980 and 2008, by which tim e 65% of the world's 

population w ere estimated to live in countries where overweight and obesity kills 

more people than underweight. M ore than 40 million children under the age of five 

were overweight in 2010. Close to 35 million overweight children are living in 

developing countries and 8 million in developed countries ; 65% of the world's  

population live in countries w here overweight and obesity kill more people than  

underweight.'

Overweight children grow into overweight and obese adults. Children who become 

overweight and obese at a younger age are more likely to remain overweight, and 

experience a higher level of m orbidity and a range of poor health outcomes relative  

to individuals who become overweight later in life*^ '̂^®’.

1.1.1.3 Irish data

Reliable data are available from  The Growing Up in Ireland Study, a longitudinal

study of tw o cohorts of Irish children, commissioned in 2006, including 11,000

infants and 8,570 nine year old children. Data w ere first reported in 2009 (GUI 2009).

These data include results from  15% of all 9 year olds in Ireland, and are thus

representative of the population of 9 year olds Sampling was carried out so as to
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e n su re  good  variation, geographically, dem ographically , and  socioeconomically, and 

w as co n d u c ted  th ro u g h  prim ary schools, (sampling in 910 o u t  of 3200 primary 

schools in Ireland).

In 2009, 74% of nine year olds had  Body Mass Indices (BMIs) in th e  norm al range, 

based  on In ternational Obesity  Task Force cu t off m e a s u re m e n ts  *̂ °’(Cole 2000); 19% 

w ere  overw eigh t  and  7% w ere  o bese .  Thus 1 in 4 Irish nine yea r  olds a re  overw eight 

or obese .  This is consis ten t  with im pressions from  clinical practice, and  with our 

own, previous s tud ies  co n d u c ted  in th e  general p ractice se tt ing  

In o n e  of th e s e  (White 2012), a sam ple  of 101 serially p re sen tin g  4 - 1 4  year olds and  

the ir  p a ren ts ,  was s tudied. BMI w as checked  bo th  for p a re n t  and  child using th e  

United S ta tes  C entres ' for Disease Control's  BMI-for-age re ferences .  It w as found 

th a t  14.9% of th e  children, and  51.6% of th e  p aren ts ,  w e re  overw eigh t or obese .

Only 1 of 14 overw eigh t children had a w eight previously reco rded  in th e ir  general 

practice medical record. In a second, similar practice based  s tudy, a smaller sam ple  

of 13 m o n th  olds w e re  checked  (n = 39), of which 9 /3 9  (26%) or 1 in 4 w e re  

overw eight,  and  4 /3 9  (10%) w e re  obese ,  using UK-WHO 0-4 yea r  old centile charts, 

with cu t offs of 91% and  98 % for overw eigh t and  obes ity  Data d e m o n s t ra te  high 

p revalence  of overw eigh t and  obesity  am o n g  Irish children, which data  form  p ar t  of 

th e  ra tionale  for this thesis.
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1.1.2 Definitions

Body Mass Index (BM I)

BMI is a calculated value, defined as w eight of the  individual in kilograms divided by 

the square of the height of the  individual in m eters BMI was described by a 

Belgian statistician (Adolphe Q uete le t b 1796 -  d 1874), initially for the  consideration  

of overw eight in adults. It is known tha t increases in BMI among adults correlate  

with increasing m orbidity and prem ature m ortality*^"’.

Correlation betw een BMI and m orbidity and m ortality  for children is less well 

established, but em erging evidence increasingly supports the concept th a t higher 

BMI in children is also associated with excess m orbidity and m ortality  BMI is

recognised by the  International Taskforce on Obesity (lOTF) as the  m easure to  be 

used in determ ining if weight is w ithin a normal range and it is now  used in the  

context o f gender and age related centiles for children for most research and clinical 

purposes. Objective m easurem ent of height, w eight and calculation o f BMI are  

im portant. Several studies dem onstrate neither patients nor health care 

professionals are accurate in the ir subjective estim ations of the child's w eight, w ith  

both parents and GPs systematically underestim ating the  w eight o f th e  child.

O verw eight

O verw eight in adults is determ ined on the  convention w hereby individuals w ith BMI 

of greater than 25 are considered overweight, those w ith a BMI of greater than 30  

are obese, and those with BMI of greater than 35 are considered m orbidly obese  

(W HO  Factsheet 2012) Use of BMI among children and adolescents must still be
6



undertaken with some caution bearing in mind BMI is not as closely correlated  

with m orbidity and m ortality  in children, nor is it a direct m easure of adiposity  

Nonetheless, overw eight in children is determ ined on the  basis of BMI, expressed as 

gender based percentile, in clinical work, and in much research. Thus in practice and 

in research simple m easurem ent of BMI in children is refined by expressing a BMI 

centile w ith relation to  a reference population of m ale and fem ale  children  

respectively, enabling account to  be taken of ethnic variations.

Adiposity

Adiposity is the presence o f an excessive percentage body fa t in the  child or adult. 

Though fe lt m ore closely to  reflect risk than BMI, it is m ore com plex and costly to  

measure reliably . M easu rem en t techniques for adiposity include hydrostatic  

weighing, electrical im pedance, m easurem ents of skin fold thickness at d ifferent 

points, limb and abdom inal circum ferences (the la tter subject to  m arked inter 

observer variability) and X Ray absorptiom etry, which is regarded as the  gold 

standard BMI is m ore simply calculated on the basis of height and weight, is 

easier to  m easure reliably, and is subject to  less inter observer variability.

Pathological outcom es are thought to  relate m ore closely to  adiposity, and less 

reliably to  BMI, but it is BMI which is now recom m ended and used predom inantly for 

clinical evaluation and m ainly used in clinical research. Use of BMI or adiposity is the  

focus of ongoing debate  Scientific researchers and epidemiologists favour 

adiposity on the basis o f its clearer correlation with risk, but pragm atic researchers 

and clinicians favour BMI, based on ease of calculation and greater reliability of 

m easurem ent in th e  contexts o f clinical care, and o f observing populations

7



Defining overw eight in children

In clinical practice, overw eight in children is determ ined using BMI. Use o f BMI in 

children is furth er developed using gender and age based percentiles or z scores, 

calculated w ith reference to  a standard population. This is clearly described by Cole 

Flegal Ogden and 0  Dea This approach is further refined by taking  

statistical cut o ff points (for exam ple the and 95'^ centiles respectively) for 

determ ining overw eight and obesity respectively M ost recent refinem ents for 

the  use of BMI among younger populations now includes the use of puberty phase 

specific centiles which take account o f physiological developm ent of the  adolescent 

when calculating BMI centile, recognising the variations betw een physiological 

developm ent and the  chronological age of individual adolescents

In checking the  w eight of children, current practice is to  make a determ ination  of 

child weight, based on BMI percentile  values for a particular population and gender 

Individual children in a reference population may be determ ined as being w ithin  

normal weight range if the ir BMI is greater than the 7'^centile and less than the  

85*^centile fo r all children of the  same gender and age w ithin th a t population. A 

relevant exam ple of a specific population would be th a t of 192,727 children from  

Brazil, Great Britain, Hong Kong, The Netherlands, the  United States and Singapore, 

as originally described by Belizzi and Cole in 2000

Reliable, rapid and accurate m easurem ent o f both height and w eight for children is 

view ed as practical and feasible by clinicians Thus it is possible to  have the  

presence or absence of overw eight in a child objectively and quickly confirm ed by
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Doctors and Nurses during routine consulting, using reliable measuring techniques, 

by calculating BMI, and referring to cut o ff points or centiles w ith respect to  an 

appropriate reference. Variation is still evident in ternationally in the cut o ff points 

favoured by d ifferent agencies, and on the  reference population used. Researchers, 

policy makers and clinicians still take d ifferent points of view  on the cut off points in 

determ ining childhood overw eight, but the  impression on viewing the  literature is 

th a t clearer consensus on this issue increasingly identifies BMI, expressed as a 

centile, with reference to  an appropriate reference population of children /  

adolescents of the  same gender and age, as the accepted com m on approach in 

determ ining if the w eight of an individual child is underw eight, norm al, overweight 

or obese. Communicating on the issue of overw eight to  parents and to  overw eight 

children however is m ore complex.

W hen a child is found to  be overweight, com m unicating this to  the  child and parents  

is difficult, because of feared social and psychological consequences for the child and 

parents A body of literature exists which describes doctor 'an tifa t bias,' which 

partly reflects these concerns but the  difficulties in this com m unication are 

clearly greater than physician 'an tifa t bias,' and re late  to  added uncertainties and 

com plexity in consulting w ith children and parents as opposed to  adults. If the ir child 

is determ ined to be overw eight, parents may be surprised at this, and may feel 

judged unfavourably in relation to  the ir parenting skills. They may also feel defensive 

and protective regarding the ir child. Further, in th e  m any instances w here parents 

themselves are overw eight, they may feel personally criticised, guilty or angry.



Child a n d  A d o le s c e n t

Var iat ion  is e v i d e n t  in de f in i t ions  o f  t h e  t e r m s  child,  ch i ld h o o d ,  a d o l e s c e n t ,  a n d  

t e e n a g e r .  'Ch i ld ho od '  inc ludes  s eve ra l  o v e r la p p in g  s u b g r o u p s  inc luding  infants ,  

p r e sc h o o l  ch i ldren ,  to d d l e r s ,  p r im a ry  sc hoo l  ch i ldren ,  p r e  t e e n  ch i ldren  a n d  

s e c o n d a r y  school  ch i ldren .  Defini t ions  can  b e  b a s e d  o n  s t a g e s  of  psychologica l  o r  

an th ro p o lo g ic a l  d e v e l o p m e n t ,  o r  on  age .  Th e  Na t iona l  In s t i tu te  o f  Clinical Exce l lence  

(NICE) Guide l i ne  on  Chi ldhood O v e r w e i g h t  s imply  d e f in e s  ch i ldren  as  indiv iduals  

y o u n g e r  t h a n  18 y e a r s  A d e t a i l e d  c o m p a r i s o n  o f  t h e s e  de f in i t ions  w o u l d  n o t  b e  

useful  h e re .  Infants  will b e  t a k e n  t o  m e a n  ch i ldren  u n d e r l  y e a r  of  age ,  p r e s c h o o l  

ch i ldren  t h o s e  a g e d  b e t w e e n  1 a n d  u p  t o  five y e a r s  of  age .  O ld e r  ch i ldren  will be  

c o n s i d e r e d  as  p r im a ry  scho ol  ch i ld ren  ( a p p r o x i m a t i n g  t o  5 t o  12  years ) ,  o r  as 

a d o l e s c e n t s  o r  s e c o n d a r y  schoo l  ch i ldren  (13 t o  18  years ) .

Pr imary  Care

Pr imary  c a r e  is ' e sse n t ia l  h e a l t h  ca re ,  b a s e d  on  prac tica l,  scientif ical ly s o u n d  a n d  

socially a c c e p t a b l e  m e t h o d s  a n d  t e c h n o l o g y  m a d e  universa l ly  acces s ib le  t o  

individuals  a n d  fami l ies in t h e  c o m m u n i t y  t h r o u g h  t h e i r  full pa r t i c ip a t io n  a n d  a t  a 

cos t  t h a t  t h e  c o m m u n i t y  a n d  c o u n t r y  can  a f ford  t o  m a in t a in  a t  e v e r y  s t a g e  of  t h e i r  

d e v e l o p m e n t  in t h e  spir i t  o f  self  re l iance  a n d  s e l f - d e t e r m i n a t i o n . '  This def in i t i on  is 

t a k e n  f r o m  t h e  Alma-Ata d e c l a r a t i o n  o f  1 9 7 8  t h e  first  i n te rn a t i o n a l  d e c la r a t i o n  

recogn is ing  a n d  desc r ib ing  p r i m a ry  c are .  G o o d  p r im a ry  c a r e  is n o w  t a k e n  t o  m e a n  a 

ra n g e  of  se rv ices ,  de l iv e re d  t h r o u g h  a s p e c t r u m  of  discipl ines,  in t h e  c o m m u n i t y ,  

w h e r e  t h e  p a t i e n t  lives. Historically,  it ha s  b e e n  d e l i v e re d  by Pr ima ry  Care  Phys ic ians
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(which t e rm  is of ten  used synonymously  with t h a t  of GPs or Family Doctors),  and 

Communi ty  Nurses.  More  recently,  pr imary care is a u g m e n t e d  by Nurses,  

Psychologists,  Dieticians, Occupat ional  Therapists,  Counsel lors and Pharmacists.  In 

cer tain  health care sys tem s (eg parts  of t h e  Uni ted States),  com m uni ty  based  

paediat r icians  are  included within t h e  domain  of pr imary care

Genera l  Practi t ioner

The World Organisat ion of National Colleges and Academies  of General  Practice 

(WONCA), a global organisa tion of  Primary Care Physicians, Genera l  Practi t ioners  

an d  Family Physicians, def ines General  Practi t ioners  as specialist physicians, t ra ined 

in t h e  discipline of  general  pract ice and pr imary care,  t h e  characterist ics of which 

include c o m m i tm e n t  to  open  access to  all pa t ien ts  for  t h e  initial and  ongoing 

m a n a g e m e n t  of all medical  problems  in a cost  ef fective manner ,  being available over 

t ime,  to  individuals and families, and d em o n s t r a t in g  an effective in teres t  in 

address ing health issues known to  be especially re levan t  to  t h e  popula t ion w h e re  

t he i r  service is delivered.  The u p d a t ed  2002 WONCA definit ion of  genera l  pract ice 

runs  t o  several  pages

A c o n tem p o r a ry  overview of General  Practice is e l a b o r a t ed  by Howe,  (2010 William 

Pickles Lecture 2010)*"^’. She explores t h e  tens ion  b e t w e e n  t h e  desirability and 

impracticality of providing cont inual  personal ised  ca re  by a single GP. She recognises  

t h e  increasing diversity in t h e  m a n n e r  in which househ o lds  and families ar e  now 

cons t i tu ted ,  bu t  observes  t h a t  ' continui ty of care can be  held by a t e a m ,  a well -used 

se t  of records,  an expecta t ion,  and an em ot ional  bond. '
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1.2 Influences

1.2.1 Family and environment

A fam ily is a group of individuals linked with each other through consanguineous 

relationships, social affin ity (by m arriage or cohabitation) and or shared 

accom m odation or consumption. For the  purpose of this study, the term  is used 

narrowly, relating to parents and children, living together.

The im portance of fam ily to  the growing child is overarching. There is a spectrum of 

outcom es fo r any child, influenced by the extent to  which positive parental 

influences and nurturing can be brought to  bear in realising the potential o f the  

child. A balance exists betw een the  extent parents can select influences which affect 

the child, and the extent to  which external influences im pact on the  child. Profound 

changes in fam ily and environm ent, during the last several generations, have 

resulted in influences operating on the  child, beyond parental control, several of 

which im pact on the probability o f the  child becoming overweight.

Two concepts relevant to  childhood overw eight include the  obesogenic fam ily and 

the  obesogenic environm ent which concepts have becom e increasingly 

prom inent in the  research literature from  the  during the last tw en ty  years The 

obesogenic fam ily  is characterised by fam ily m em bers being overw eight, living in a 

disadvantaged area closer proxim ity to  fast food outlets low er levels of 

parental (particularly m aternal) education, and poverty in the  socioeconomic sense 

w here  living in deprived areas w ith  poor social am enity increases the
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l ike lihood of  o v e r w e ig h t .  P a re n t a l  m e n t a l  h e a l t h  p r o b l e m s  a l so  i m p a c t  nega t ive ly  on  

t h e  BMI of  ch i ldren

T he  o b e s o g e n i c  e n v i r o n m e n t  is c h a r a c t e r i s e d  by less o p p o r t u n i t y  an d  f e w e r  

faci l i t ies fo r  exerc i se  act ivi t ies,  lightly r e g u l a t e d  c o d e s  o f  p r ac t ic e  in f o o d  p ro d u c t i o n  

a n d  adver t i s ing ,  pa ss ive  cul tura l  a c c e p t a n c e  of  s e d e n t a r y  act ivi t i es,  a n d  a c c e p t a n c e  

of  o v e r w e i g h t  a n d  o b e s i t y  as  no rm a l .  In e v o l u t i o n a r y  t e r m s  t h e  o b e s o g e n i c  

e n v i r o n m e n t  is a ve ry  r e c e n t  a n d  p r o f o u n d l y  i m p o r t a n t  fa c t o r  in h u m a n  hea l th

Availabili ty o f  w o r k  o u t s i d e  t h e  fami ly  can  a l t e r  t h e  probabi l i ty  of  ch i l d h o o d  

o v e r w e ig h t .  T h e r e  m a y  be  n o  readi ly  ava i lab le  work ,  resu l t in g  in a n u m b e r  of  

s e c o n d a r y  u n f a v o u r a b l e  c o n s e q u e n c e s ,  inc lud ing  r e d u c e d  p a r e n t a l  physical  activity,  

e c o n o m i c  d i s a d v a n t a g e  res t r ic t ing  p a r e n t a l  abili ty t o  m a in ta in  g o o d  qua l i ty  d ie t  in 

t h e  family,  a n d  l imi ted  o p p o r t u n i t y  t o  e n g a g e  in physical  act iv i t ies r equi r ing  m o n e y  

(for e x a m p l e  p u r c h a s in g  access ,  t ra in in g  a n d  e q u i p m e n t  fo r  pa r t i c ipa t io n  in sport ) .

Al te rna t ive ly ,  w o r k  m a y  be  ava ilab le ,  b u t  it m a y  i m p a c t  nega t iv e ly  o n  p a ren t in g .  If 

w o r k  is poor ly  pa id ,  involves long h ou r s ,  p r o l o n g e d  c o m m u t i n g ,  ant isocia l  shifts,  a n d  

is s e d e n t a r y  a n d  m o n o t o n o u s  in n a t u r e ,  t h e s e  f e a t u r e s  will b e  impov er i sh ing ,  a n d  

in c r e a s e  t h e  probabi l i ty  of  o v e r w e ig h t .  Pa re n ta l  t i m e  a n d  e n e r g y  is t a k e n  o u t  o f  t h e  

h o u s e h o l d ,  f inancial  c o n s t r a i n t s  still o p e r a t e ,  a n d  l ike lihood o f  child o v e r w e i g h t  

i ncrea se s .
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1.2.2 Behaviour

Behaviour is t h e  re sp o n se  of an organism to  stimuli arising f rom its env ironm ent .  

W h e n  behaviours  ar e  carried o u t  consis tent ly by individuals, t h e y  b e c o m e  habits.  

Behaviours  and  habits,  of children,  adul ts  and health care professionals,  a re  

im p o r tan t  as d e t e r m in a n t s  of weight.  It is helpful to  consider  t h e  behaviours  of 

individuals and of health care professionals,  particularly in t h e  contex t  of t h e  m a n n e r  

in which t h e  commercia l i sed  food indust ry  o p e r a t e s  in m os t  societies.

Individuals w h o  co n s u m e  m o d e r a t e  a m o u n t s  of var ied d ie t  in a sociable m an n er ,  in 

t h e  con text  of an active lifestyle, a re  m o r e  likely to  mainta in  normal  weight .  

Conversely,  individuals consuming excessive a m o u n t s  of  ene rgy d en s e  foods ,  in t h e  

con tex t  of s ed e n ta ry  lifestyle, a re  m o re  likely to  b e c o m e  overweight .

Commercial i sed product ion of food,  und e r ta ken  in an industrialised m anner ,  in a 

capitali sed society, affects t h e  weight  of individuals. Product ion of food,  co n d u c te d  

primarily as a m on e t i s e d  and 'for profit '  activity, in a ' light to uch '  regula ted  society, 

impacts  negatively on t h e  ability and  t h e  probabili ty of individuals in t h a t  society 

mainta in ing a heal thy weight .

'Light regulat ion'  of t h e  food indust ry results in t a r g e t e d  market ing  of, and provision 

of ene rgy  de n s e  foods , in a m a n n e r  m os t  conv enien t  t o  consum er s ,  especially 

chi ldren . 'Market ing'  may  ostensibly be  co nce rn ed  wi th commun icat ing  a b o u t  a 

product ,  bu t  in this context ,  it m u s t  be also v iewed as t h e  acquisit ion of profit  

th ro u g h  modifying t h e  behaviour  of individuals, w h o  them se lves  ar e  label led in t h e
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process as 'consumers.' The process operates through modifying the manner in 

which food is acquired, actively promoting the provision and selection of energy 

dense foods, available and consumable, w/ith minimal expenditure of energy, on the 

part of those consuming.

Lightly regulated marketing is especially directed at children, and conducted through 

mainstream media. It includes targeted advertising of energy dense foods during 

peak viewing times for children (a ubiquitous feature of mainstream television). This 

process is recently and accurately described in Ireland by O'Gorman in a descriptive 

study on the content and volume of advertising on television during children's peak 

viewing time where it is noted that in 82.5 hours of programming, 1155 cues for 

foods and beverages were broadcast, the authors concluding this data provides 

'further evidence of the prominence of unhealthy foods in children's programming.' 

Similar concerns relate to messaging in print media, more traditional bill board 

advertising, with signage and highly visible presence of fast food restaurants in 

shopping malls and most communities, proximity to which is now recognised and 

known to be a 'risk factor' for childhood obesity

A fatalistic perspective on the impact of the commercialised food industry is 

presented by House (2013) noting that 'manufacturers and advertisers prefer to 

continue grooming us into lone choosers bent on competitive hedonism.' This vision, 

subjective as it is, does reflect the scenario of any child, passively watching television 

on their own, snacking on energy dense, heavily salted and sugared snacks, in an 

impoverished suburban environment, their open mind passively presented to
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sophis t ica ted  visual and audi tory  messaging devised by focused  t e a m s  of 

market ing psychologists,  nutri t ionists,  graphic designers and  media  exper ts ,  

purposefully em ployed  by strictly for profit  companies ,  opera t ing  largely unfe t t ered .

Behaviours  of health  care professionals ar e  impor tant .  GPs do no t  rout inely check 

t h e  weight  of children,  and  are  deep ly  uncomfor ta bl e  a b o u t  doing so. The 

spokespe rs on  for  t h e  Irish College of General  Practi t ioners,  co m m en t in g  in 2011, 

obser ved t h a t  'W hen  I see  an 11 yea r  old w ho  is 11 s tone .  I'm tear ing my hair out ,  

but  telling t h e m  they  are  ov erwe ight  is difficult. Vulnerable people  w h o  are  

overweight  may  feel judged if the i r  GP brings it up. I know GPs w h o  have been 

for thr ight  in thei r  d ie tary advice, b u t  the i r  pa t i ent s  have been  emot ional ly  

t r au m a t i se d  by it Evidence indicates rout ine  weighing by GPs is no t  common ly  a 

behav iour  or habit  of GPs in t h e  consul ta t ion  in many hea l thcare  sys tems (59-66).

Denmark is on e  of t h e  countr ies  repor t ing stabil isation and reduct ion in levels of 

childhood overweight  It is of in tere s t  t h a t  in t h e  Danish sys tem,  GPs do check th e  

we igh t  and  height of children systematically,  as par t  of t h e  Primary Care Health 

Check, normal ly co nduc te d  on 5 yea r  old school  children Systemat ic  weighing of 

children by GPs does  m ean  t h a t  GPs and pa r en t s  will u n d e r s ta n d  earl ier  if t h e  child is 

bec oming  overweight ,  and  as such,  it c r ea tes  an oppor tun i ty  for  collaborat ion and 

earl ier  intervent ion.

1.2.3 Food

Food has changed  f rom th a t  which was  laboriously hun ted ,  ga t her ed ,  grown and 

p re p a re d  within families,  c o m p o s ed  of  lower  fa t  c o n te n t  foods  with low glycaemic
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index, to  th a t which is produced by a highly industrialised process, which is higher in 

fa t content and w ith high glycaemic index, actively m arketed to  and passively 

consumed by individuals. It has becom e m ore likely th a t individuals will consume 

excessive am ounts of energy dense foods, high in fa t, salt and refined carbohydrate, 

and doing so in such as a m anner as will expend far less energy acquiring food than  

previous generations. Further, the ir overall physical activity levels will be low er than  

those fo r which the ir physiology is evolved.

1.3 The importance for children of being overweight

The overw eight child w ithin the obesogenic fam ily poses an ethical dilem m a for 

society, parents and for health care professionals, as research increm entally  

elucidates the  extent to  which childhood overw eight is harm ful.

On one hand, there  is the perspective tha t evidence associating overw eight with  

harm is not persuasive; findings and observations from  HOVYS (Health of Young 

Victorians Study, Australia) reflect this v iew point The non interventional 

perspective would include the idea th a t it is a m atter fo r the  fam ily as to  how they  

may wish to  v iew  childhood overw eight. It would emphasise th a t pathological 

outcom es attributable  to  overw eight are overstated, th a t fitness is of greater 

im portance than fatness, th a t overw eight m em bers o f society are not sufficiently  

concerned about being overw eight, and th a t unless they  are, in tervention is bound 

to  fail, no m atter how ardent the  interventionists The non interventional 

perspective would maintain th a t cost benefit analysis of interventions do not justify
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the  expenditure of resources, the final reports from  LEAP 2 being a good exam ple of 

the la tter On the  other hand, there  are the  known outcomes for overw eight 

children.

1.3.1 Known medical outcomes for overweight children

There are early physiological differences betw een normal and overw eight children, 

including differences in m etabolic m arkers, insulin levels and cytokine m etabolism  

In the longer term , less good health outcom es are increasingly evident. A 

convincing body of evidence exists describing a w ide range of less good

health outcomes for overw eight and obese children.

Several medical conditions are clearly associated with overw eight in the  child and 

adolescent. These include metabolic conditions (Type 2 diabetes mellitus, 

dyslipidemias and the  metabolic syndrom e), cardiovascular conditions (left 

ventricular hypertrophy, hypertension and atherosclerosis), respiratory conditions 

(asthma and obstructive sleep apnoea), and orthopaedic conditions (slipped capital 

epiphysis, Blounts disease, accelerated osteoarthritis in overw eight adults). 

Childhood overw eight is associated w ith  non alcoholic fatty  liver disease, the  long 

term  im portance o f which is uncertain, but likely to be negative. Psychological 

outcomes are less good for overweight children. Data from  The Growing up in 

Ireland Study dem onstrate being bullied is m ore likely among overw eight children. In 

the longer te rm , chronic obesity among adolescents is clearly associated with  

increased psychiatric m orbidity Hospital admissions of obese children and
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adolescents have increased fourfold during the last decade relating to Type II 

Diabetes, Sleep Apnoea Syndrome, Asthma and higher rates of complications during 

pregnancy among young overweight pregnant w/omen.

1.3.2 Known behavioural outcomes of overweight children

Being overw/eight during childhood reduces probability of the child engaging in 

activities known to be important in maintaining a weight within normal range 

thus compounding the problems of an increasingly sedentary lifestyle adding to the 

problems of overweight. The incidence and prevalence of overweight in children 

subjected to non accidental injury is higher. Children subjected to non accidental 

injury are more likely to become overweight adults with a higher risk of early 

onset cardiovascular events A relationship exists between bullying and childhood 

overweight features of which include the fact that overweight children are more 

likely to be victimised by being bullied at school than children who were not 

overweight.

1.3.3 Known social outcomes for overweight children

The overweight children experience difficulties in effectively participating in a range 

of social activities and are less likely to be effective at engaging in team based 

activities, or in the successful acquisition of skills necessary for engagement in 

sports. The overweight child, as previously stated, is also more likely to be the
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subject of bullying O verw eight children are m ore likely to  grow into overw eight 

adults, for whom  there  is a w ide variety of well docum ented less good social 

outcomes as well as less good medical outcomes.

1.3.4 Stigma

Stigma is a mark of disgrace associated w ith a particular circumstance, quality, or 

person, deriving from  the  greek, meaning to  brand or prick w ith a pointed stick. 

Stigmatisation is usually described as being carried out by a m ajority, on an 

individual or a m inority. Deprivation, loss and social ostracisation are consequences 

of stigm atisation. Ostracisation, also derived from  the greek, relates to  w here  

villagers marked th e  nam e of an individual on a broken shard of pottery  (ostrakoi), 

leaving these in a pile in the  m arketplace, indicating the ir preference for the  nam ed  

individual to  leave the  village.

A fu rth er aspect of stigmatisation relates to  health care professionals. A body of 

literature  exists supporting the  idea tha t Doctors are perceived by overw eight 

patients as having an 'an tifa t' bias and have been perceived as colluding in the  

stigmatisation of overw eight patients

GPs are known to  be sensitive to  this, to an extent which arguably inhibits them  from  

checking the  w eight of children

Failure to  address stigm atisation, or inadvertently to increase it, are both likely to  

result in dam age to  the therapeutic  alliance betw een the  health care professional 

and the  fam ily, delaying effective engagem ent by parents and professionals in
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supporting the  child, and addressing weight m anagem ent. Parental concerns include 

fear o f being blam ed for the  child being overweight, concern regarding the  child's 

m ental health, doubts regarding the com petence of the  professional, and the tim e  

available to  the  professional to  deal w ith the issue Collectively, this evidence 

lends w eight to  the  im portance of evaluating acceptability when checking the  weight 

of children.

1.3.5 Behaviours associated with normal weight in children

Parental behaviours are im portant in m aintaining a healthy w eight in the  child. 

Parental behaviours known to  be im portant include the  extent to  which parents 

m ake provision in the  prenatal and antenatal period, in the  im m ediate post partum  

period, and throughout childhood and adolescence.

Parental exercise and eating habits, and the  intention to  breast feed are known to  be 

im portant. M aterna l w eight gain during pregnancy is predictive of overw eight in the  

child . Active parental interest in the  purchase o f food, food preparation, cooking, 

taking steps to  ensure com m unal meals at hom e, and parental interest in 

encouraging physical activity are known to  be im portant. It is known th a t  

educational advantage (particularly m aternal educational a tta inm ent) is of 

im portance, and impacts on the  weight of the child.

Child behaviours are known to  be im portant in m aintaining a healthy weight. W here  

children have opportunity to , and are encouraged to  engage in physical activity, 

w here there  is regard to lim it the ir engagem ent in sedentary activities (particularly



watching television), w here they  are systematically facilitated w ith healthy food  

choices, and exposed to  good eating habits, the  sum effect of the ir own behaviours 

is m ore likely to  result in a healthy weight. Conversely, if hom e environm ent and 

parenting do not actively support these values, behaviours o f parents and children 

are m ore likely to  result in overw eight. Behaviours known to  lead tow ards becoming  

overw eight include snacking on energy dense foods, greater engagem ent in 

sedentary activities (television watching) and avoidance of physical activity*^'®®'®®*.

1.4 Health Policy

'Policy' is defined (Oxford dictionary) as 'a course or principle of action, adopted by 

an organisation or individual.' It derives from  the  Greek 'polis' indicating city. Policy 

means the  stated purpose or objective of a group of individuals, originally citizens of 

a city or state for exam ple, but latterly  including any group o f organised individuals 

(eg health care professionals, concerned patients, political parties, or state agencies). 

Intention to  act is implicit in policy, w ith  a view  to  solving com plex problems at a 

societal level. Policy includes initial observation and recognition of need, definition  

of a problem , conduct o f experim ental research to  solve the  problem , thence to  

confirm ation o f steps to  be taken to  resolve it.

The num ber o f policy documents relating to  childhood obesity is large, and 

originates from  supranational, national and regional governm ent, and from  

professional organisations and collaborations In considering policy on childhood 

overw eight, w e exam ine international policy, and then policy from  Ireland.
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1.4.1 International policy on childhood overweight

National policies fronn the United Kingdom (UK) and Denmark are of interest. There 

are clear similarities between Ireland and the UK (geographical proximity, similarities 

in health care and education, social and cultural similarities). In Denmark, rise in the 

prevalence of childhood overweight appears to have been stabilised and aspects 

of Danish policy are considered on that basis. Consideration is also given regarding 

policy in The United States.

The United Kingdom: NICE Guideline 2006 on Obesity in Adults and Children

The NICE (National Institute for Clinical Excellence) Guideline on Obesity (Guideline 

No 43) was issued in 2006 (NICE 2006), and includes an 84 page guideline, as well 

as separate summary 'Quick Guides,' for the public, childcare facilities, schools, 

workplaces, and other health care professionals and administrators. A full range of 

interventions is considered in detail, ranging from identification of childhood 

overweight to bariatric surgery. It is asserted that professionals who advise 

individuals on overweight require to be trained to do so. It is advised that ancillary 

staff in general practice can be trained to provide systematic advice and guidance to 

overweight individuals. GPs are encouraged to view their service as being influential, 

beyond their clinical work. NICE Guidelines challenge GPs to act to an extent going 

beyond the consultation and the care of individuals and families. GPs are 

encouraged to develop partnerships with the community, enabling a broader 

approach to the challenges of the obesogenic environment, assisting sub groups of 

patients known to be disadvantaged, including those from deprived backgrounds,
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and those from  specific ethnic backgrounds, w here  risi<s posed by overw eight are  

higher (eg fam ilies of Asian origin). Health care professionals are encouraged to  

engage w ith local authorities, schools, and even superm arkets, restaurants and 

cafes, ensuring a full range of activities and choices for individuals and fam ilies in the  

com m unity.

A ttention  is given to  the  challenges in addressing childhood overw eight, including 

concerns regarding confidentiality, stigm atisation, and respect for the  self esteem  of 

children. There is recognition of the challenges in evaluating and assessing the level 

o f autonom y in the  relationships betw een parents and children. It is pragm atically  

stated th a t addressing overw eight is a long term  process, involving the  individual and 

a trained health care professional. Continuity should be supported through the use 

of good quality medical records.

Of particular interest is the  assertion th a t it is up to  the discretion o f the individual 

clinician as to  w h eth er or not to  check the  w eight of the patient. Systematic  

screening is not recom m ended. It is suggested th a t weight and height m ight be 

checked upon registration at a new practice, on the diagnosis of a condition w here  

overw eight is known to  be relevant (Diabetes fo r exam ple), or at the  request o f the  

individual patient.

This discretionary approach to  checking w eight is rem arkable given the  poor ability  

of both patients and health care professionals to  identify if the individual is 

overw eight Further, children do not usually ask to  have th e ir own w eight
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checked,  an d  if t h ey  are  a m e m b e r  of an obesoge n ic  family, it is known t h a t  the ir  

pa ren t s  ar e  also unlikely to  ask ei ther .  Arguably t h e  GP, acting in t h e  in teres t  of t h e  

child, could be  conside red  to  have a g re a t e r  on us  t o  ac t  in this context.

NICE identifies t h e  age range of  2 t o  5 years  as being im por t an t  in t e rm s  of positively 

influencing t h e  child's ea t ing habits and  behaviours .  BMI ad jus ted  for g en d e r  and 

age  is r e c o m m e n d e d  as t h e  criterion for  de te rm in ing t h e  pr e sence  of overweight ,  

with re fe re nce  to  t h e  91^' and  98*^ centi les in t h e  UK 1990 BMI charts,  for  t h e  

pu rpose  of  defining overweigh t  and  obes i ty  respectively.  These  ar e  pragmat ic  ra the r  

t h an  evidence  based  criteria.

Denmark

Danish policy has  included use of taxat ion as a policy tool  t o  re duce  overweight ,  and 

use of p l anned consul ta t ions  b e t w e e n  GPs, pa ren t s  and children (Prevent ive Child 

Health Examinations).  Denmark utilised its pre s idency (2002) of t h e  EU to  highlight 

chi ldhood overweight ,  organising a European confe re nce  on obes i ty  as an emerging 

public health concern

In 2011,  a tax  was  levied on foods  with high levels of  s a tu ra te d  fats as par t  of Danish 

policy. Int roduct ion of t h e  tax caused  s t rong  public react ion.  Reaction included a 

shift in shopping pat terns ,  w h e r e  Danish citizens t ravel led to  G erm any for food 

shopping.  React ion was  felt  to  be especially upset t ing  given t h e  im por t ance  of 

agricul ture and  t h e  food indust ry  in Denmark,  an d t h e  ex t en t  t o  which farming and 

food is par t  of Danish nat ional  culture.  The tax  was  controvers ial ,  and discont inued 

in 2013.
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Preventive Child Health Examinations (PCHEs) are a fea tu re  of Danish General 

Practice since the  1990's, and they  are attended by a m ajority of children and 

parents, w ith attendance rates ranging from  77% to 94%. Predictors of non 

attendance include work and educational status o f m others, and num ber o f siblings 

(m ore siblings are associated w ith  low er attendance). Socioeconomic status of the  

fam ily was inversely correlated w ith  attendance, as was single parent as opposed to  

tw o  parent households. Examinations include checking o f weight, and are scheduled 

at 5 weeks, 5 months, and at 4 and at 5 years.

Results from  a large study (n = 33 ,245  Danish schoolchildren) dem onstrate  

stabilisation in prevalence rates of overw eight in successive cohorts of 

schoolchildren aged 5-8 years, during the  years 2002-2007 . Prevalence of overw eight 

(including obesity) in young girls decreased from  17.8 to  15.9% , and in boys, from  

14.0 to  11.6%.

These aspects of Danish policy indicate strong willingness at a national level 

practically to  address childhood overweight. It is reassuring to  observe evidence of 

stabilising prevalence o f childhood overw eight. In the  context of this study, it is 

interesting th a t rising prevalence of childhood overw eight appears to  be halted in 

Danish society, w here a program m e o f systematic health checks, is carried out which 

includes GPs checking w eight and height of children. It is not possible reasonably to  

conclude th a t PCHE's have been responsible for stabilising prevalence o f childhood 

overw eight. Perhaps it may be th a t a natural end point in the rise in prevalence of
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childhood obesity has occurred, independent of any intervention, or th a t other 

factors separately or in conjunction w ith the PCHEs have effected the  stabilisation. 

But it is known th a t in Denm ark, GPs routinely check the  w eight of most children in a 

systematic m anner.

Policy in the US.

US policy is expressed by several agencies, including The Centers for Disease Control, 

The Office of the Surgeon General, and The Am erican Academ y of Paediatrics.

The Centers for Disease Control (CDC) is an agency funded by the  Federal US 

G overnm ent, established in 1964 It has a w idening brief in health prom otion, 

disease prevention and 'preparedness.' Funded by the  Federal US G overnm ent, it is 

influential on a global scale. It traces its origins to  th e  1940s, to  the  w artim e agency 

M CW A (M alaria Control in W ar Areas), the original purpose of which was 'fighting  

m alaria by killing mosquitoes.' This penchant for m ilitary m etaphors has survived to  

the present day. The CDC refers to  childhood overw eight as one o f its 'W innable  

Battles.'

CDC policy mostly relates to  schools, physical activity, and healthy nutrition. It does 

enjoin adults to  'talk to  your doctor to  see w h eth er you are at an increased risk and 

w h eth er you should lose weight. Your doctor will evaluate your BMI, waist 

m easurem ent, and other risk factors for heart disease.' This advice must be 

considered in the context of US healthcare, w here  even in 2014, access to  a Doctor 

for a substantial proportion o f the population remains difficult. Under legislation 

(effective October 2013), this may change, but the  extent to  which these policy
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recom m endations can be acted upon by American citizens remains uncertain, 

particularly economically marginalised citizens at greatest risk of becoming  

overw eight. CDC policy does not recom m end systematic weighing of children by 

health care professionals; the im plication is th a t it is up to  individual fam ilies and 

individuals to  drive this issue, which appears an unlikely premise.

The Office of the  Surgeon General

The Office o f The Surgeon General directly provides American citizens w ith the  best 

scientific inform ation available on how to  im prove the ir health and reduce the risk of 

illness and injury As such, it may not be strictly considered a source of policy, but 

given th a t it purports to  advise Americans, and does so in considerable detail, and 

the Surgeon General is a political appointee of the  President, it is included here on 

the basis th a t the advice given is reflective o f US policy.

Emphasis is placed on encouraging healthy lifestyle, in the workplace and in schools. 

The '2010  Obesity Vision' has several recom m endations on the  role of clinicians 

regarding childhood overweight. These include clinicians having appropriate  

resources in clinics to  assist individuals m aintain healthy weights, and the willingness 

and ability of clinicians to  refer patients appropriately to  registered dieticians, health  

educators, counsellors, psychologists, and fitness professionals. It is simply stated  

tha t Clinicians 'should' measure the BMIs of adults and children, but universal 

screening fo r childhood overw eight is neither described in detail, nor clearly  

recom m ended.
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The International Obesity Taskforce

The International Obesity Taskforce (lOTF) was convened in 1995. It is influential, 

particularly at the W orld Health Organisation (W HO ), w here the early w ork of the  

lOTF was adopted in 2000  as the  W HO  TRS 894 Report 'Obesity -  Preventing and 

M anaging the Global Epidemic.' This has been endorsed by other relevant global 

organisations, including the International Paediatric Association, and The Federation  

of International Societies for Paediatric Gastroenterology, Hepatology and Nutrition. 

Policy elaborated by the lOTF is there fo re  im portant, given the broad and 

in ternational nature of expertise evident among the 11 sub com m ittees of the  lOTF, 

and th e  inputs solicited by the lOTF from  a range of international experts.

In 2004, the  lOTF recognised the  particular im portance of childhood overw eight 

through the publication of findings of its Childhood Obesity Sub Group in Obesity 

Reviews This report describes difficulties evident in both affluent and 

impoverished societies. Recommendations on screening in the prim ary care setting  

are of especial interest.

Screening in schools and in clinics is the  subject of qualified recom m endations. It is 

noted both environm ents may be suitable, contingent on availability of trained  

individuals, and on reliable and standardised approaches to  weighing. W ith  respect 

to  systematic checking of w eight in practice, no clear recom m endation is m ade, but 

reasons are presented for and against systematic screening w ith reference to  the  

incom plete but evolving evidence base. Need for fu rth er research is stressed, w ith  

the caveat tha t screening children for overweigh remains 'controversial.'

29



The W orld  Health Organisation

W HO  policy emphasises encouraging physical activity am ong children, adolescents  

and adults. There is no direct recom m endation on systematic screening o f children.

By comparison, current policy from  W HO-Europe clearly advocates close surveillance  

and screening for overw/eight am ong children W HO -Europe strongly calls for 

systematic screening of children aged 5-7 years for purposes relating to  service 

planning, public health and evaluation (W HO  Europe Factsheet No 5 2013 ). A more  

recent elaboration of this is described in 'Population based approaches to  prevention  

of Childhood Obesity (W HO  Europe 2012)*®®*' which calls specifically for 

'opportunistic screening and case-finding program mes for diabetes, hypertension  

and overw eight.'

This stated objective of screening in the  European context may reflect the  point of 

view  th a t such screening is m ore feasible in European societies, which overall have 

well developed health care services. This objective reflects Danish experience with  

the 5 yr Primary Care Health Check. W H O  Europe advocates such screening in order 

to 'tackle and m onitor the  obesity epidem ic in children.'

1.4.2 Irish Policy on childhood overweight

It is clearly understood tha t large costs arising from  overw eight and obesity will be 

incurred in Ireland in the in term ediate  term . A recent estim ate quantifies these as 

being in th e  order of €2 .55  billion per year (2012)*®^’. Childhood overw eight was first



substantially reflected in Irish national policy in The Report of the  National Taskforce 

on Obesity in 2005

The Report was the outcom e of 5 years of reflection by The National Taskforce on 

Obesity, established by the  Irish G overnm ent to  devise national policy in response to  

increasing prevalence of overw eight in Ireland, w ith reference to  international 

literature, and w ith reference to  submissions invited from  interested organisations 

and individual citizens. W hile driven by State agencies (The D epartm ent of Health 

and Children (DoHaC) and The Health Service Executive (HSE)), the  Taskforce was 

successful in drawing in the experiences of a w ide range o f diverse interests within  

Irish society, including The Irish College of General Practitioners (ICGP) (Submission 

of the ICGP to  the National Taskforce on Obesity 2004)

The Report looks back to  previous relevant Irish policy, including The Nutrition  

Health Prom otion Fram ework for Action (1991), Recom m endations for a Food and 

Nutrition Policy fo r Ireland (1995), The Twelve Year National Healthy Eating 

Campaign, The Cardiovascular Strategy ('Building H ealth ier Hearts') (1999), The 

National Physical Activity Campaign, The National Play Policy fo r Children, and The 

National Obesity Campaign (2004). In considering these policies, it is clear there  is 

progression from  an earlier focus on adequate nutrition fo r children, tow ards  

concern regarding the rising w eight of both children and adults. The Executive 

Sum m ary of The Taskforce Report delivers recom m endations on a sectoral basis, 

including the  Health Sector, which is subject to  24 recom m endations. The first of 

these includes a decision to effect a form al shift in emphasis from  the placem ent of



personal responsibility on the  individual tow ards the  creation of environm ents which  

support healthy food choices and physical activity.

Specific recom m endations are directed at health care professionals working in 

prim ary care w ith children and parents. These include broad recom m endations tha t 

m easurem ent o f height, weight, waist circum ference and calculation of BMI should 

be part of routine healthcare practice in both hospital and in primary care practice (p 

91). Further, th a t the  capacity o f individuals in choosing to  manage the ir health and 

well-being are strengthened by knowing the ir height, weight, waist circum ference  

and BMI. 'This can be achieved in partnership w ith the ir GP and health care 

providers in the  prim ary care team .' Screening for childhood overweight is not 

actually recom m ended however.

Further recom m endations outline steps to  be routinely taken by health care 

professionals in the course of antenatal care, infancy, immunisations, early  

childhood through to  adulthood, during which periods it is recom m ended and 

expected th a t serial m easurem ents of height and w eight are taken. In particular, 

checking the w eight of the child is recom m ended from  the  post partum  check.

It is fu rth er recom m ended th a t 'assessments' should be carried out in the school 

setting at 4-5 years, at 9-11 years and at 14-16  years, although the content o f such 

assessments is not detailed, and they are to  be carried out by 'School Health  

Services,' engaging w ith relevant health care professionals. The extent to  which 

'School Health Services' actually exist and operate in Ireland is unknown.
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A particularly pertinent recommendation (No 4 , p 93) of the report is that formative 

research requires to be carried out to ensure that programmes are tailored to meet 

the needs of the target population.

Current Irish policies on childhood overweight in Irish Healthcare 

The Department of Health, through the agency of The HSE, has acted on the policy 

elaborated by The National Obesity Taskforce in devising a guideline w/ith The Irish 

College of General Practitioners. This draws on the NICE 2006 Guideline from the 

United Kingdom. It is published and maintained on the website of The Irish College 

of General Practitioners (ICGP HSE Weight Management Treatment Algorithm for 

Children 2012) It appears as a brief but clear guideline, referring to several health 

care professionals, is therefore multidisciplinary in its approach, and encompasses 

several settings, including primary care, school and hospital services. Further, it 

acknowledges and simply addresses the difficulties and the relevant strategies in 

raising the issue of childhood overweight in discussions with children and parents. 

The guideline is accompanied by the UK 2-18 year age gender centile charts, 

recommended as the reference standard for the determination of childhood 

overweight.

A weakness of this algorithm is that it is descriptive only, clear on tasks to be carried 

out, but without stipulating the extent to which overweight is to be systematically 

screened for. The approach is conceptual rather than based on managed care, with 

limited identification of clear cut screening targets, recalls, reviews and clear 

definitions of target groups for such screening. There is clear direction on the
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identification of very overw eight children, those who are obese, w ith direction to  

refer these from  prim ary care to  specialist secondary care services. Such children are 

still a small m inority; there  is little in the  current guideline regarding the larger 

m inority of children who are overw eight but not yet obese.

Further, the  start point for much activity relates to  Public Health Nurses and School 

Nurses. It is questionable th a t all schools have nurses. It is questionable th a t Public 

Health Nurses or School Nurses have tim e  to  carry out systematic screening for 

childhood overweight in the  m anner implied (but not defined) in this algorithm . It is 

arguable w hether the school environm ent is best to  screen for childhood  

overw eight, which, if selected as the  locus of screening, will occur in the absence of 

parents. A significant omission is the  absence of th ree  clear screening points, such as 

those originally identified in the recom m endations in Report o f the National 

Taskforce on Obesity for exam ple. W h at is described is largely process, as opposed 

to a plan based on target populations and screening intervals.

1.5 Interventions

Consideration of interventions is im portant. Unless the identification of overw eight 

leads to  interventions which are effective in reducing harms associated w ith  

overw eight, screening children fo r overw eight would be both unethical and futile. 

Interventions are considered w ith reference to  systematic reviews on interventions  

on childhood overweight, and w ith  selected reference to  individual clinical studies 

and trials.
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1.5.1 Systematic Reviews

There are several systematic reviews of interventions for childhood overw eight. The 

Cochrane Collaboration includes a review  of interventions, drafted in 2005 and 

revised in 2011*^’. This is an im portant review  because it is recently revised, and the  

m ethodology in conducting the  review  is robust, transparent and standardised. 

Elsewhere, o ther systematic reviews have been conducted. A detailed analysis of 

these is beyond the  scope of this thesis, partly because o f the  very large num ber of 

interventions studied, and because the  focus of this study is not primarily on the  

efficacy of in tervention, but on acceptability to  parents, children and GPs, of GPs 

checking the  w eight of children.

The Cochrane Review focused on interventions fo r prevention of obesity in Children, 

and included 55 studies of 27 ,946  children, most involving school children, w ith a 

controlled study design, and running for 12 weeks or m ore. In the Cochrane Review  

(2011), it is noted th a t only 8 /5 5  studies referred to  adverse effects, confirming a key 

value relating to  this thesis, and underlining the  lack o f im portance ascribed to  

parent and child acceptability when considering interventions w ith overw eight 

children.

There is a clear progression betw een the  2005 and 2011  Cochrane reviews. The later 

review  is m ore positive regarding the beneficial im pact of child obesity prevention  

program m es on BM I. This relates how ever to  studies largely conducted in the  school 

setting, particularly those targeting changes in school curricula resulting in m ore  

physical activities, the  developm ent o f activity related skills program mes,
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im provem ents in nutritional quality o f food available in schools, and studies 

targeting parents w ith support in hom e based activities encouraging b e tte r nutrition, 

increased activity and reduction in sedentary pursuits. The 2011 review  is clear in 

concluding th a t there  are a range of interventions which have convincingly 

dem onstrated modest beneficial effects on BMI and on reported activities, including 

increased physical activity and some im provem ents in dietary intake.

O ther reviews conducted on childhood overw eight and interventions in childhood  

overw eight include the  following.

Daniels 2006  Selective but com prehensive review  reporting on links

betw een childhood overw eight and specific pathologies; 

extensively referenced.

Lindsay 2006  Harvard review  of interventions targeting parents, concluding

tha t parental involvem ent is highly im portant.

Doak 2006  Review o f 25 school based interventions, based on

anthropom etric  outcom es, exam ining efficacy in w eight 

reduction; 1 7 /2 5  w ere  effective, particularly those targeting  

reducing TV watching and increasing activity.

Little observation on acceptability or on role of general 

practice.

Fayter 2007 Review o f 51 studies on growth m onitoring o f school children;

UK based review; no controlled trials identified. G rowth
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M cGovern 2008

W hitlock 2010

Pocock 2010

Schwarz 2011

G o r tm a k e r 2 0 1 l‘®°’

m onitoring is feasible, for both obesity and short stature, but 

absence of effective intervention for obesity precludes 

recom m ending screening for overw eight at this point.

Review of 76 trials; m onitoring BMI alone was ineffective, 

small effect w ith studies focused on physical activity, 

dem onstrating small reduction in BMI.

Review of 15 trials, com paring behavioural approaches with  

medication based interventions. Best outcom es with  

'm oderate intensity' behavioural approach, these having few er  

reported harms than medication based approaches.

Review of 21 qualitative studies of parental perceptions of 

early life strategies for prim ary prevention of overw eight in 

young children. M any them es related to  barriers, but 

consensus am ong parents included earliest interventions are  

desirable. Further, w here possible, intergenerational 

influences should be considered; interventions might involve 

m ore than just parents w here possible.

Non systematic review; clinical review  focused on 

therapeutics. Family based /  school based behavioural 

approaches are effective and work best.

Non systematic review, focused on cost efficacy of 

approaches, emphasising rankings from  Australian Accessing
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NICE 2 0 0 6 /1 1

Skouteris 2011

Evans 2012

W e n g 2 0 1 2

Cost Effective (ACE) strategies for obesity approach, which in 

turn rates GP m ediated fam ily based program m es as a mid 

range efficacy strategy.

'M any studies of interventions to  prevent and manage obesity 

w ere of short duration, w ith little or no fo llow -up, w ere  

conducted outside the  UK and poorly reported. There is an 

urgent need for randomised controlled trials (or other 

appropriately designed studies, in line, for exam ple, w ith the  

'TREND sta tem ent'), w ith  at least 12 m onths' post intervention  

fo llow -up.'

Parental influence and obesity prevention in pre-schoolers: a 

systematic review  of interventions. Studies to  date are 

unsatisfactory, and research in this im portant area is 'in its 

infancy.' Obesity Reviews 2011; 12:315-328.

Review of 27 school based interventions on increasing fru it 

and vegetable intake; outcom es better for fru it but not 

vegetables.

Review o f 30  studies exam ining for identifiable risk factors for 

overw eight during infancy. Strong associations for high birth  

w eight and rapid w eight gain during first year o f life, and 

w eaker association w ith bottle as opposed to  breast feeding.
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Bhattarai 2013 Review of 10 trials (12, 414  participants) exam ining impact of 

prim ary care interventions prom oting healthy diet, higher in 

fru it and vegetables, low in fat, of greater than 1 year 

duration, and lim ited to  over 16 year olds. Trials yielded small 

changes. Outcomes w ere  self reported dietary change and 

serum cholesterol levels.

1.5.2 Clinical Interventions

There are many single studies reporting on clinical interventions, some of which are  

selectively referred to  below.

Routine questioning is relevant to this thesis because it relates to  ability of GPs to  

ask and enquire beyond the issues which the  patient presents w ith . Routine 

questioning can be taken to  mean asking about and measuring the  w eight of 

children, even when they are attending for an unrelated m atter.

An early study by Barrie (1997) w ith Australian GPs, found GPs could ask and 

obtain answers to  routine questions in the  consultation, but th a t this was less so in 

single handed practices than in group practices. Bradley (2002) explored the  

acceptability of GPs questioning wom en on the  sensitive issue of th e ir own history of 

personal exposure to  violence. This study observed a high prevalence of such 

experience among a sample of wom en studied. It also found GPs clearly had 

reservations asking about it, but tha t when w om en w ere  surveyed, they indicated 

they favoured the ir Doctor asking about it.
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Moving to  in tervent ions  on overw/eight in children,  an early p a p e r  f rom The LEAP 

(Live Eat and Play) Study in Australia includes data  f rom a descript ive s tudy  by 

McCallum (2005) conf irming t h a t  it is feasible for GPs successfully t o  engage in 

sys temat ic  checking of height ,  weight  and  BMI of children in practice.  In a general  

pract ice based  in terventional  Australian s tudy (KOALA -  Kinder Overw/eight Activity 

Lifestyle Actions) it was  n o t ed  o u t c o m e s  w e re  d isappoint ing,  given GPs recrui ted 

to  t h e  s tudy w e r e  mos t  re luc tant  to  refer  overweigh t  children for t h e  

intervention*®^’.

Sacher repor ts  on a pilot s tudy on MEND (Mind Exercise Nutri t ion and Diet). The 

o u t c o m e s  included reduct ions  in wais t  c i rcumference  and BMI z scores  am o n g  a 

small sam ple  of o b es e  7-11 year olds, with BMI z scores  b e t w e e n  85*^ to  95**̂  centile.  

The s tudy  w as  co nduc te d  in com m uni ty  based paediat ric clinics. The in tervent ion 

included motivational  interviewing,  with par t icipants ra ndomised  into control,  

minimal (Physician) and intens ive (Physician + Dietician) in tervention.  At 6 months ,  

reduct ions  w e re  eviden t  in all t h r e e  groups ,  and w e re  g re a t e s t  in t h o s e  receiving 

intens ive in tervention;  how ever ,  a m o n g  t h o s e  in t h e  intensive in tervent ion group,  

t h e  d r o p o u t  ra te  was  50%. Though s o m e w h a t  promising,  t h e  high d r o p o u t  rate 

raises concern  regarding acceptabil i ty.  The shor t  follow up per iod is a fu r th e r  

l imitation of this study.

Golley repor ts  positively on efficacy of t h e  Triple P Programme,  an intensive 

p a r en t  /  family ap p roach  to  managing  chi ldhood overweight ,  originally out l ined by 

Sanders  (1999) This was  a ra ndomised  as sesso r  b linded trial involving 111
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families with overweight  6-9 yea r  olds. O u tco m es  included im p ro v em en t  in re po r t ed  

activity levels and  reduct ions  in BMI z scores  a t  12 months .  This approach  is now 

being piloted in Ireland, partly based  on GP case finding in t h e  communi ty ,  and 

referral  of  obese  children an d thei r  par en t s  to  a regional Triple P Programme.  

At t rac t ive fe a t u re s  of Triple P is t h a t  it add resses  t h e  issue of childhood overweight  

in t h e  co ntex t  of t h e  obesog enic  family, it is strongly focused  on re levant  paren t ing  

skills r a th e r  than  on t h e  we igh t  of an individual child, and it is run as a com mun i ty  

ra th e r  t h an  a hospital based activity. A limitation of Triple P is t h a t  it is relatively 

resource  intensive,  in t e rm s  of costs per  family recrui ted,  and in t e rm s  of t h e  input  

requi red  of each participating family.

A later  r epo r t  on LEAP by Wake  (2009) concluded t h e  in tervention (four s tanda rd  

consul ta t ions  over  12 weeks  targe t ing change  in nutri t ion,  physical activity, and 

s ed e n ta ry  behaviour,  s u p p o r t ed  by educat ional  mater ials)  was  not  effective in 

reducing BMI a t  6 and 12 months ,  and fur ther ,  would  be  t o o  expensive to  

implement .  This conclusion is a t  od ds  with an earl ier re po r t  by Moodiea  (2008) 

concluding with s o m e  reservat ions  t h a t  t h e  in tervention actually was  cos t  effective.

In tervent ions  based in school  have been descr ibed.  Gr imet t  (2008)*^^^’ repor ts  a 

s tudy c o nduc te d  in London, a m o n g  pr imary school  children and pa ren ts  (n = 287), 

examining school based  screening,  and communica t ing  o u t c o m e s  to  parents .  Over 

half of pa ren t s  invited o p t ed  not  to  participate.  Among t h e  minori ty w h o  did, 50% of 

t h o s e  w h o s e  children w e re  ove rweight  r e po r t ed  positive cha nge  in health re la ted  

behaviour s  (eating habi ts an d  exercise); no long t e r m  data  w e re  p re s en te d  in
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relation to changes in BMI. The poor level of uptake among those eligible to 

participate again raises concern regarding acceptability.

Madsen (2011) *^^^Veports outcomes of a primary school based intervention (n = 

6,967), where school based BMI z score screening results were communicated to 

parents, and it was assessed whether notifying parents of their child's BMI in a given 

year predicted changes in BMI z score at 2 years. Only 73% of those eligible to 

participate did so, and among the overweight, notification of overweight to parents 

had no impact on BMI at 2 years in this group. School based interventions have been 

identified as being potentially important in addressing childhood overweight, but the 

outcomes from this study clearly indicate relatively poor uptake and engagement by 

parents, and no change in the key outcome, ie changes in BMI, at 2 years.

Taveras (2011) reported on the impact of High Five, a two year controlled 

intervention involving multiple contacts with overweight children (2-6 yr olds) in a 

Community Paediatric Clinic setting. Intervention comprised motivational 

interviewing by self selected clinicians, with educational modules on television 

viewing, fast food and sugar sweetened beverage intake. Results at 1 year were 

modest; intervention was effective in reducing television viewing, but not BMI. This 

study involving self selected Community Paediatricians included a moderately 

intense intervention, but outcomes were modest, and with no impact on BMI at 1 

year.



W en (2012 ) reports on a random ised controlled tria l ('H ealthy Beginings/ -  a 

high intensity intervention in deprived urban Australian setting) on effectiveness of 

hom e based early intervention, by hom e based Com m unity Nurses on children's BMI 

at age 2, including first tim e m others and toddlers (n = 6 6 7 );  in tervention (8 home  

based visits by com m unity nurses over 2 years) was effective in reducing BMI. Of 667  

included, only 487 (75%) com pleted the  study. M ean BMI in the  intervention group  

(16 .53) was significantly low er than th a t in the  control group (16 .82), a difference of 

0 .29  (95%  confidence interval -0 .5 5  to  -0 .0 2 ; P=0.04). W hile  this reduction in BMI 

was statistically significant at 2 years, a longer study period w ith  sustained 

intervention may dem onstrate greater changes in BMI over tim e.

Resnicow (2012) reports on the design for a study exam ining m otivational 

interview ing am ong overw eight (BM I 85-97*'^ centile) 2 to  8 year olds (The BM 12  

Trial). This US study with com m unity paediatric clinics reports outcomes which will 

include child's BMI percentile at 2-year follow -up and parent report of the  child's 

screen tim e, physical activity, intake of fruits and vegetables, and sugar-sweetened  

beverages. The intervention includes Physicians and Dieticians engaging in 

M otivational Interview ing techniques w ith  parents of overw eight children.

Fox (2011) reports on Sm art Steps, based on m ultidisciplinary training of clinic 

staff to  engage on diet and activity m odification w ith parents o f children aged 8-12  

w ho w ere overw eight but not obese. Good outcomes w ere  evident at 6 months, 

with m arked im provem ent in BMI z scores.
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In addition to  these single intervention studies there  are several examples o f well 

elaborated conceptual approaches described, including the  Common Sense M odel 

(Breland 2012 /  Phillips 2012) and the  Brief In tervention M odel . The use of

these approaches has been described in relation to  problems w here  changing the  

behaviours of patients has been considered im portant in the  context of prevention, 

including smoking cessation, use of alcohol and overw eight.

The Common Sense M odel is based on the  presentation of inform ation to parents 

with a view  to  ensuring they are aw are of the  issue or th rea t (in this instance 

confirming the child is overweight), th a t they  can usefully understand the causes of 

the problem  (in this instance inactivity and overeating), th a t they understand the  

consequences of the  th rea t (in this instance the  complications and long term  risks of 

childhood overw eight), and tha t they understand w hat strategies are available and 

useful to  them . The Common Sense M odel also involves ensuring tha t parents 

understand the  tim elines involved in addressing the th rea t. Overall this is a 

com prehensive approach, and in many respects implies a longer tim e fram e in 

dealing w ith  the  problem  than is apparent in the  interventional studies described 

above in childhood overweight. It is of particular interest here th a t the first step 

relates to  ensuring th a t the patients are clearly aw are of the issue or th rea t, which in 

the context o f this study relates to  checking the  w eight of the  child.

The Brief M otivational Interviewing model has been used in a w ide range of 

contexts, and increasingly is known to  fit well w ith clinical practice. Its use in 

addressing overw eight in younger patients is well described (Berg-Smith 1999) in



the  DISC (D ietary Intervention Study in Children) Study from  the  US, involving 8 -1 3  

year olds (n = 334), run over 3 years, using a fam ily  based approach, the  outcomes  

being acceptability to  those delivering and receiving the intervention, and positive 

changes in LDL Cholesterol. M otivational interview ing integrates several 

in tervention models, including stages of change, interview ing theory, brief 

negotiation and behavioural self-m anagem ent.

Summarising, on reviewing the  international literature, there  is a w ide variety of 

actions described, ranging from  national policy, planning (the 'bu ilt environm ent'), 

advertising, regulation of the food industry, of the school environm ent, and a broad 

range of single interventions in secondary care, in schools and in prim ary care, none  

of which interventions are singly highly effective, but which cum ulatively give 

grounds for optim ism . On reviewing the  evidence fo r intervention, there  are several 

aspects of studies reported which are of concern, and which may partly explain  

lim ited progress to  date in prevention and m anagem ent of childhood overweight. 

These are the short duration of most studies, and difficulties w ith  non participation  

and acceptability. From the perspective of general practice and prim ary care, the  

design of studies has frequently  been determ ined by disciplines o ther than General 

Practice. Finally a concern exists w here high intensity interventions may be too  

expensive to  m ake available to  the  substantial proportion of overw eight children.

1.6 The role of general practice

Individuals using prim ary care view it as personal care, w ith  the  expectation tha t 

those providing care ('the ir' GP, or Practice Nurse) will know them  as individuals, and



be fam iliar w ith the ir personal circumstances. Efficacy of service is im portant, and 

the  extent to  which GPs and practice team s can systematically and usefully engage in 

screening for childhood overw eight is debatable. This is especially relevant in 

addressing an issue known to  be a sensitive topic for parents and for children

It is clear from  evidence considered in th e  previous section th a t there  is a growing  

and w ide range of interventions which can be delivered in general practice, and 

which are likely to  contribute in individual cases of childhood overw eight. In cases of 

obesity, the  role of general practice may be to  identify and refer on to  secondary 

care, using a rule based approach, and guided by referral on the  basis of BMI z score 

cut offs, as per the HSE ICGP algorithm  In the  far m ore prevalent problem  of 

overw eight children, the  role of general practice may be to  identify such children, in 

a reliable and systematic m anner, and to  support them  and th e ir fam ilies by 

providing a managed care process, characterised by invitations to  review, provision 

of appropriate  inform ation, direction tow ards fam ily based support and education  

w ithin the practice or made available in the  com m unity, and to  subject the process 

to  coding in the  electronic medical record, clinical audit and systematic patient 

feedback on acceptability and outcom e.

Before these issues are properly considered, it is desirable to  ascertain the  extent to  

which it is acceptable to  parents and children fo r the  GP to  ask about the w eight of 

the  child. This is the  start point fo r the process of subjecting the  prim ary and 

secondary prevention of childhood overw eight in general practice to  a managed care
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m odel, the scope of which will need to  extend to  a longer tim e fram e than is usual in 

most of the interventional studies reported to  date.

Ireland is among the lowest ranked of OECD countries in term s of num ber of GPs per 

1000 of population (0.5 per 1000, com pared w ith  OECD average o f 0 .8 per 1000 in 

2009)*^^^’. This deficiency is of greater concern given the  capacity of GP training, and 

supply of GPs to  the  workforce

At the  level of the child and parent, it is in attending the ir GP th a t they will 

encounter the earliest opportunity  for reliably checking the w eight of the  child. 

How ever, it is not known if it is acceptable to  parents, children and to  GPs, for the  GP 

to  routinely check the w eight of children. Given th e  proposed involvem ent of GPs in 

assisting with the m anagem ent of childhood overw eight, the insights, concerns and 

experience of Irish GPs regarding their own practice in checking the  w eight of 

children, and in managing childhood overw eight, are also im portant, but are not 

known.

1.7 Study rationale and study aim

Childhood overweight remains an im portant health concern, associated with  

increased probabilities of long term  increases in m orbidity and m ortality. 

Interventions to  date show lim ited but growing levels of efficacy. Some population  

based evidence exists dem onstrating stabilisation in rising prevalence o f childhood  

overw eight in some countries.
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Duration of studies reported, together w ith participation rates in interventional 

studies, and doubts regarding acceptability of checking the  w eight o f children am ong  

children, parents and GPs all appear as lim iting factors in studies conducted to  date. 

Acceptability is particularly evident in the  concept of antifat bias attributed  to  health  

care professionals, including GPs, previously described.

There is there fo re  a need to  conduct a study which particularly explores the  issue of 

acceptability to  children and parents o f the  GP checking the  w eight of the  child, 

given th a t this is the  first step in putting in place any other additional measures 

relevant to  managing childhood overw eight in clinical practice.

Conducting a study on acceptability directly addresses an im portant 

recom m endation of the  National Taskforce on Obesity (2005) w here it is stated  

there  is a need for form ative  research on service developm ent in the  m anagem ent 

of childhood overweight.

The aim of this study is to  ascertain if it is acceptable to  parents, children, and GPs, 

for the  GP to  systematically check the w eight o f children, w here  parents and children  

are attending the GP for unrelated routine care.

1.7.1 Study hypotheses and objectives

Study hypotheses

It is hypothesised th a t GPs are unwilling to  check the w eight of children, prim arily  

due to  th e ir own concerns regarding upsetting and distressing parents and children,
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but th a t w hen the  w eight o f the  child is checked, parents and children are not upset 

or distressed.

Objectives

The objectives of this study are as follows:

First, to  conduct a survey of a representative sample o f Irish GPs, ascertaining their 

insights, concerns and experience in checking the  w eight of children, and the ir 

experiences in assisting parents and overw eight children in managing childhood 

overw eight.

Secondly, to  conduct a general practice based study w here  the  w eight of a 

representative sample of children attending their GP is checked. Following this, 

parents will be surveyed, seeking their observations on how checking the  w eight of 

the child im pacted on them  as parents, and on how they believed checking the  

w eight of the  child may have im pacted on the child.

1.7.2 Study process map

There are tw o  parts to this study:

1. Survey of GPs

2. Practice based study on parents and children.

1. Survey of GPs

Survey o f a 20%  sample, random ly selected from  a national listing of Irish GPs, 

focusing on:

• th e ir insights, concerns and expectations regarding m anagement of overweight 

children,
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• their practice in this area of care,

• their beliefs regarding how their management might be improved in the future.

• Postal survey, sent in 3 mailings with a separately returned response card.

• Survey instrument based on that previously used by Dettori (63), modified and

piloted.

• Ethical approval received from the Irish College of General Practitioners.

2. Practice based study on parents and children  

Study on parents and the ir children attending th e  GP for unrelated care:

• Conducted in 10 purposively selected General Practices, involving 11 GPs.

• Checking the weight of a sample of 500 children aged 5 to 12 years, attending for 

routine care.

• Pilot methodology.

• Ethical approval received from Irish College of General Practitioners.

Telephone survey of parents at 1-2 weeks post consultation to  ascertain the ir views 

on checking the w eight of the  child. 

Sub group analyses of parental and child responses to  being w eighed, based on

• Distribution of weight categories among the children.

• Socioeconomic status of children, determined by medical card eligibility.

• Age of children
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CHAPTER 2 METHODS

2.1 General considerations regarding methods

The study m ethod reflects the intention to  address the  hypotheses from  the  

perspectives of GPs, parents and children. The hypotheses are tha t General 

Practitioners are unwilling to  check the w eight of children due to  th e ir fear of 

upsetting children and parents, but tha t children and parents are not affected when  

the w eight of the child is checked.

In order to answer the  research question effectively, test the study hypotheses, and 

allow the  com m unication of conclusions relevant to  clinical care, the  m ethod  

selected would require to  be such as to  ensure high levels o f recru itm ent and 

participation among appropriately defined samples of GPs, parents and children, 

identified for the purpose of the  proposed study.

2.2 Summary of method

A sum m ary description of the  m ethod is given here, for the  purpose o f clarity and 

ease o f com prehension.

Target Populations Method Selected

Part 1 GPs Postal questionnaire survey of a 20%  sample of Irish GPs (n = 527)

Part 2 Parents

and

Children

Practice based observational study, carried out by 11 GPs in 10 

practices checking the  w eight of a sample of children (n = 500). 

Subsequent post consultation te lephone survey of parents, 

conducted by a Research Assistant, external to  the practice.
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2.3 Selection of method

Selection of methodology is considered in two parts, relating to the first and the 

second part of the study. The first part includes selection of methodology suitable to 

study the insights, concerns and expectations of General Practitioners. The second 

part includes selection of a methodology suitable to study the impact and 

acceptability of checking the weight of children by GPs, among a representative 

sample of parents and children.

Part 1 - Selection of Methodology for study on General Practitioners 

In selecting a methodology suitable to ascertain the insights, concerns and 

experience of GPs in this area of care (ie the current practice of GPs in their 

management of childhood overweight), and to test that part of the study hypothesis 

relating to GPs, several different approaches were considered.

These included the following:

Qualitative Approach Focus groups

Semi Structured interview techniques 

Delphi Analysis

Quantitative Approach Questionnaire survey

Practice based observational study 

Randomised controlled trial
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Q ualitative research m ethods (usually based on open ended questions) are 

particularly relevant in observing personal attitudes, w/hich m ay not alw/ays be easily 

or fully expressed or captured in response to  quantitative research m ethods (usually 

based on closed survey questions or objective m easurem ents). The Delphi m ethod is 

considered as a tool for the  achievem ent o f consensus w ithin a group, and thus 

might be m ore appropriate w ere the  study objectives to  devise a clinical guideline  

am ong a group of experts, as opposed to  ascertaining a cross sectional view  of the  

insights, concerns, and expectations of a representative sample of individuals.

The aim , objectives and study rationale of the study require a study of General 

Practitioners, descriptive o f the  practice of all General Practitioners in this area of 

care. Further, th e  study hypothesis which especially relates to  this part of the study 

(ie th a t General Practitioners are influenced by parents in the ir practice regarding  

childhood overw eight and obesity) seeks to  ascertain the  extent to  which all GPs 

might be influenced in the ir practice, as a result of fear of negative reaction to  

routine weighing from  parents and children.

Given the  im portance of fear of negative reaction am ong GPs, it was fe lt overall that 

a quantitative m ethodology, applied to  a substantial and representative sample of 

General Practitioners was most appropriate to  the aims and objectives of this part of 

the  proposed study. Q uantitative approaches, using a tightly defined set of 

responses or outcom es, enable the capture of data which may be m ore lim ited, but 

which are m ore easily analysed and in terpreted. Q uantitative approaches increase 

the  possibility of including a greater num ber of standardised observations. For this
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study, a quantitative approach would enable the inclusion of a larger num ber of GPs, 

rendering the  results and conclusions m ore representative and more broadly  

applicable to  the  GP population. Given th a t this part of the  study is directed at 

ascertaining the  insights, concerns and experiences of GPs, w ho are regarded as 

autonom ous and enfranchised individuals, w ith a professional education extending  

to  fourth  level in most instances, it was determ ined to  be acceptable and 

appropriate to  enquire directly, using a questionnaire instrum ent, for this part of the  

study. It was fe lt th a t even if the subject m atter of the study was complex, detailed  

and em otive, the levels of expected literacy and the educational background of the  

respondents would nonetheless ensure a good level of response. Consideration was 

given to  responder bias, and this was addressed through th e  use of an explanatory  

le tter of invitation to  participate, w here it was made clear the  survey was 

confidential. Selection of m ethodology for this part of the  study was conducted with  

reference to  the  relevant research literature, and on the basis of serial discussions 

w ith the D epartm ent of Public Health and Primary Care at Trinity College Dublin, The 

National Children's Research Centre, and clinical colleagues from  tw o GP networks  

(TCD HSE GP Training S c h e m e /T h e  Kildare Faculty of The ICGP).

Review of the  research literature  fo r this part of the study was based on a search of 

the Journal o f The Royal College o f General Practitioners /  British Journal o f General 

Practice from  the year 2000  onwards, together w ith online searches of Google 

Scholar and Pubmed using the  search term s childhood overweight, General Practice 

and prim ary care. This approach, which clearly places emphasis on literature from  

the  UK, was undertaken given the  similarities known to  exist between practice
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popula t ions  in Ireland and t h e  United Kingdom, and t h e  re levance  of UK based  

genera l  pract ice research to  Irish General  Practice.

Nonwi ths tand ing t h e  asser t ion  of Brown, in t h e  Mackenzie Lecture t o  t h e  RCGP in 

2006 t h a t  t h e r e  was  a paucity of pr imary care re sea rch in this area  of care,  

several  s tudies w e r e  identified f rom t h e  research l i te ra ture  which examined  th e  

insights,  concerns  and  exper iences  of GPs, and w h e r e  re levan t  m e thod ologies  we re  

explored,  described,  and  c o m m e n t e d  upon,  including t h e  following.

An early s tudy by Cade (1991) examining GPs' knowledge,  a t t i tu des  and  cu rren t  

pract ice in overwe ight  and obes i ty  m a n a g e m e n t  was  r e p o r t ed  in t h e  BJGP. The 

m e thodo logy  used he re  was  t h a t  of a postal  ques t ion na ire  survey adm in is te red  t o  a 

s am pl e  of 400 GPs randomly se lec ted  (use of ra n d o m  n u m b e r  tables)  f rom family 

pract i t ioner  c o m m i t t e e  lists f rom tw o  areas  in t h e  UK (Norwich and  East Anglia). The 

survey in s t ru m en t  was  mailed,  a re mind er  was  s en t  a t  t h r e e  weeks  to  non 

respond ers ,  and t e l e p h o n e  re m inde r  was  also carried  o u t  a t  8 weeks .  This s tudy 

re p o r t e d  a 75% re sponse  ra te  (n=299). While this r e s p o n se  ra te  is impressive,  th e  

s tudy was  c o nduc te d  at  a t i m e  when  survey fa tigue  a m o n g  General  Practi t ioners 

may have b ee n  r a th e r  less t h an  it is now.  High participation /  re sp o n se  ra tes  in this 

s tudy may have re la ted  to  a m o r e  practical though  limited ap p roach  t o  data  

collection (simple ques t ionnaire),  res tr ic ted  to  c losed ques t ions ,  examining GPs 

a t t i tu des  to  ove rweig ht  /  obesi ty,  thei r  self re p o r t ed  level of  c o m p e t e n c e  in dealing 

with overwe ight  and obes i ty  in practice,  and thei r  a p p ro ac h  to  this issue in the i r  

cu r re n t  pract ice
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Campbell et al (2000)*^^®* reporting on Australian GPs attitudes and practices in the  

m anagem ent o f obesity utilised a cross sectional study m ethod. This study also 

em ployed a questionnaire which was based on an original, which in turn had been 

previously used by the  same study team  to survey Dieticians (Campbell 2000) In 

describing the questionnaire design, the authors observed they recognised the need  

fo r a survey instrum ent which could be com pleted quickly (in under 10 minutes). 

Their questionnaire design included sections on profile of GP respondents, GP views 

on w eight m anagem ent, GP beliefs regarding successful m anagem ent in this area of 

care, GP views on the use of pharm acotherapy, strategies GPs currently em ployed in 

this area of care, and w hat GPs regarded as problems in this area o f care. The 

original questionnaire was shortened, subjected to  pilot (n=24), and adm inistered to  

a sample of Australian GPs. The sample was obtained by taking 6.25%  of GPs, 

selected random ly from  a m em bership listing of M em bers of the Royal Australian  

College of General Practitioners. This sampling fram e did include Trainees and 

retired GPs. The sample included 1 ,500  GPs. The survey was m ailed, w ith non 

respondents receiving one fu rth er mailing at 3 weeks. The response rate reported  

was only 51%, which does call into question the  value of the data collected, and the  

exten t to  which it can be considered representative.

Boquier (2005) studied a sample of French GPs on the ir clinical approach to  

obesity and overw eight. The m ethod in this study em ployed a telephone survey, 

adm inistered to  a sample of 600 GPs in southern France. The survey comprised 4
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parts, and took approxim ately 30 m inutes to  adm inister. It was adm inistered to  a 

sample tai<en from  a listing of 5 ,435 private GPs in Provence, w ith  the  sample 

selected on the basis of a random  selection of a stratified sample (based on gender, 

age, practice size), which generated a list of 1 ,200 GPs. Invitation to  participate  

resulted in only 600 GPs agreeing to  participate. This study exam ined GP 

m anagem ent of overw eight, as opposed to  childhood overw eight. In considering the  

results, it was fe lt tha t the tim e taken to  participate in the survey by individual GPs 

may have been a factor in the  poor response rate. From the  perspective of acquiring 

representative and therefore  m ore generalisable data, it was fe lt th a t higher 

participation rates w ere essential. It was also fe lt th a t using the m ethod outlined by 

Boquier et al would be costly to  conduct, to  record, and to analyse, given the volum e  

of data from  a large num ber of telephone surveys, given tha t the content from  each 

survey was large, w ith each survey comprising 4 sections, each w ith m ultiple  

individual items, and the w hole generating data which w ere likely to  be 

heterogeneous and there fo re  challenging to  analyse.

W alker (2007) conducted a UK based study on the  views of General Practitioners  

and Practice Nurses on childhood obesity, using a qualitative m ethodology. This 

study included data from  12 GPs and 6 Practice Nurses. The approach taken was tha t 

of face to  face semi structured interviews. In terview  content did reflect aspects of 

the  Quality Outcomes Fram ework (QOF), given th a t ascertaining the  opinions of GPs 

and Practice Nurses regarding the inclusion of specific service items under the QOF 

was one of the objectives of the study. It is evident from  data th a t those 

participating in the  study provided thoughtful and considered observations for
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analysis. However, invitation to  participate was extended to  39 practices from  a 

single Primary Care Trust, from  which only 18 participants from  11 o f the practices 

responded. W hile  the results presented do include valuable insights into the  

m anagem ent of Childhood O verw eight in the  Primary Care setting, data from  such a 

study as this must be in terpreted in the  context of the  relatively high level o f non 

participation am ong those eligible to  be included. The list of questions selected by 

W alker et al was fe lt to  be relevant to  the study however, and was helpful in 

determ ining the  content of the survey instrum ent for the  current study.

King et al (2007) reported a study on the  perceptions of Australian GPs on the ir  

m anagem ent of childhood overw eight. The approach taken here was also th a t of a 

qualitative study, including 26 GPs in 4 focus groups. Participants for the  focus 

groups w ere  recruited through the  local division of general practice in each of 4 

areas w ithin N ew  South W ales, selected to  provide geographical and dem ographic  

variation. It is not clearly reported how many GPs w ere invited, and hence the extent 

to  which data from  this study can be considered broadly applicable is uncertain. 

However, the  list o f questions put to  the focus groups was of interest and of 

relevance, and was also helpful in devising the  survey instrum ent for the  current 

study.

Dettori (2009) conducted a modest study on Australian GPs w ho had participated  

in the  KOALA Study (Kinder O verw eight Activity Lifestyle Actions). The study was 

entitled  'Barriers to  the m anagem ent of obesity in children -  a cross sectional study 

of GPs.' These GPs, originally participating in the  KOALA study, had only recruited 14
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children over an 18 m onth period to  the KOALA study, despite the provision of 

additional resources to  assist and encourage them  in the ir m anagem ent of childhood 

overw eight. This poor level of engagem ent w ith the  KOALA study thus prom pted in 

turn  the  study by Dettori. Dettori developed a self adm inistered questionnaire with  

22 questions, requiring a simple dichotomous 'y^s' or 'no' response. Questions 

addressed factors which had been identified from  discussions w ith the  GPs, who 

them selves had been previously engaged w ith the  study team  through the  KOALA 

Study. Questions w ere identified on the basis of literature review  on potential 

barriers to  GP m anagem ent of childhood overweight.

These factors included the difficulties in recognition of overw eight children as 

overw eight, the  challenge of routine m easurem ent of height and w eight in clinical 

practice, and the  systematic use of height and w eight data to  identify at risk children. 

Knowledge of national guidelines, including use of BMI for age percentile charts was 

also included, as w ere GP perceptions of child obesity as a medical problem , GPs' self 

reported confidence in dealing w ith the  problem  of childhood obesity, and GPs' 

confidence in broaching the issue of child overw eight/obesity  w ith parents.

The question topics, originating as they did from  recent direct contacts w ith  GPs, and 

with reference to  recent current research literature, appeared particularly relevant 

in the  context of the  current study. Further, in the ir discussion, the  authors noted  

th a t 'a num ber of GPs had reported th a t parents w ere  upset when the ir child's 

overw eight was discussed, a concern supported by o ther research.' The la tter clearly 

touches on the issue of acceptability of raising childhood overw eight in the
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consultation to  parents and children. Given th a t acceptability is integral to the  

research question of the  current study, the  survey instrum ent devised by Dettori was 

fe lt to  be of particular interest.

Dettori et al faxed the survey instrum ent, and non responders w ere  sent a further 

fax at 3 weeks. Remaining non responders w ere subsequently rem inded again by 

te lephone contact from  the ir KOALA Study GP Liaison Officers. Thus three form al 

inv ita tions/ contacts to  participate w ere undertaken, in order to  encourage those 

eligible to  participate. Although Dettori only surveyed a m odest num ber of GPs, a 

good response rate was obtained (67% or 33 out of 40  surveyed). Dettori's survey 

instrum ent was particularly influential in designing the  survey instrum ent which was 

used in this study.

Based on a broader literature  review, w ith a closer consideration o f the  studies 

above, a questionnaire was drafted , based on a m odified version o f th a t used by 

D ettori (Appendix 1). Several iterations of the  questionnaire w ere refined in the  

course o f study team  meetings (Septem ber 2010  to  February 2011). It was decided 

to  use a postal questionnaire survey m ethodology for this part of the  study, closely 

follow ing the  Tailored Design M ethod  and used previously w ith in  the  

D epartm ent of Public Health and Primary Care at Trinity College, Dublin, on surveys 

previously conducted am ong Irish General Practitioners, and which was known  

to  be effective, particularly in obtaining good response rates.



Serial discussions w ithin the D epartm ent of Public Health and Primary Care at Trinity  

College w ere conducted during 2010-2011 , including form al participation in 

D epartm ental Research M eetings, as well as inform al discussions w ith researchers 

from  the disciplines of General Practice, Public Health and Biostatistics, reflecting on 

serial iterations of the draft questionnaire.

2. 4 Pilot studies on method

Pilot work was conducted on both the survey of general practitioners and on the  

study of the  responses o f parents and children on the  acceptability of having the  

weight of the  child checked in the  practice.

2.4.1 Pilot wori< on survey of general practitioners

Two versions of the penultim ate version of the questionnaire w ere piloted for 

response rates, ease of use and acceptability (n = 24), and a final version was agreed 

on this basis. The principal d ifference betw een the tw o  piloted versions was tha t of 

the use of simple dichotomous ('Yes/N o' or 'Agree /  Disagree') response options as 

opposed to  use of 4 point Likert Scale response options.

The pilot study was adm inistered by post to  a selected sample of colleagues in the  

Kildare Faculty of the  ICGP, w ith  22 out of 24 surveys returned com pleted.

Colleagues w ere advised th a t this was a pilot study, to  test and refine the survey 

instrum ent, and they w ere requested to return any observations they had on 

com pleting the survey.
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Data from  the  pilot study indicated th a t the m ore com plex option (Likert scale) was 

equally acceptable (response rates /  solicited com m ents) to  the simpler option  

(Dichotonous 'Yes /  No response options) to  the respondents, and this was 

subsequently used fo r the study proper.

2.4.2 Pilot work on study with parents and children

Two pilot studies w ere conducted on this aspect of the  research. In the  first pilot 

study, 101 children aged 4 -14  years, together w ith  the ir parents, serially presenting  

to  a 4 GP practice, w ere invited to  participate in the study, the  scope and purpose of 

which was verbally explained to parents at the  outset o f the  consultation. In 

particular, parents w ere advised th e  study would include checking the height and 

w eight o f the  child, and checking these against a standard (in this instance United  

States Centers for Disease Control gender and age adjusted BMI centiles) in order to  

calculate a gender /  age adjusted BMI centile. Parents o f children who were  

overw eight w ere  provided w ith  inform ation sheets on good eating habits /  healthy  

eating, and w ere  also provided w ith an invitation to  return and discuss the m atter of 

the ir child's w eight at a subsequent consultation.

This study was conducted in a single practice. Among the  sample of children who  

w ere weighed, 15 out of 101 w ere  overw eight /  obese. A file review was conducted  

for these 15 children, in order to  ascertain the  extent to  which there  was any 

evidence th a t height, w eight or BMI w ere  previously recorded. The outcom e was
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th a t in only 1 of the 15 cases had this been previously docum ented in the  medical 

record of the  child. Obesogenic fam ilies w ere invisible on the  medical record. In this 

pilot study, emphasis was on feasibility of systematically checking height and weight 

in the course of routine consulting. Inform al feedback from  GPs participating was 

positive, and given the provision of gender /ag e  adjusted BMI centile charts, and 

patient inform ation sheets, the  GPs reported positively on both feasibility of 

systematically checking height and weight, and addressing the task in the  course of 

routine consulting. There w ere  no reported difficulties or upset reported among  

parents and children, although these w ere  not form ally or systematically solicited.

In the second pilot study, conducted in the  author's own practice (2 GPs), the  

approach taken was refined further, and w ith emphasis on testing the  proposed post 

consultation telephone in terview  by an external Research Assistant (RA). The target 

population included all children aged 5-12 years (closely corresponding to  the age of 

prim ary school going children in Ireland), serially presenting for routine clinical care. 

For the purposes of this pilot, it was deem ed sufficient to  include 20 children and 

parents. Exclusion criteria included children /  parents presenting w here the  weight 

of the  child form ed part of the  presentation, or w here the  child was deem ed acutely  

unwell /  clinically unstable by the attending GP. Additional attention  was given to  

obtaining consent o f parents and assent o f children. Parents w ere inform ed and 

advised of the scope and purpose of the  study through the  use of an inform ation  

sheet presented at the  outset of the consultation (Appendix 2). Parents w ere also 

advised verbally by the  attending GP regarding the scope and purpose of the  study, 

at the outset of the ir child's consultation. W here  agreeable, parents w ere  then
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requested to  give w ritten  inform ed consent. Inform al feedback from  GPs indicated  

good levels of acceptability during the pilot study.

2.5 Sampling for survey of General Practitioners

The sampling fram e for this part of study included a listing of Irish GPs, available 

from  the  D epartm ent of Public Health and Primary Care at Trinity College, Dublin. 

This listing had been recently review/ed (2010). The listing was com piled by 

am algam ating all GPs on lists obtained from  The Primary Care Re-lm bursem ent 

Scheme, The M o th er and Child Antenatal Scheme and the National Cervical 

Screening program m e national GP listings. A sample equivalent to  20%  o f the  tota l 

was obtained using a random  numbers generator, providing the sample (n=527). 

Given tha t the size o f the sample equated to  a large proportion of all practicing GPs, 

it was fe lt unnecessary to  stratify the sample, the  correctness of which decision 

could be ascertained w ith respect to  the profile of respondents subsequently. 

Statistical overview  of the  proposed m ethod was conducted (BOS/AK), the key 

conclusion being tha t a response rate of 65%  or greater from  the  sample would  

ensure the study was adequately pow ered and representative.

It was determ ined to  send the  survey in th ree  mailings (Septem ber 2011 to  January 

2012), closely following the  tailored design m ethod. The survey pack included an 

anonymous questionnaire w ith a stam ped addressed return envelope, a separately  

returned num bered response card, together w ith a cover letter, outlining the  

purpose o f the study (Appendix). Questionnaires w ere  thus to  be returned
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anonymously. Num bered response cards w ere  returned separately, enabling  

respondents to  be rem oved from  successive rem inder mailings. W here  response 

cards w ere returned indicating the  GP addressee was retired, deceased, on leave or 

on m atern ity  leave, or not known at the  address, these GPs w ere  separately listed as 

being non-eligible for inclusion. The listed tota l was subtracted from  the  

denom inator in calculating the  final response rate.

2.6 Sampling and method for study with parents and children

In considering the detail for sampling for the  study to ascertain the  responses of 

parents and children to  weighing the child, several approaches to  sampling w ere  

considered, and the  overall m ethod was considered and further refined with  

reference to  previously conducted studies.

The following considerations w ere fe lt to  be im portant:

• Select a m ethod  ap p ro pria te  to  th e  study aims and objectives

• Address th e  risk o f causing significant upset to  parents and children in collecting  

data

• Address th e  need to  p ro tect and respect co n fiden tia lity  o f parents and especially o f 

children

• Select a m ethod  w hich w ould  be acceptable /  feasib le in clinical practice

• Clearly d efine th e  ta rg e t popu lation , and ensure a system atic approach to  sam pling
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In selecting and defining the  m ethod, the  literature search previously referred to  was 

considered, proposals w ere presented (BOS) and reflected upon at serial 

Departm ental Meetings w ithin the  D epartm ent of Public Health and Primary Care, 

and also w ithin the National Children's Research Centre at Our Lady's Hospital 

Crumlin, Dublin, which in turn included reflection and input from  a w ider range of 

disciplines, including Paediatrics and Child Psychology.

The literature  review conducted failed to  identify studies which prim arily addressed  

the  issue of acceptability. This does call into question the  reliability of the search 

strategy. It also may reflect the paucity of research carried out directly and prim arily  

evaluating patient's experiences and perceptions in this area of care.

There is a large body of research published in the  area of childhood overweight.

M any studies are only indirectly relevant to  the proposed study, in so far as they  

relate to  specialised interventions, frequently  involving disciplines other than  

General Practice, and w here th e  emphasis in most studies has been on the  efficacy  

of the  intervention, as opposed to  its acceptability. A recent exam ple illustrating this 

includes The High Five for Kids Study w here  parents and children w ere  recruited  

and subjected to  an intensive 2 year program m e, based in a paediatric ou tpatien t 

setting. Reported outcomes exclusively relate to  changes in BMI and activity levels, 

and m ake no reference to  acceptability to  children or parents.

A num ber of studies w ere identified w here aspects of m ethodology w ere  fe lt to  be 

relevant to  the  proposed study, and /  or which did address acceptability to  parents  

and /  or children to  some extent. Furtherm ore, studies which w ere fe lt to  be
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relevant included those which explored the action of checking the  w eight and height 

of children in practice.

These studies included the following:

A study by Banks (2011) focused on obese children (BMI > 98**̂  centile) in the  

general practice setting. The m ethodological approach taken was to  search practice 

databases (12 practices in Bristol, in the  UK) to  identify obese children (only 285  

identified), following which a w ritten  invitation was sent out, asking parents and 

children to attend the ir GP, to  consult, plan and agree an approach to  the  child's 

overw eight. It must be inferred tha t the  practice databases w ere  not effective or 

reliable in term s of identifying all the obese children in the target population.

Further, from  285 invitations sent, only 134 consultations ensued, and of these, only 

42 w ere noted to  have form ally discussed the weight of the  child in detail. No clear 

conclusions regarding acceptability can be reliably made from  this study, beyond the  

inference th a t parents of obese children w ere not responsive to  the initial invitation  

to  engage. A methodology based on this approach (ie invitation to  attend) was 

thought to  be unlikely to be effective.

A study was reported by Gage et al (2012)*®®*, part of which exam ined GPs' and 

parents' beliefs regarding the causes, consequences and m anagem ent of childhood 

overw eight/obesity, in the UK (Prim ary Care Trust). The m ethod consisted of a 

m ailed questionnaire survey to  tw o  samples (GPs and parents), w ith  questions to  

GPs and parents regarding the ir views on childhood overweight, together w ith a 

second elem ent which included a series of images of children, regarding which

67



respondents were asked questions about the degree of overweight evident in 

children of varying degrees of weight, based on the respondents' visual estimate. 

Comparisons were then made between the responses of parents and GPs.

Difficulties evident with this study included a low overall response rate of 33%. Given 

that the proposed study is particularly examining acceptability, high participation 

rates were considered essential, and the overall methodological approach taken in 

this study reported by Gage et al was considered unsuitable for a study examining 

acceptability.

Given the paucity of studies examining for acceptability of interventions in childhood 

overweight, a broader approach was taken, and methodologies from several other 

studies were considered which examined acceptability in conditions other than 

childhood overweight.

Buscewicz (2006) reported a study based in General Practice, examining the 

perceptions of adult patients with psychological symptoms presenting to their GPs, 

particularly with respect to the acceptability of the consultation skills of the GPs to 

the patients. The methodology used included tape assisted recall (TAR), in a small, 

qualitative study. Twenty patients from 9 general practices (only 12 out of 30 invited 

GPs participated) were recruited. All patients presenting were invited, informed and 

considered for inclusion. Inclusion was determined on the basis of the psychological 

content of the consultation. Data were collected (recording of the consultation, 

analysis of content, and if deemed to include significant psychological content, the 

patient was subsequently invited to participate in the study, with a post consultation



in terview  at 1 w eek). The in terview  included rem inding the  patient about the  

consultation with the ir GP by replaying the audio recording of the  consultation. 

Following this, in the next part of the  study, the  patient was interview ed using a 

series of questions, regarding w hat aspects of the consultation the patient fe lt to  be 

m ost helpful and least helpful. Overall this can be considered as a qualitative study, 

using TAR to  inform  a semi structured interview  technique.

The m ethod appeared appropriate in term s of the area of care being studied, 

involved a novel approach, and appeared appropriate in term s of evaluating  

acceptability, particularly in an area of care which is sensitive, and w here patients  

are known to  feel vulnerable. Thus there  are clear similarities betw een this study of 

sensitive psychological issues in the  consultation, and in raising a sensitive issue in 

the  consultation such as childhood overw eight. However, the  technique of TAR as 

used in this study is essentially qualitative, and the study is there fo re  subject to  the  

lim itations o f such. TAR is expensive in term s of both patient and researcher tim e, 

the  technical requirem ents necessary to  use it as part o f the  m ethodology would  

clearly place it beyond the scope of routine consulting, and these requirem ents do 

render it m ore likely th a t numbers studied would necessarily be modest. Further, it 

was also fe lt th a t the  extent to  which busy parents o f children declining to  

participate would be large, given the process of data collection on one hand and the  

lim ited ability of parents to  participate w ith the process on the  other. As previously 

indicated, high levels of participation are adjudged to  be im portant in a study
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purporting to  evaluate acceptability, and on this basis it was determ ined not to

utilise TAR.

In the course of determ ining an appropriate m ethodology for this part of the  study, 

it was considered to  check the  w eight of a sample of children presenting for routine  

care, and directly ask th e ir parents about the  extent to  which this was acceptable to  

them  and to  the ir children. Thus the  approach selected was tha t of a pragmatic, 

practice based study involving GPs, children and the ir parents, engaged in routine  

consulting, in the com m unity. This approach was developed and subjected to  tw o  

successive pilot studies, in the  general practice setting as described above.

W ith  respect to  children, th e  principle of assent was adhered to , through the  

provision of an age appropriate  inform ation sheet at the  outset of the  consultation  

(Appendix). On this basis, parents and children agreeable to  participating were  

included in the  pilot study. No parents declined in the  pilot, reflecting clear process, 

and the high level of trust inherent in general practice consulting betw een  

individuals and doctors w ell know to  them . The consultation proceeded, the  

presenting problem s w ere  addressed in the  usual m anner, at the end of which the  

w eight and height of the  child w ere checked, using standard measuring techniques  

and equipm ent (Seca 760  fla t scales, and Leicester measuring sticks). Gender age 

adjusted BMI centiles w ere  calculated w ith reference to  the  2007 W H O  centile 

charts. Children w ere  considered to  be w ithin normal range, overw eight or obese 

based on th e ir BMI being less than the  85^  ̂ centile, betw een the  85**  ̂and 98'^ 

centile, or above the  98^  ̂centile respectively, adjusted for gender and age.
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For those found to  be overw eight, the m atter was discussed in the  consultation, in 

the  presence of the  child. Parents w ere  provided with inform ation sheets on healthy  

eating, and invited to  return to  discuss the  m atter at a subsequent visit. W here  

children w ere found to  be obese, offer of referral to a Dietician was also m ade to  the  

parents. Contact inform ation (confirm ation of most appropriate telephone numbers 

to  call parents) was obtained and noted.

A sum m ary page of relevant data was com m unicated by secure fax to  the  RA at the  

Study Centre (D epartm ent of Public Health and Primary Care, TCD), including the  

date of the consultation, the nam e and contact inform ation of the parent, and the  

gender, age and weight category of the child's BMI (Norm al, Overw eight or Obese).

Following the consultation, all parents w ere  subjected to  a telephone survey, 

adm inistered by a Research Assistant (EL), external to  the  Practice. The purpose of 

the  telephone survey was to  ascertain the  extent to which the  process of having the  

w eight of the child checked in an unexpected m anner w hile attending for routine  

care was felt to  have im pacted on the  parent (ascertained directly), and to  the  child 

(ascertained indirectly, based on the parent's perception). A secondary purpose of 

this part of the pilot was to  assess the acceptability and feasibility of the telephone  

survey.

The telephone survey was adm inistered at 1-2 weeks follow ing the consultation. It 

was decided tha t it was appropriate to  allow  a period of tim e  for the  parent to  

reflect on the process of having the child weighed in this unexpected and unsolicited



m anner. It was thought th a t leaving such a period to  elapse would allow for any 

reactive feelings to  m oderate som ew hat in both parent and child, and would enable  

a m ore thoughtful evaluation on the  part of the  parent in the ir response to  the  

te lephone survey. Further, from  a practical point o f v iew , it was both pragm atic and 

convenient to  define a reasonable w indow  o f tim e w ithin which the  telephone  

survey could be delivered. Given the  level of resourcing available, a tightly defined  

tim efram e here (eg 'on day 4 post consultation') would not have been feasible, given 

the numbers of participants involved, and the  input of only one RA.

The main outcom e from  this second pilot was th a t the m ethodology was fe lt to  be 

practical, acceptable and feasible in the  context of routine consulting. Further, by the  

end of the  Pilot, it was fe lt tha t it was not necessary to  consider fu rth er m odification  

of this part of the proposed m ethod.

2.6.1 Sampling for study on parents and children

In defining the target population fo r the proposed study, all parents and children

attending th e ir GP for routine care w ere initially considered. Given th a t the rationale

for the  study closely related to  parents and children attending fo r routine, unrelated

clinical care, it was decided to  exclude parents and children attending w here w eight

of the child form ed part of the  presenting reason for the  consultation. In practical

term s, it is understood th a t the extent to  which parents attend requesting the

w eight o f the  child to  be checked is norm ally very low indeed. For ethical reasons, it

was also decided to exclude instances w here  the  child was fe lt to  be acutely unwell,
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to an extent determined by the attending GP, which was likely to add to the distress 

of the child or increase the medical risk.

For the purposes of the study, it was felt appropriate and necessary to define what 

individuals could be considered as children for the purpose of the study. Several 

reasons were considered for limiting the study to those children who were most 

likely to be primary school children. It was fe lt that primary school children, defined 

as children aged 5 to 12 years of age, would be able to cooperate well with the 

process of having their weight checked. Further, it was also fe lt the issue of assent 

could be addressed with children aged 5 or older, whereas with younger children, 

effectively explaining the purpose of the study and securing their assent would be 

subject to greater uncertainty.

The upper age lim it was considered given the increasing probability of adolescents 

attending in consultation alone and without their parents, thus raising the problem 

of inclusion without parental consent or knowledge. Further, it was felt that 

addressing this issue with adolescents was clearly beyond the scope of the research 

question and the study hypotheses.

2.6.2 Selection of participating General Practitioners for study on parents and 

children

Selection of participating General Practitioners was made with respect to the need 

to obtain a representative sample of GPs, in order to enable the development of 

general conclusions and to address the issue of cluster centre bias. Cluster centre
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bias means the  systematic inclusion or exclusion of sub groups of eligible 

participants fo r reasons relating to  characteristics of the General Practitioners or 

the ir practices as opposed to  characteristics of the participants.

In practical term s, it was deem ed necessary to  ensure a good level of variation in 

term s of the dem ographic profile of the  GPs, size of participating practices (num ber 

of GPs and practice list size), socioeconomic mix of practice population, and practice 

location. Set against the  need fo r appropriate variation in selection o f participating  

GPs was the lim itation arising from  fin ite  resources to  conduct the  study, together  

with the understanding tha t there  was an optim al num ber of GPs and Practices 

beyond which furth er increase in th e  num ber of participating GPs would not 

substantially im prove variation or furth er reduce cluster centre bias.

Advice was sought w ithin the D epartm ent o f Public Health and Prim ary Care at 

Trinity College (Prof Alan Kelly, Biostatistician) regarding the  appropriate  num ber of 

GPs and Practices to include.

The initial proposal (BO'S) was to  consider requesting 5 GPs to  each recruit 100  

parents and children (dyads). On reflection (AK, BO'S, TO'D), it was fe lt more  

appropriate to  identify at least 10 GPs, from  10 practices, each recruiting 50 dyads, 

with the  objective of achieving a sample of 500 dyads. This approach was deem ed  

adequate and sufficient to achieve adequate variability in term s of GPs, of practices, 

of parents and of children.
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Two regional networks of GPs w ithin the Leinster area w ere the considered, 

including The Kildare Faculty of the  ICGP and The Trainers W orkshop at the TCD HSE 

GP Training Scheme. The fo rm er includes 122 GPs located in Kildare and W est 

W icklow, including GPs w ith practices situated in rural, and tow n locations. The 

la tter included 34 GPs w ith practices predom inantly located in urban settings. Both 

networks included practices in locations w ith good variation in term s o f a ffluent and 

deprived com m unities, and in term s o f practice size (varying from  single handed up 

to  a seven partnered practice. GPs from  each netw ork w ere  invited, through  

delivering a short presentation at a plenary clinical m eeting, and by w ritten  

invitation. Expressions of interest w ere  obtained from  32 GPs, from  which 11 w ere  

purposively selected (BO'S/TO'D/EL), w ith the  following characteristics (see box):
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Profile of participating GPs and Practices

GP/Gender Practice Training status Setting

1 Male Full time, single handed Yes Inner city /  Deprived

2 Male Full time, 4 partners Yes Urban /  Deprived

3 Female Part time, 2 partners No Town /  Affluent

4 Male Part time, 2 partners No Town /  Affluent

5 Male Full time, 3 partners Yes Town /  Mixed

6 Male Full time, 3 partners Yes City /  Affluent

7 Female Full time, single handed No Rural /  Mixed

8 Female Part time, 2 partners Yes Urban /  Deprived

9 Female Full time, 4 partners Yes Urban /  Deprived

10 Female Part time, 2 partners Yes Urban /  Deprived

11 Female Full time, single handed No Town /  Affluent

(Number o f partners includes 

the participating GP)

Comment

Eleven GPs from  10 practices w/ere selected. Good variability is evident in terms o f GP gender, 

practice size (number o f partners), geographic location and socioeconomic profile o f 

proactive population. Training Practices are somewhat over represented. This was not fe lt  to 

be important, given the nature o f the study and the target population o f parents and 

children.
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2.6.3 Recruitment of participating general practitioners

Selected GPs w ere  subjected to  an initial practice visit (Dr Brendan O'Shea, Lead 

Investigator (LI), and Emma Ladewig, Research Assistant (RA)). The purpose o f this 

visit was to  describe, explain and instruct the  participating GPs and the ir Practice 

Staff in the  study aims, objectives, rationale and protocol. The practice visit enabled  

Practice Teams to  question and clarify aspects o f the study which w ere  unclear to  

th em , and it also enabled the  Study Team  b ette r to  understand the  practice 

environm ent in each instance. Anecdotally, it was evident at this point th a t none of 

the  selected General Practitioners w ere routinely or systematically checking the  

w eight of children before the com m encem ent o f the  study.

This initial practice visit was also used to  deliver a Practice M anual to  each practice, 

which included the  study protocol, contact inform ation fo r the  study team , 

lam inated copies o f the 2007 W HO  BMI centile charts, inform ation sheets for 

parents and children, recording pro form as fo r each case, and practice waiting room  

notices. Each Practice M anual included study sheets to  enable the  recru itm ent of 55 

dyads. It was fe lt prudent to  make available an additional 5 study sheets in order to  

enable each GP to  conduct an initial brief pilot phase of the  study in the ir own 

practice, at the ir own discretion.

The initial practice visit included the provision of standard equipm ent for checking 

height and w eight (Seca 760 Flat Scales and Leicester Measuring Sticks), together  

w ith instruction in the ir correct use, including weighing in stockinged fee t and 

follow ing m icturition. The visit also enabled good contact to  be m ade betw een the
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study Team , the  General Practitioner, and the  Practice Team . In particular, a form al 

link was established w ith another nam ed individual w ithin the  Practice Team  (usually 

the Practice M anager) in order to  enable fo llow  up practice visits to  be arranged, and 

adm inistrative m atters to  be m ore efficiently addressed. Adm inistration included 

periodic checking by the RA o f data acquisition (ie the  num ber of dyads recruited at 

checking points during the  study, usually conducted at 4 -5  weekly intervals, and 

ascertained by telephone), together w ith the scheduling (at 1-2 days notice) of spot 

check visits to  each practice to  review  the practice appointm ents system for the  

purpose of ensuring tha t all eligible children and parents w ere  being systematically 

invited and recruited, and to  identify if any protocol violations w ere  evident in term s  

of failure to  include all eligible children. Initial visits w ere conducted during March -  

April 2012. Data collection com m enced M ay 2012. Based on work conducted on the  

pilot study, it was initially estim ated th a t data collection would take in the order of 

3-4 months. Following com pletion of data collection, a paym ent of €500  was paid to 

each participating practice, recognising adm inistrative and tim e costs incurred.

2.6.4 Recruitment of parents and children

Each General practitioner was requested to  invite 50 children aged 5 to  12 years and 

the ir parents, presenting to  them  serially in consultation, fo r routine clinical care, to  

participate in the study. Exclusions are previously noted, to  which w ere  now added 

children w ho w ere  already included in the  study and w ere  presenting on a second or 

subsequent occasion w ithin the  study period. In instances w here  several children 

w ere presenting in one consultation, fo r reasons of both practicality and the need to
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fu rth er ensure good variability, only one child (defined as the  youngest child w ith  the  

presenting com plaint) was included from  each fam ily.

In the  course of the study, good contact was m aintained w ith the  participating  

practices and General Practitioners. This included regular direct emails to  the  

participating General Practitioners, providing each w ith an update on the  num ber of 

dyads recruited by all the participating practices, together w ith  a sharing of any 

additional queries or relevant observations originating from  am ong the participating  

GPs. Contact was also m aintained by means of unscheduled practice visits (EL) to  

spot check the electronic appointm ents system, examining to  ensure all eligible 

children and the ir parents w ere invited to  participate. Data capture was closely 

observed, and in instances w here the rate of data capture appeared to  be slow in 

any given practice, inform al contact (EL/BO'S) was m ade, in order to  ascertain the  

reason for this, and to  ensure the  study protocol was being adhered to.

As data collection progressed, the  m ethod was fe lt to  be both appropriate  and 

practical, and supported participating General Practitioners, children and parents in 

the collection of data.

2.7 Ethical approval

Ethical approval fo r both parts of the study was separately sought and obtained  

through form al application to  the  Ethics Com m ittee at The Irish College of General 

Practitioners.
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No m aterial conditions w ere  required w ith respect to  the  protocol fo r the study on 

General Practitioners. Ethical approval for the  practice based study involving parents  

and children was conditional on im proving protection of confidentiality of the  child. 

In the  proposal initially subm itted, it was proposed to return the child's gender, date  

of birth and nam e to  the Study Team  by confidential fax. The Ethics Com m ittee at 

th e  ICGP requested and advised th a t only the  child's age in years and months would  

be sufficient for the  purpose of the  study, th a t it was unnecessary to  com m unicate  

data on gender and on date of birth for the  purpose of the  study. These conditions 

avoided the unnecessary com m unication of personal data outside o f the General 

Practice. This requirem ent was confirm ed and im plem ented in the  course of the  

study.

2.8 Conclusion

This chapter describes the selection of, and detail for m ethods fo r tw o  parts of the  

study, inform ed w ith reference to  the relevant research literature, and on reflection  

w ith  Colleagues from  a variety of disciplines at The D epartm ent o f Public Health and 

Primary Care at Trinity College, Dublin, The Kildare faculty of the  ICGP, The Trainers  

W orkshop at the  TCD HSE GP Training Scheme, and finally w ith reference to  pilot 

studies conducted to  assess feasibility, ease of use, and to  solicit feedback from  GPs 

and parents. The m ethods w ere tested and refined on the basis o f pilot studies, and 

w ere  approved by The Ethics Com m ittee o f The Irish College of General 

Practitioners.
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CHAPTER 3 RESULTS

3.1 Introduction

This chapter includes results from  the tw o  studies.

The first study includes a questionnaire survey of a 20%  sample of Irish GPs.

The second study is an observational study w here  a sample of children (n= 463 , aged 

5 -12 years), attending 11 GPs had the ir w eight checked during routine care. A 

te lephone survey of parents was then conducted, ascertaining the  extent to  which 

having the  w eight of the child checked in this m anner was acceptable to  children and 

parents.

All data are reported in this chapter, at the end of which a sum m ary of key findings is 

presented. For the purpose o f clarity, the  research question and study hypotheses 

are restated as follows:

• Is it acceptable to parents and children to have the weight of the child checked 

when attending their GP for routine clinical care?

* It is hypothesised that General Practitioners are unwilling to check the weight of 

children due to their concerns about upsetting parents and children, but that 

parents and children are not upset when their GP checks the weight of the child.
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3.2 Results from a survey of GPs on their practice in childhood 

overweight

3.2.1 Acquisition, presentation and analysis of GP survey data

Data for this part of the study were returned by GPs responding to a postal 

questionnaire survey. Data from returned questionnaires were extracted. Double 

data entry was used in transferring responses noted on paper questionnaires to an 

Excel spreadsheet, which in turn was transferred to SPSS (V 18.0). Data were 

subjected to simple analysis. Detail on the response rate is initially presented, given 

the importance of response rate in determining the extent to which the data are 

representative, and therefore the reliability with which conclusions can be drawn 

from the data, applicable to the population of General Practitionersas a whole. Data 

are organised, presented and analysed in order to ensure clarity and ease of 

comprehension. Analysis of data from the GP survey includes simple frequency 

distribution of responses. Responses are grouped under five main headings.

I. GPs' beliefs regarding childhood overw eigh t

II. GPs' self reported  practices In th e  consultation

III. GPs' self reported  practices w hen  consulting w ith  o verw eigh t children

IV. GPs' beliefs regarding fu tu re  care o f o verw eigh t children.

V. Sub-group analysis o f respondents

3.2.2 Response rate

The survey was presented to 527 GPs. Responses (completed questionnaires) were 

obtained from 393 GPs. Based on data obtained from separately returned response
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cards, 37 GPs w ere  no longer in practice, no longer at the given address, were  

deceased, or w ere  on m atern ity  leave. This num ber was subtracted from  the  

original denom inator of 527. A final response rate of 80.2%  was calculated.

3.2.3 Practice profile and demographic data (section A of Questionnaire)

Table 1. Profile of respondents of survey of GPs (n = 393).

Respondent characteristics Percentage of 

respondents

95% Confidence 

interval

GP Gender

Male 64.6% 5 8 .2 -6 7 .7 %

Female 35.4% 3 0 .1 -3 9 .4 %

Age (years)

Under 30 0.0% N/A

31-40 17.5% 1 4 .0 -2 1 .6%

41-50 29.2% 24.9 -  34.0%

51-60 32.6% 2 8 .1 -3 7 .5 %

Over 60 20.6% 1 6 .9 -2 5 .0%

Practice Location

City 20.6% 16.8 -  24.9%

Suburban 21.4% 1 7 .5 -2 5 .8%

Town 35.1% 3 0 .5 -4 0 .0 %

Rural 23.0% 1 9 .0 -2 7 .5%

Practice Type

Single Handed 31.5% 2 7 .1 -3 6 .3 %

Two plus Doctors 68.5% 6 3 .7 -7 2 .9 %

Volume of Paediatric Patients

Small 14.5% 11.3 -18 .4%

Average 67.4% 6 2 .5 -7 1 .9 %

Large 18.2% 1 4 .6 -2 2 .4%
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A m ajority of respondents w ere  older m ale GPs. This m ay reflect the list o f GPs from  

which the  sample was drawn. It was com piled by cross referencing GPs listed as 

providing services under the  Primary Care Reim bursem ent Scheme, The National 

Antenatal Care Scheme, the  National Cervical Screening Program m e, and The Irish 

Medical Directory. It is probable th a t younger assistant GPs may be under 

represented on this list, as they are less likely to  hold contracts w ith the State 

Schemes, and further, it is possible th a t a m ajority of such younger assistant GPs are 

fem ale. A m inority (23%) o f respondents describe them selves as rural, which is as 

expected, and a m ajority o f respondents report them selves as being in practice with  

one or m ore Doctors.

M ean percentages of GPs' practice populations, self reported  by respondents, w ith  

reference to  th e ir patients eligibility was as follows: 56.4%  (SD = 23.5% ) eligible 

under the  M edical Card Scheme, w ith 43.6%  (SD = 23.5% ) fee  paying ('private ') ie 

ineligible under the M edical Card Scheme.

3.2.4 Data from survey of General Practitioners

Responses are presented under five main headings:

Section 1 GPs' beliefs regarding childhood overw eight (Table 2)

Section 2 GPs' self reported practices in the  consultation (Table 3)

Section 3 GPs' self reported practices when consulting w ith  overweight children

(Table 4)

Section 4  GPs' beliefs regarding fu tu re  care of childhood overw eight (Table 5)

Section 5 Sub-group analysis of responses
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3.2.4.1 Section 1 - GPs’ beliefs regarding childhood overweight

Please note that in Tables 2 - 5 ,  fo r purposes o f presenting the results in a meaningful 

way, the questions may not appear in the same order as in the Questionnaire 

(Appendix 1). However, the question numbers remain the same.

Table 2. GPs' beliefs regarding childhood overweight (n = 393).

Response Strongly

disagree

Strongly

agree

No

Response

1 2 3 4

Q 1 Childhood overweight is a medical problem

Response (%) 4.07 16.28 37.4 42.24 0

Q 2 Childhood obesity is a medical problem

Response (%) 2.29 6.62 24.43 66.41 0.25

Q 3 GPs have a role in childhood overweight management

Response (%) 1.78 11.45 41.48 44.78 0.51

Q 4 GPs have a role in childhood obesity management

Response (%) 1.27 6.36 35.37 55.98 1.02

Q 9 1 am now more confident managing childhood overweight and obesity 

than 1 was 5 years ago

Response {%) 18.83 35.62 33.59 11.45 0.51

Q 5 Parents view childhood overweight as a medical problem

Response {%) 24.78 53.42 12.98 6.63 0.76

Q 6 Parents view childhood obesity as a medical problem

Response (%) 12.98 43.51 34.10 8.40 1.02
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GPs view  childhood overw eight and obesity as medical problems, and view  

them selves as having a defin ite  role in managing it. They believe parents do not view  

childhood overw eight as a medical problem . GPs report no increase in the ir  

confidence in managing childhood overw eight from  5 years ago.

3.2.4.2 Section 2  -  GPs' self reported practices in the consultation

Table 3. GPs' self reported practices in the consultation (n = 393).

Response Never Always No

Response

1 2 3 4

QIO Do you follow any guidelines or standards in routine consulting in this

area of practice ?

Response(%) 38.82 38.17 20.87 5.09 3.05

Q l l Are you routinely measuring children's height and weight ?

Response(%) 9.92 58.02 27.48 3.56 1.02

Q12 Do you use age adjusted BMI charts in your identification of overweight

children ?

Response (%) 27.74 27.48 27.74 16.28 0.76

Only 1 in 20 GPs consistently indicate they always use guidelines /  standards in this 

area of care, and less tha t 1 in 25 GPs indicate they routinely check w eight and 

height of children. Fewer than 1 in 5 GPs use age adjusted BMI charts in the ir  

identification of overw eight children.

Reported practice am ong the  sample of GPs surveyed is not consistent w ith  policy, 

or w ith recom m ended best practice in this area of care, both of which recom m end
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that GPs should routinely check the weight of children attending them for routine

care.

3.2A .3 Section 3 - GPs' self reported practices when consulting with
overweight children

Table 4. GPs' self reported practices when consulting with overweight children (n = 393).

Response Never Always No

Response

1 2 3 4

Q24 When an overweight child presents in consultation, how often do you 

raise the issue of theiroverweight in the consultation?

Response(%) 1.53 36.13 39.95 8.14 14.25

Q 15 Do you find it difficult broaching the subject of childhood overweight

with parents?

Response (%) 9.41 29.52 51.15 9.16 0.76

Q13 Does your view of likely parental response affect the likelihood of your 

raising the matter in consultation with parents of overweight children?

Response(%) 8.40 20.1 51.65 18.83 1.02

Q 16 Does the possibility of a negative response from parents stop you from  

discussing the child's weight?

Response{%) 16.28 35.37 40.71 6.62 1.02

Q17 Are parents interested if you discuss their child's overweight /  obesity

with them?

Response{%) 2.54 32.32 56.74 7.63 0.76

Q18 Do you ask overweight children /  guardians to return for review of BMI /

weight?

Response{%) 7.63 33.08 42.27 14.25 0.76
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Q 19 How often do overweight children/ parents return for review when

asked to do so?

Response (%) 10.43 56.74 22.39 2.04 8.04

Q 20 Do you refer overweight children to a Dietician?

Response (%) 18.32 33.84 37.40 8.14 2.29

Q 21 Do you refer obese children to a Dietician?

Response (%) 11.70 18.07 38.42 27.48 4.33

Q 22 Do you find Dietician referrals are followed up by parents?

Response (%) 2.54 42.49 35.59 2.8 18.58

Q 23 Have you found Dietician referrals to have been useful?

Response(%) 2.8 29.96 39.95 9.16 18.83

When consulting with an overweight child, fewer than 1 in 10 GPs raise the issue of 

overweight in the consultation. The number of non responding GPs to this question 

(Q 11) is high (14.25%), which is indicative of uncertainty. Fewer than 1 in 10 GPs 

indicate they never find it difficult broaching the subject of childhood overweight 

with parents. Almost 1 in 5 GPs indicate that fear of parental response affects the 

likelihood of their raising the matter in the consultation. Fear of negative response 

from parents does appear to be a factor in these consultations. Most GPs indicate 

that parents of overweight children are not consistently interested when the issue of 

the child's weight is discussed. Fewer than 1 in 7 GPs indicate they always ask 

overweight children and their parents to return for review, their experience 

suggesting that parents and children are inconsistent in returning when they are
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invited to do so (Q 17). Fewer than 1 in 10 GPs consistently refer overweight children 

to a dietician, and just over 1 in 4 GPs consistently refer obese children to the 

Dietician. GPs indicate that parents are inconsistent in their follow up with dietician 

referrals, and fewer than 1 in 10 GPs have found such referrals to have been useful.

3.2A .4 Section 4 GPs' beliefs regarding future care of childhood overweight

Table 5 GPs' beliefs regarding future care of childhood overweight ( n = 393).

Response Strongly

disagree

Strongly

agree

No

Response

1 2 3 4

Q7 A national guideline would be useful in the area of childhood 

overweight/obesity

Response(%)

1.78 5.34 25.45 67.18 0.25

Q 8 Modest targeted payments would be effective in the management of
obese children

Response(%) 10.94 21.47 36.64 28.24 2.8

Q14 Age adjusted BMI charts embedded in an electronic drop down menu

would be useful

Response(%) 1.78 3.05 29.94 59.8 10.43

General Practitioners remain strongly interested in the availability of clear guidance 

in this area of care. They express a good level of interest in the idea of modest 

targeted payments for the management of obese children, and are strongly
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interested in the availability o f age adjusted BMI charts in drop down menus in th e ir  

electronic medical records.

3.2.4.5 Section 5 - Sub group analysis o f responses

Sub group analyses w ere conducted on responses from  several discrete groups of 

respondents.

Influence of respondent demographics on the ir practices and the ir attitudes;

Female GPs w ere more likely than male GPs to  ask overw eight children and their 

guardians to  return for review  = 18.74, df=3, p<0.001), and w ere  m ore likely to  

refer obese children to  a dietician (x^ = 18.84, df=3, p<0.001). However, fem ale GPs 

w ere m ore likely than male GPs to  find it difficult to  raise the  subject o f overw eight 

w ith parents (x^ = 11.88, df=3, p=0.008), and male GPs w ere  m ore likely than fem ale  

GPs to  believe tha t parents are interested in discussing the ir child's overw eight or 

obesty (x^ = 8 .65 , df=3, p=0.034). Female GPs w ere also m ore likely than m ale GPs 

to  agree th a t a national guideline in the area of overw eight /  obesity would be useful 

(X^= 10.13, df=3, p=0.18).

W hile these results are of interest, it is unlikely tha t they are im portant

3.2.5 Summary of main findings from GP survey

GPs do not manage childhood overw eight in a consistent m anner, nor do they  

consistently utilise the generally agreed tools in practice to  do so (systematic 

checking of children's BMI, use o f BMI centile charts, planned review, and selected 

use of referral). It is not usual fo r GPs to routinely check height and w eight of 

children attending for routine care.
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GPs are concerned. They clearly view childhood overweight and childhood obesity 

as medical problems. GPs believe that parents of overweight and obese children do 

not view childhood overweight as a medical problem. GPs perceive possible negative 

responses of parents of overweight children as an important concern in raising this 

matter in the consultation. Negativity around these issues clearly impacts on the 

GPs' ability to raise the problem consistently in the consultation, when overweight 

children present for routine care.

Concern in this area is compounded by clinical practice which does not include the 

use of standardised measurements and calculation of gender and age adjusted body 

mass index centiles, or consistent use of guidelines. While the survey did not 

specifically ask respondents regarding their use of coding for childhood overweight 

in the electronic medical record, it is inferred that the majority of GPs do not code 

for childhood overweight, nor do they maintain a practice register for childhood 

overweight in their practice in the same manner as many are known to do for 

diabetes or cardiovascular disease, for example.

It is clear from data presented that GPs have further uncertainties about the referral 

of overweight children to Dieticians. They are uncertain that parents of overweight 

children follow through with these referrals, and GPs do not view such referrals as 

useful.

GPs remain strongly interested in a national guideline in this area of care. They are 

interested to a lesser extent in modest targeted payments in their management of
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obese children. They do regard childhood overw eight as an innportant part of 

practice, but steps need to  be taken in order to  enable the ir care to  be m ade more  

effective, and to  address th e ir own concerns regarding the responses o f parents and 

children should GPs becom e more systematic in the ir approach to  this problem . 

These steps clearly include m aintaining clear and rational guidelines, and the  

em bedding of electronic menus and BMI z score calculators in the  electronic medical 

record.

3.3 Results from study with parents and children on the 

acceptability of checking the weight of the child

In this section, results are presented from  a general practice based observational 

study, on the  acceptability to  parents and children, of checking the w eight of 

children when attending th e ir GP for routine clinical care.

3.3.1 Acquisition and presentation of data

Data for this part o f the study w ere collected by 11 GPs working in 10 General 

Practices. Parents and children w ere  recruited, including all children aged 5 to  12 

years o f age, serially attending the GP for routine clinical care. Having recruited the  

parent and child (dyad), clinical issues relating to  the attendance o f the  child w ere  

addressed. The child was then  weighed, the ir height was m easured, and a gender 

age adjusted BMI was calculated.
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Children w ere assigned to  one of three categories of BMI by the GP, i.e. normal BMI, 

overw eight BMI or obese BMI. A study sheet for each dyad was com pleted, including 

a minim al dataset (Appendix). The study sheet was forw arded  by secure fax to  the  

RA by the  practice, from  which data w ere  then extracted. The RA was thus able to  

understand tha t each practice was collecting data as expected, and to conduct a 

te lephone survey w ith  each parent at 1-2 weeks post consultation. Data from  the  

faxed study sheet and outcom e from  the telephone survey are thus the prim ary  

sources of data for this part of the study.

The rate of acquisition o f data was observed during the phase of data collection 

(M ay  -  Septem ber 2012). Care was taken to  ensure the rate of data acquisition was 

as expected. In the  course of data collection, positive (and very occasionally 

negative) feedback was provided by the Research Assistant and the Lead 

Investigator, both form ally and inform ally, to  the  participating GPs and practices.

This feedback was delivered in order to  ensure th a t an appropriate  and steady rate  

of progress was m ade in term s of recru itm ent of dyads to  the  study.

Participating GPs and practices received both individual and group emails 

throughout the process of data acquisition, advising them  o f the numbers of dyads 

recruited from  the ir own practice, and the  to ta l num ber fo r the  study as data 

collection proceeded. In instances w here returns from  an individual GP appeared to  

be delayed, they w ere  contacted quickly. This allowed the  Research Assistant to  

advise them , and to  ascertain the reason w hy there  was a delay in returns, and to  

confirm  tha t the reason for any such delay was understood, and th a t any additional
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measures to  ensure reliable data collection w ere  in place as necessary, and in a 

tim ely m anner. The key outcom e from  this focus was a directed, supportive and 

responsive process, giving good engagem ent w ith the participating practices, which 

encouraged the  return of data in an effic ient m anner. There w ere  periods from  

certain GPs /  practices w here  rate of acquisition of data slowed. These instances 

w ere im m ediate ly  apparent to  the  study team , given th a t the RA checked data 

return several tim es weekly, reporting it to  the Lead Investigator.

The follow ing tab le  indicates numbers of parents and children recruited by each 

practice. The tab le  includes inform ation on the  socioeconomic background of each 

practice. From the tab le , it is evident tha t there  is good variability in term s of 

children recruited from  affluent and deprived backgrounds.

Table 6. Numbers of children and parents recruited from each participating practice.

Practice (GP) Number of 

children 

weighed

Children with full 

survey completed

Geographic and 

socioeconomic 

setting of practice

1. TH 55 54 Inner City /  Deprived

2. S M 31 30 Urban /  Deprived

3. YC & DS 47 38 Town /  Affluent

4. MK 50 50 Town /  Mixed

5. BM 52 49 City /  Affluent

6. MK 53 50 Rural /  Mixed

7. AW 56 54 Urban /  Deprived

8. COR 40 38 Urban /  Deprived

9. MW 35 34 Urban /  Deprived

10 CNiB 38 37 Town /  Affluent

Totals 457 434 (94.96%)
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Some (5 out of 10) of the  participating practices (those w ith  higher volum es of 

paediatric practice) returned data for m ore than the required 50 dyads). Some of the  

practices (5 out of 10) recruited less than the  required 50 dyads. In certain instances 

there  w ere clear reasons for shortfalls from  certain practices. Such reasons included 

GPs being on extended holidays. Practice no. 2 moved premises in the  middle o f the  

study period, which move was at the discretion of the Health Service Executive The 

move had been anticipated for the  previous 2 years, but unhelpfully transpired at 

short notice during the study period, causing a high level o f disruption to  the  practice 

fo r a period of approxim ately 6 weeks.

Additional reasons for such individual variations in the rate of data acquisition 

included the  practice m anager on leave, w here  the  return o f data was delayed (ie 

com pleted return sheets w ere slightly delayed (eg by a w eek) until the adm inistrator 

returned from  holidays).

In practice No 9, it becam e apparent th a t the  participating GP, who was also a GP 

Trainer, tended to  consult systematically w ith  m ore com plex and predom inantly  

adult cases, w ith the  shorter cases (including a relative excess of acute paediatric 

cases) attending the Trainee. This was previously not apparent or appreciated w ithin  

the  practice, and was rem arked upon. It was clearly of additional benefit to  the  

practice to  understand this, and steps w ere  taken to  address the  issue, but 

nonetheless, it resulted in reducing the  level of recru itm ent from  this practice.



All of these issues w ere  identified in the course of the  study, th e ir impact on data 

collection was reflected upon, and minimised w here  possible, and in general term s, 

can be reasonably considered as part of the challenge when conducting research in 

the som ew hat (uneven) field o f clinical practice.

Based on our understanding o f the  rate of consultation o f children aged 5-12 years in 

practice, and also on the  tim e taken to  com plete the  second pilot study, it was 

initially estim ated th a t it would take approxim ately 4-5  m onths fo r each practice to  

return the  sample required. This may appear protracted, but it is understood tha t 5- 

12 year olds will a ttend less frequently  than younger children. Further, it was also 

understood th a t the period identified for data collection at th e  practices would  

coincide with sum m er holidays fo r the  participating GPs.

W hen planning the  study the im pact of sum m er holidays was expected to  be 

beneficial. It was fe lt the sum m er period, being less busy fo r practices, would be 

more suitable for the  purpose o f com pleting the  study and th a t w ere  the  GPs to  

have a break in the m iddle o f conducting the ir data collection, th a t this w ould be 

beneficial in term s o f reducing study fatigue am ong participating GPs.

Two unscheduled practice visits w ere  carried out at each practice, by the RA, 

including site visits to  the  practice at short notice (1-2 days). A ppointm ent systems 

w ere checked for the  presence of protocol violations, and th a t all dyads eligible for 

inclusion w ere invited to  participate. No protocol violations w ere  discovered in the  

course o f the practice visits. Data collection was concluded in October 2012.
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Participating GPs w ere requested to  keep a note o f declining dyads. In both of the  

pilot studies, no dyads w ere  noted to  decline to  participate. This was as expected, 

given the  level of trust which is known to  exist betw een parents, children and the  GP 

whom  parents elect to  a ttend as 'their' GP.

The level o f declining to  participate noted am ong the  study GPs in the  main part of 

this study was low, and reported directly to  the  RA as 2 dyads or less per 

participating GP. This low level of declining to  participate is im portant, given that 

acceptability to  parents and children is central to  the  study aims, objectives and 

rationale.

It is apparent from  tab le  11, th a t for a small num ber of dyads recruited, it was not 

possible to  com plete the telephone survey. Reasons for this included the following.

In 1 instance the RA was unable to  contact the parent by phone; in 2 instances, the  

parents had no recollection of the visit. In 8 instances, the parent could recollect the  

visit but could not recollect having the child weighed, in 1 instance, the parent could 

not recollect any feelings about having the  child weighed. In 11 instances, the  

parents declined to  com plete the  telephone survey, w ith no clear reason given.

The low level of declining to  participate am ong eligible children and parents, and the  

large extent to  which those initially recruited com pleted the  te lephone survey, are 

both relevant, given the  im portance of acceptability to  the study objectives. Overall, 

of those initially recruited at the participating practices, 94.96%  com pleted the  

telephone survey. O f those not com pleting, a proportion of those w ere understood
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to have opted out for reasons clearly unrelated to acceptability (eg unable to 

remember the consultation at ail).

3.3.2 Profile of parents and children recruited to the study

Total number of children weighed 457

Total giving phone consent to complete survey 445

Total w/ith full telephone survey completed 434

Age distribution of children in the study sample is described in table 7.

Table 7 Age distribution of sample of children (n = 457).

Age Percentage of 

sample

5 years 18.2

6 years 11.6

7 years 13.6

8 years 15.5

9 years 11.6

10 years 10.5

11 years 10.5

12 years 8.5
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Age distribution of the  sample of children does not correspond w ith th a t o f the  

w hole population of children. It is how ever consistent w ith w hat is understood  

regarding children attending the  GP, w here younger children (eg 5 years) attend  

m ore frequently  than older children, and w here attendance reduces as children  

approach the ir adolescence.

3.3.3 BMI categories of children in the study sample

Table 8 BMI categories of children (n = 457), based on gender age adjusted WHO 2007 

BMI centiles.

BMI category Percentage BMI gender age adjusted centiles

A 'Norm al' 74.2% Gender age adjusted BMI < 85**' centile

B 'O verw eight' 14.9% Gender age adjusted BMI 85^^- 97 ‘  ̂centile

C 'Obese' 10.9% Gender age adjusted BMI > 97*'  ̂centile

From a m ethodological perspective, it is incorrect to  categorise children as 'Norm al 

W eight,' 'O verw eight,' or 'Obese' on the  basis of BMI. The term  'Obese' means an 

excess of adiposity or body fat, and adiposity or fa t is not w hat is actually measured  

when checking height and weight.

This categorisation how ever is in keeping w ith the  approach in practice adopted by 

clinicians. Given the decision to conduct a pragm atic study based in the context of 

clinical care, this categorisation is nonetheless used here in presenting results, and



cut offs are taken from  the W HO  5-19  years BMI for age centile charts, using the  85^  ̂

and 97*'  ̂centiles as cut offs to  denote overw eight and obesity respectively  

Based on this categorisation, the  proportions of norm al weight, overw eight and 

obese children in the  sample are as expected, and broadly consistent w ith  data from  

the Growing Up in Ireland study, indicating th a t a sample representative of the  

population of children was obtained.

3.3.4 Socioeconomic profile of sample of children recruited

Of the 457  children recruited to  the  study, 50.2%  w ere eligible for the  medical card, 

with 48.8%  having full en titlem en t and 1.4% having en titlem en t to  the 'GP Visit’ card 

only.

Approxim ately half of the  children included in the  sample w ere  eligible to  have the  

cost of the ir healthcare paid fo r under the  prim ary care reim bursem ent scheme 

(PCRS). Such eligibility under the  PCRS is a m arker of deprivation and poverty

This proportion of children eligible under the  PCRS confirms tha t children from  

socioeconomically disadvantaged backgrounds are well represented in th e  sample. It 

further confirms the sample of children is representative o f the  w hole population of 

Irish children, based on the proportion of the  w hole population known to  be eligible 

under the  prim ary care reim bursem ent scheme at the tim e the  study was conducted  

(2012).

Full en titlem en t under the PCRS indicates higher level of socioeconomic deprivation,

and means th a t all prim ary and secondary care service costs are covered at th e  point
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of delivery of service. Eligibility under 'GP visit card' indicates a lesser level of 

deprivation, and is taken to  m ean th a t the GPs professional fees are covered under 

the  PCRS, but th a t the patient requires to  pay other costs (eg medications /  

pharmacy) out of pocket. The very small proportion thus covered is included in the  

larger proportion w/ith full eligibility, v\/hich inclusion assists w ith  clarity and ease of 

presentation o f data and analysis. Socioeconomic background and body mass index 

category of those com pleting the  study, is described in Table 9.

Table 9 Socioeconomic background and body mass index category of those completing 

the study, excluding GP visit card only (n = 428).

Affluent Deprived
'Private Patients' PCRS Eligible

BMI Category (n = 228) (n = 2 2 9 )

'Norm al W eight' 82.4% 67.9%

'O verw eight' 12.0% 17.0%

'Obese' 5.6% 15.1%

It is evident from  this table th a t children from  affluent backgrounds are less likely to  

be overweight or obese.

3.3.5 Attrition in the course of the study

Levels of attrition  in the course of the  study are detailed in table  10.
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Table 10. Levels of attrition of children completing all elements of study (n = 434).

Total Weighed = 

457
Numbers 

retained at each 

step

Numbers lost 
at each step

Numbers cumulatively 

lost to study

Unable to make 
phone contact

1 (N = 456)

Yes No

Phone Consent 445 11 12 (N =445)

Recall Visit? 443 2 14 (N =443)

Recall
Measurement? 435 8 22 (N = 435)
Recall Feeling? 434 1 23 (N = 434)

Total completing 

telephone survey 434 23

A small proportion of parents and children initially recruited were lost to the study, 

for the reasons indicated in the table above.

Detail in accounting for numbers failing to complete the study is important given the 

focus on acceptability as a central part of this research. In 12 instances, parents 

indicated that they were either unable to recall the visit (2), or to recall having their 

child weighed (8) or to recall any feelings associated with the visit (1). It may be 

assumed here that in such cases, acceptability was not a factor in the parent or child 

declining to participate, since if either parent or child had experienced the child 

being weighed in a negative or distressing manner, it is probable they would have 

clearly recollected this in the 1-2 weeks following the consultation. The level of 

attrition in completing the post consultation survey is low. The importance of the



level of a ttrition  may relate to  negative em otion on the part of some parents, 

reflected in 1 1 /4 5 7  declining to  consent. This is a small proportion.

Num bers lost to  fo llow  up (1 /4 5 7 ) at this point reflect effective process in conducting 

the  telephone survey. W here necessary, repeated efforts to  establish telephone  

contact w ere  m ade, at tim es convenient to  the  parents, ie afternoon and evenings.

3.3.6 Reaction of parents and children to weighing the child.

Parents w ere  contacted by telephone by a Research Assistant external to  the  

practice at 1 to  2 weeks following the consultation w here the ir child was 

unexpectedly weighed by the ir GP. Parents w ere asked in detail regarding the  

im pact of having the  w eight of the child checked by the GP in an unexpected  

m anner, when attending for routine clinical care.

Responses w ere  noted as specific variables on the seven point scale, and reassigned 

into three  categories (positive response /  neutral response /  negative response) 

throughout. Data on the reactions of parents are presented as follows:

1. Results fo r the  whole sample of children and parents.

2. Results fo r children w ith normal BMI, overw eight BMI and obese BMI.

3. Results fo r children from  affluent and deprived backgrounds.

In each of these three  sections, reported reactions include the reactions of the  

parents them selves, and also the reactions of children, as perceived and reported by 

parents, to th e  RA.
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3.3.7 Survey results for the whole sample of parents and children

The total number of dyads with completed telephone survey was 434.

Parents were asked if they could recollect the Doctor measuring their child's height 

and weight and if they remembered how this made them feel. They were asked to 

choose how they felt, from the options provided by the RA. Results are shown in 

Table 11.

Table 11 Parent reaction to having the weight of the child checked by the GP.

Options 
provided 
by RA

Response
from
telephone
survey

Reclassification of 
responses

Further
Reclassification of 
responses

% % %

Happy 49.1
Positive

reaction
68.0 Positive and

Neutral

reactions

95.9

Pleased 14.3

Relieved 4.6

No real 

feeling

27.9
Neutral 27.9

Anxious 2.3
Negative

reaction
4.1

Negative

reaction
4.1Upset 1.6

Angry 0.2

Do you believe that having their weight checked by the GP had an impact on your 
child?

% Type of impact %

Yes 11.1
Positive impact 66.7

Negative impact 33.3

No 88.9 Not applicable
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Most parents indicate the process of checking weight had no impact on their child. 

Of those who did feel checking the weight of the child had an impact (11.1%), over 

two thirds of parents described the impact as a positive impact.

Reaction of children, as reported by parents, to having their weight checked is 

described in table 12.

Table 12 Child reaction to having their weight checked as reported by their parent.

Options 
provided 
by RA

Response
from
telephone
survey

Reclassification of 
responses

Further Reclassification 
of responses

% % %

Happy 38.7
Positive

reaction
49.3 Positive and

Neutral

reactions

94.5

Pleased 8.1

Relieved 2.5

No real 

feeling

45.2
Neutral 45.2

Anxious 3.0
Negative

reaction
5.5

Negative

reaction
5.5Upset 2.3

Angry 0.2

Over 9 out of 10 of these parents reported their child responded positively or 

neutrally to having their weight checked.

Parents were then asked if they felt it would be helpful to have their child's height 

and weight checked when visiting their GP.



The majority (98.6%, 95% Cl: 97.0 -  99.4%) of all parents surveyed, who had had the 

weight of their child checked in an unexpected manner, and unasked for, by their 

GP, believed that it would be helpful to have this done when visiting their GP.

3.3.7.1 Results based on weight category o f the child.

Results are now presented based on the weight category of the child. The proportion 

of children in each weight category (Normal /  Overweight /  Obese), together with 

the extent to which their parents completed the survey, are described in Table 13.

Table 13 Completion rates for children with normal, overweight and obese BMI

categories

Total weighed Completed Survey 
N (%)

Normal BMI 339 334 (98.5)

Overweight BMI 68 64(94 .1)

Obese BMI 50 46(92 .0 )

Failure to complete the full survey is greater for parents of overweight and obese 

BMI category than for normal BMI category.



Table 14 Sub group analysis of parent reaction based on weight category of child.

Parent Reaction Normal
(n=324)

Overweight
(n=64)

Obese
(n=46)

% % %

Happy 50.9 46.8 43.5

Pleased 14.5 17.6 10.9

Relieved 4.3 2.8 2.2

No real feeling 29.6 26.6 17.4

Anxious 0.3 3.1 15.2

Upset 0.3 3.1 8.7

Angry 0 0 2.2

Reclassification of Responses

Positive Reaction

(Happy/Pleased/Relieved)

69.8 67.2 56.5

Neutral Reaction 

(No real feeling)

29.6 26.6 17.4

Negative Reaction

(Anxious/Upset/Angry)

0.6 6.3 26.1

The likelihood o f negative parental reaction to  having the v^/eight o f the child 

checked is greater among parents o f overweight and obese children, which finding 

validates the concerns of GPs.

It is also evident tha t almost three quarters o f parents o f obese children did not 

respond negatively, but responded positively (56.5%) or neutrally (17.4%) to  having 

the weight of the child checked by the GP.
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Just over one quarter of parents of obese children indicated they fe lt angry, anxious 

or upset on having the weight of their child checked by the GP, w/hich finding also 

validates the concerns of GPs.

Table 15 Sub group analysis of parent reported child reaction and weight category of 

child.

Child Reaction Normal
(n=324)

Overweight
(n=64)

Obese
(n=46)

% % %

Happy 42.9 31.2 19.6

Pleased 9.9 4.7 0.0

Relieved 1.5 6.3 4.3

No real feeling 44.1 48.4 47.8

Anxious 0.9 4.7 15.3

Upset 0.6 3.1 13.0

Angry 0 1.6 0.0

Reclassification of Responses

Positive Reaction

(Happy/Pleased/Relieved)

54.3 42.2 23.9

Neutral Reaction 

(No real feeling)

44.1 48.4 47.8

Negative Reaction

(Anxious/Upset/Angry)

1.5 9.4 28.3
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The ex ten t  to  which a negative child react ion is r e por t ed  a m o n g  pa ren t s  of 

ove rweight  and o b e s e  ca tegory BMI children is g re a te r  th an  t h a t  a m o n g  pa ren ts  of 

normal  ca tegory  BMI children.

Nonetheless ,  t h e  e x t e n t  of positive and  neutral  react ion a m o n g  all 3 weight  

ca tegor ies  is g re a t e r  t h an  negat ive react ion.  Negative react ion is g re a t e s t  a m o n g  t h e  

o b e s e  category,  and is r e po r t ed  am o n g  28.3% of parents.

This finding val idates  concerns  of GPs wi th re spect  to  causing u p se t  am o n g  children. 

This finding also provides  a useful basel ine level against  which fu tu re  in terventions  

t o  re duce  th e  r e p o r t ed  level of up set  can be  measured .

3.3.7.2 Results based on socioeconomic background

In pre sent ing da ta  for children f rom affluent  and depr ived backgrounds ,  propor t ions  

ar e  d e te rm in ed  on t h e  basis of eligibility u n d e r  t h e  Primary Care R ei m burs em en t  

Scheme.  Those eligible include t h e  g re a t e r  majori ty wh o are  fully eligible, and a 

smal ler  propor t ion (1.4%), wh o qualify for a lesser level of en t i t l e m e n t  (on t h e  basis 

of  lower  level of depr ivat ion) ,  and wh o ar e  ca tegor ised as 'GP card  only' medical 

card  pat ients.  Given t h e  very small nu m b ers  in t h e  'GP card only'  category,  it is 

excluded in t h e  following t able  for t h e  pu rp ose  of clarity, and its ques t ionab le  

significance.

These  data are  descr ibed in tables  16 and 17.
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Table 16 Sub group analysis of parent reaction and level of affluence (n = 428).

Affluent background 
or

'Private Patients' 
(n=216)

Deprived background 
PCRS Eligible or 

'Medical Card Patients' 
(n=212)

% %

Normal BMI 82.4 67.9

Overweight BMI 12.0 17.0

Obese BMI 5.6 15.1

Self reported Parent Reaction

Happy 49.1 49.1

Pleased 15.7 12.8

Relieved 2.3 6.9

No real feeling 30.6 25.2

Anxious 1.9 2.8

Upset 0.5 2.8

Angry 0 0.5

Positive Reaction

(Happy/Pleased/Relieved)

67.1 68.8

Neutral Reaction 

(No real feeling)

30.6 25.2

Negative Reaction

(Anxious/Upset/Angry)

2.3 6.0

Do you believe checking the weight of your child had an impact on your child?

No 89.8 88.1

Yes 10.2 11.9

If 'Yes, was this impact ...

Positive 31.8 65.4

Negative 68.2 34.6
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Table 17 Sub group analysis parent reported child reaction and level of affluence (n=428).

Affluent background 
or

'Private Patients' 

(n=216)

Deprived background 
PCRS Eligible or 

'Medical Card Patients' 
(n=212)

Child reaction as 
reported by parent

% %

Happy 41.2 35.4

Pleased 7.9 8.5

Relieved 1.9 3.3

No real feeling 45.3 45.3

Anxious 1.9 4.2

Upset 1.9 2.8

Angry 0 0.5

Positive Reaction

(Happy/Pleased/Relieved)

51.0 47.2

Neutral Reaction 

(No real feeling)

45.3 45.3

Negative Reaction

(Anxious/Upset/Angry)

3.8 7.5

Negative impact was more likely among less affluent parents and children.
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3.3.7.3 Variation between reported reaction of parents and parent reported 

child reaction.

There were 15 dyads where the parent had a positive or neutral reaction and the 

child had a negative reaction, and there were 9 pairs where the parent had a 

negative reaction but the child had a positive or neutral reaction. In all other 

instances, reactions reported were the same. These data are of doubtful value.

3.3.7.4 Sub group analysis based on child weight and socioeconomic 

background

Parents were asked "Do you believe that having their weight checked had any impact 

on your child?" Sub group analysis of child reaction (as reported by parent) based on 

weight category and socioeconomic background are given in Table 18.

Table 18 Sub-group analysis based on child weight category and socioeconomic

background

Normal BMI 
children (n=324)

Overweight BMI 
children (n=64)

Obese BMI children 
(n=46)

YES NO YES NO YES NO

% % % 7o % %

Impact/no 
impact as 
reported by 

parent

7.3 92.7 15.6 84.4 32.6 67.4

If YES impact: % % %

Positive
impact

82.6 70 33

Negative
impact

17.4 30 66

Covered by 
medical card

44.4 56.3 69.6
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This table indicates low levels of parent reported impact on all children, to having 

the weight of the child checked. This was the case for 67.4% of parents of obese 

children, 84.4% of parents of overweight children, and 92.5% of parents of normal 

weight children. One third (32.6 %) of parents of obese children indicated that 

having the weight of the child checked in this manner did have an impact on their 

child. Of this third, 66% indicated this to be a negative reaction. The extent of 

negative reported reaction among parents of obese and overweight children is 

important. The probability of negative impact, and probability of socioeconomic 

deprivation are both higher for overweight children.

3.3.7.5 Sub group analysis o f negative responses by child age category and

by socioeconomic background

There is a marked difference in the prevalence of obesity (three fold increase) and 

overweight (50% higher) among the GMS eligible sub group of children, with a 

comcommitant increased level of reported negative response. The increased 

prevalence in overweigh /  obesity among children from less affluent backgrounds 

is consistent with findings from The Growing up in Ireland Study.

Sub group analysis of negative response and child age category is shown in Table 19.
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Parents were asked "Do you believe that having their weight checked had any 
impact on your child?" Sub-group analysis of child reaction, as reported by the 
parent, based on child weight category and socioeconomic background.

Table 19 Sub-group analysis based on child weight category and socioeconomic 
background

Normal BMI children 
(n=324)

Overweight BMI 
children (n=64)

Obese BMI children 
(n=46)

YES % NO
%

YES % NO
%

YES % NO
%

Any impact 
as reported  
by paren t

7.3 92.7 15.6 84.4 32.6 67.4
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 %

82.6 17.4 70.0 30.0 33.0 66.0

Covered by 
Medical Card

Covered by 
Medical Card

Covered by 
Medical Card

44.4 56.3 69.6

On consider ing t h e  propor t ions  of t h e  sam pl e  f rom t h e  Medical Card s u b gro up  and 

t h e  Private Pat ient  subg ro up  respectively,  t h e r e  is an asym met r ic  dist ribut ion of 

negative  re sponders ,  with 61.9% of t h e  negative re sponders  coming f rom t h e  

medical  card  subgroup,  and  ju s t  over  38.1% of t h e  negative re sponders  coming  f rom 

t h e  Private Pat ient  subgroup,  it is probable  this mirrors t h e  asymmetr ic  d ist ribution 

of ove rweight  am o n g  t h e s e  sub  groups.
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Parent  re p o r t ed  child react ion (using t h e  t h r e e  level variable) w as  significantly 

associa ted  with child weight  code,  with overwe ight  and o b es e  chi ldren m o re  likely to  

indicate a negative  react ion t h an  normal  BMI cod ed  children (x^= 62.6, df=4, 

p<0.001). The propor t ion of child react ions  in each child weight  ca tegory  is detai led  

above.

Child react ion ( three  level variable) was  also significantly associa ted  wi th child age 

(used as a categorical  variable),  with younger  children m o re  likely t o  indicate a 

positive react ion t h an  older children (x^ = 32.84,  df=14, p=0.003).  No significant 

associa tion was  fo und  b e t w e e n  child reaction and medical  card s t a tus  or GP 

practice.  The associa tion b e t w e e n  child react ion and child we igh t  was  examined in 

logistic regression models  t h a t  included child age.  Using t h e  seven level child 

react ion categorical  variable as an o u tc o m e  m e asu r e  in an ordinal regression model ,  

t h e  od ds  ratio for children repor t ing a negative  react ion was  6.82 (p<0.001) for 

o b es e  BMI children and 1.79 for  ove rweight  BMI children (p=0.029) w h e n  co m p ar ed  

to  normal  BMI children.

In this s a m e  model ,  t h e  odds  ratio for five yea r  old children repor t ing a negative 

react ion was  0.30 (p=0.002) w h e n  co m p ared  to  o lder children.  Using t h e  tw o  level 

child react ion categorical  variable (positive and neutra l  versus  negative) as th e  

o u t c o m e  variable in a binary regression model ,  t h e  odds  ratio for children repor t ing 

a negative  react ion was  29.07 (p<0.001) for  o b es e  BMI children and  5.81 (p=0.007) 

for overweight  BMI children w h e n  co m p ar ed  to  normal  BMI children.
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The association betw een child reaction and child age did not remain significant in

this m odel.

The key result here, of practical and o f clinical significance, is tha t children aged 5-6  

years of age w ere found to  be most likely to  perceive having the ir w eight checked in 

this m anner as a positive experience, and least likely to  perceive it as a negative  

experience.

3.3.8 Summary of findings from study of parents and children

Results from  the  general practice based observational study on the acceptability to  

parents and children of checking the  weight of the  child while attending the ir GP for 

routine care includes com plete survey data from  a representative sample o f 4 34  

children and parents.

There is good variation in the  sample of children and parents recruited, including in 

both socio economic background, and in the observed distribution of children who  

are w ithin a normal BMI range, overw eight BMI, and obese BMI.

A large m ajority of parents (98.6% ), having had the ir child weighed in an unexpected  

m anner, and unasked for, indicated th a t it was useful to  do so. This is an im portan t 

finding.

The extent of negative reaction am ong parents and children was observed, both in 

term s of the  parent reaction to  having the w eight of th e ir child checked in this
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m an n e r ,  and also in t e r m s  of t h e  pa ren ts  perceived impress ion of the i r  child's 

react ion to  having thei r  w/eight checked in this m anner .

It is ev iden t  t h a t  for m os t  children in t h e  ent i re  sample ,  this was  exper ienced as a 

neutra l  or  positive event .  Children aged 5-6 years  w e re  mos t  likely t o  exper ience  

having thei r  weight  checked in this m a n n e r  in posit ive terms.

It is ev iden t  t h a t  a minori ty of all children perceived this as a negative exper ience  

The e x t e n t  to  which this was  ev ident  was  g re a t e r  a m o n g  children w h o  w e re  f rom 

less aff luent  backgrounds,  and am o n g  children w h o  w e re  obese .  This finding 

val idates t h e  concerns  of GPs.

It is also eviden t  t h a t  even a m o n g  children f rom less affluent  backgrounds ,  and 

chi ldren w h o  w e re  obese ,  t h e  majori ty of t h e s e  im p o r tan t  subsect ions  of t h e  whole  

s am ple  w e re  r e po r t ed  by thei r  par en ts  t o  have exper ienced t h e  checking of the ir  

we igh t  in e i ther  a neutra l  or positive manner .

It is im p o r t an t  to  n o te  t h a t  jus t  over  1 in 4  o b e s e  children w e re  re p o r t ed  by their  

p a r en t s  to  have been  re n d e re d  anxious,  upse t  or  angry as a result  of having had thei r  

we igh t  checked,  unasked  for, and in an u n ex p ec ted  m anne r ,  w h e n  a t t en d ing  their  

GP for  rout ine  clinical care.

All da ta  col lected in t h e  course  of this par t  of t h e  s tudy are  r e p o r t ed  upon here .  No 

data  col lected which materially contradic ts  t h e  s tudy hypothes is  has  been  wi thheld,  

particularly t h a t  par t  of it relating to  t h e  acceptabi li ty to  children and pa ren ts  of t h e
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GP c heck ing  t h e  w e i g h t  o f  t h e  child w h e n  a t t e n d i n g  for  ro u t i n e ,  u n r e l a t e d  clinical 

care.
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CHAPTER 4. DISCUSSION

The study addresses two objectives. The first of these was to conduct a survey of a 

representative sample of Irish GPs, ascertaining their insights, concerns and 

experience in checking the weight of children, and their experiences in assisting 

parents and overweight children in managing childhood overweight. The second 

objective was to conduct a general practice based study where the weight of a 

representative sample of children attending their GP is checked. Following this, 

parents were surveyed, seeking their observations on how checking the weight of 

the child impacted on them as parents, and on how they believed checking the 

weight of the child may have impacted on the child.

4.1 Did the study achieve its stated objectives?

4.1.1 Survey of general practitioners

The good response rate obtained (80.2%) from a sample equivalent to 20% of Irish 

GPs indicates that this part of the study did achieve its stated objective. A high 

percentage of a representative sample of GPs completed and returned surveys. The 

survey instrument used was a modified form of the questionnaire first used by 

Dettori to survey Australian GPs regarding their low level of engagement with an 

Australian interventional study on childhood overweight (KOALA)*^^°*. Many of the 

questions in Dettori's questionnaire were directly relevant to the aims of this study, 

and its successful use has been reported previously in the international peer 

reviewed literature
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Statistical advice confirm ed th a t given a good response rate (ie > 65%), a sample size 

equivalent to  20%  of the  population of Irish GPs (n = 2635) w/ould provide 

representative data (Prof A Kelly). This advice was separately confirm ed with  

reference to  Dillman (Table 5.1 p 207)*^^®’, indicating tha t given a sample of this size, 

and given the  size of the  whole population (n = 2635 Irish GPs), data would provide a 

level of sampling error of betw een V- 3 to  V- 5 percent, which is acceptable. The 

proposed sample size was furth er confirm ed as adequate, prior to  commencing  

fieldw ork, by senior researchers at The National Children's Research Centre.

4.1.2 Practice based study with parents and children

The second objective related to  the  practice based observational study, and results 

obtained from  a sample o f 500 parents and children aged 5 -12 years consecutively 

attending 11 GPs. At the end o f the study, 457  parent and child dyads w ere  

recruited, w ith  434  parents com pleting the post consultation telephone survey.

There are several reasons for the shortfall betw een the original target o f 500 and the  

final figure o f 434  com pleting the full survey (86.8%  com pletion rate). The first 

reason relates to  shortfalls in recru itm ent which are evident from  tw o practices in 

particular. In one of these, the practice moved premises during the  study period. In a 

second practice, it was observed tha t the  participating GP, who was a GP Trainer, 

was encountering a low er num ber of paediatric cases than expected. The reason for 

this was th a t paediatric cases in the  practice w ere  preferentially  directed tow ards  

the  GP Registrar, so th a t the  Trainer, w ho was the  participating GP for this study, did
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not have an opportunity to  recruit to  the  same extent as participating GPs in other 

participating practices.

The second reason for the shortfall relates to  the attrition  and discrepancy betw een  

those recruited (457) and those fully com pleting the survey (434). Thus 23 dyads had 

the child weighed, but parents w ere unable /  unwilling to  com plete the  post 

consultation telephone survey. This level of attrition  is previously described in detail. 

It is fe lt tha t this part of the study substantially achieved its objective, given tha t of 

the planned sample of 500 parents and children, 434  parents com pleted the  post 

consultation survey, (equivalent to  an 86.8%  achievem ent of the  target).

Because acceptability is im portant for this study, we asked participating GPs to  note 

non participation by parents and children. They reported th a t few er than 2 parents 

per practice declined to  participate. A high level of participation is in keeping with  

the experience of the  pilot study, and w ith the  inform al feedback from  participating  

GPs, who reported no difficulty w ith parents and children positively responding to 

the request for th e ir participation, and for the  child to  be weighed. Further, this high 

level of participation is in keeping w ith the  broad understanding th a t a high level of 

trust is the norm betw een GPs and patients in the general practice setting, which in 

turn results in high levels of participation w hen the GP presents a reasoned request 

to patients to  participate in research, or in elective interventions beyond those on 

the patient agenda



For ethical reasons, the experiences of the children w ere not directly ascertained, 

but parents w ere asked how they  believed the ir child responded to  being weighed. 

Analysis o f parental versus parentally reported child responses varied very little. 

Caution is required in interpreting data obtained from  parents regarding the ir 

perception of how the ir child view ed being weighing.

It is clear how ever tha t a large m ajority of children w ere  not unduly distressed by 

unexpected and unsolicited weighing, based on the assumption tha t should this have 

happened in individual instances, parents would m ore likely report this than not 

report it.

4.1.3 Generalisability of results

In com pleting the  GP survey, the  action o f checking the  weight of children was 

considered by a large proportion of a representative sample of GPs responding to  

the  postal survey. It is evident from  their responses to  this survey th a t GPs are  

hesitant and apprehensive regarding childhood overw eight in practice. Checking the  

w eight o f the child was also considered by a sample of parents and children, w here  

the w eight of the  child was checked, and a large m ajority of parents (98.6% ) 

indicated it was useful to  have had this done.

W hile checking children's w eight may be conducted in d ifferent contexts (for 

exam ple GP surgery, public health nurse clinic, paediatric clinic, school nurse clinic), 

there  will remain com m on features of the task, irrespective of context. W hile results
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here  are  most  re levant  to  General  Practice, th e y  ar e  re levant  in any consultat ion  or 

service w h e re  children are  weighed.

The high level of consensus  a m o n g  pa ren ts  regarding t h e  value  and desirability of 

having t h e  weight  of thei r  children checked by t h e  GP w h e n  a t t en d ing  for rout ine  

care  is remarkable.  This finding is likely to  be appl icable in o th e r  hea l thcare  sys tems, 

particularly w h e re  t h e  role, function and organisa t ion of pr imary care includes a well 

def ined general  pract i t ioner  role, and w h e r e  t h e r e  is a societal concern  regarding 

childhood overweight.  Results are  re levant  and  im por t an t  to  GPs b ec au se  GPs may 

n ow  under s ta nd  t h a t  pa ren t s  value and view positively t h e  action of checking th e  

weight  of th e  child in this manner ,  given t h a t  98.6% of pa ren t s  w ho  had t h e  weight  

of thei r  child checked indicated it was  useful to  have had this d o n e  by thei r  GP. Even 

though  both  pa rent s  and  GPs have a prope r  concern  regarding upset t ing  t h e  child, 

th e s e  data  d e m o n s t r a t e  t h a t  w h e n  t h e  weighing is conduc te d  by t h e  child's GP, t h a t  

usefulness  and value of reliably knowing t h e  weight  of t h e  child outweighs  t h e  

concerns  relating to  fear  of causing upset .  It is probab le  t h a t  t h e  t rus t  and 

knowledge of t h e  GP t h a t  pa rent s  and children exper ience  in a t t end ing  ' thei r '  

genera l  practi t ioner  is a key e l em e n t ,  and it is app rop r i a t e  t o  p u t  this sha red  t rus t  to  

good use  in sensitively exploring and defining t h e  possibility (of an u nw e lc om e  and 

challenging ou tcom e ,  t h a t  is) t h a t  t h e  child may be  overweight.

The reassurance  and value  placed by pa ren t s  on having t h e  we igh t  of t h e  child 

checked by th e  GP may apply to  nursing col leagues  with w h o m  t h e  family is familiar, 

be th ey  general  pract ice nurses  or public health  nurses.  It may apply to  a lesser
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ex ten t  to  doctors  and  s taff  nurses  working in t h e  genera l  hospital  sys tem,  w h e re  t h e  

doctor  or  nurse  may be  less well known to  t h e  pa ren t s  and  children.  Given th e  

baselines  es tabl ished in t h e  sec ond  par t  of this study,  t h e s e  as sumpt ions  can now  be 

t e s t e d  in fu r th e r  s tudies a m o n g  th e s e  o t h e r  heal th  care professionals.  It is less 

certain t h a t  results are  genera lisable to  school  nurses ,  given t h a t  w h e n  t h e  school 

nurse  checks t h e  weigh t  of  children,  it is likely t h a t  weighing is no t  conduc te d  in t h e  

p re sence  of paren ts .  It is likely t h a t  in such ins tances,  pa r en t s  may have a he ightened  

concern,  particularly if t h e y  fear  t h a t  t h e  child is overweight .  In this context ,  concern  

may be g re a t e r  w h e re  t h e  p a r en t  may n o t  be  in a t t e n d a n c e  during weighing,  

particularly should t h e  child b ec o m e  dis t ressed.  This is especially so w h e r e  t h e  child 

is overweight ,  or  is anxious  ab o u t  the i r  weight .

If systemat ic  checking of we ight  of children is t o  be  und er ta k en  in genera l  practice,  

t h e r e  are  practical con se q u en ce s  to  be considered.  It may be useful to  co m m unica te  

this to  p a r en t s  a t t end ing  t h e  practice,  including t h e  provision of wait ing room 

informat ion advising an in teres t  in childhood overweight ,  and on t h e  likelihood of 

any child having thei r  we igh t  checked as par t  of rout ine  care.  It may  include rout ine  

weighing by pract ice nurse s  as well as by GPs. The process  may include 

communica t ion  of t h e  choice to  no t  have t h e  weight  of t h e  child checked if this is 

preferred  by pa ren t s  and  children.  The process  may include es tablishing a sys tem of 

routinely coding chi ldhood overweight  in t h e  elec t ronic  medical  record ,  and it may 

include a sys tem of recall and  review for children and  p a ren t s  w h e r e  t h e  child is 

known to  be overweight .  Such organised activities ar e  possible,  w e re  children to
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have the ir w eight systematically checked, and given the extent to  which electronic  

medical records are the  norm in General Practice

4.2 Implications of results for parents and children

Given th a t 98.6%  of parents (n = 434) indicated it was useful to  have had the weight 

o f the ir child checked in this study, it is reasonable to  infer th a t parents would now  

be supportive of such an approach in General Practice. Results support the  

introduction of systematic weighing of children in general practice, and making it 

part of routine care. If systematic weighing becomes part of routine care, children  

w ho are becoming overw eight will have this identified m ore reliably, and at an 

earlier age than is now the case. Earlier identification and systematic fo llow  up is 

there fo re  m ore likely to form  one im portant part of a whole society response to  the  

issue of childhood overweight. Earlier identification of childhood overw eight may 

reduce the  probability of individual children becoming progressively overweight.

Such engagem ent with systematic weighing of children is necessary if GPs and 

practice team s are to  begin to  take a managed care approach w ith  obesogenic 

families. This may include the delivery of age appropriate inform ation packs for 

parents and children to  w ork w ith , encouraging them  to engage w ith com m unity  

based parenting program mes, and w ith additional services delivered in the  practice. 

This approach would enable coding of overw eight in the  electronic medical record, 

the use of electronic prompts, encompassing a m ore sustained, consistent and
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in t egra ted  appr oach  in assist ing obesoge n ic  families to  t ake  a p p r opr ia t e  s t ep s  to  

add res s  t h e  issue of overweight .  Should GPs c o m m e n c e  sys temat ic  weighing of 

children,  instituting a process  of  m a n ag e d  care for overweigh t  children in the i r  

practices,  this may con tr ibu te  t o  t h e  prevalence  of  chi ldhood ove rweigh t  stabilising 

and  reducing,  as a result  both  of  general  pract ice based  activities, and of o t h e r  

actions,  concurrent ly  un d e r ta k en  in t h e  comm uni ty ,  as par t  of  co -o rdinat ed  public 

health policy.

Should t h e  pract ice of checking t h e  weight  of children b e c o m e  m o r e  wides pread ,  t h e  

small minori ty of overwe ight  (1:10) and o b e s e  children (1 in 4), t h o u g h t  by thei r  

par en ts  in this s tudy to  have negatively r e s p o n d ed  to  weighing,  will be upset .  This 

risk will be a d d res sed  by c learer commun icat ion  on t h e  opt ion of  not  having we ight  

checked a t  t h e  pract ice level if preferred ,  and by a focused ap proach  addr ess ing  t h e  

consul tat ion  skills of clinicians w h o  raise t h e  i ssue in consul tat ion ,  and w h o  check t h e  

we ight  of children.  Moving pract ice beyon d t h a t  descr ibed in t h e  GP survey in this 

s tudy to  a process  of  rout ine  care which includes regular checking of we igh t  of 

children can be  enab le d  by t h e  d e v e lo p m e n t  of  a b l ended  learning consul ta t ion  skills 

package,  th ro ugh  t h e  ICGP, a t  a nat ional  level. The evidence  for such an ap p r o ach  is 

promising,  and  a l though al ter ing behaviours  of  individuals and families is 

challenging,  even  m o d e s t  cha nges  in behaviours  re levant  to  t h e  highly pr evalent  

pathologies  in a society can result  in im p o r tan t  gains, both  a t  an individual an d  a 

societal level
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Normalising t h e  process  of  checking weight ,  th ro ugh  practising t h e  t ech n iq u e  of 

weighing in t h e  consul ta t ion,  and t h e  use of a b l ended  learning consul ta t ion  skills 

package for general  pract ices ar e  tw o  actions  which are  likely to  r educe  t h e  levels of 

re p o r t ed  u p se t  am o n g  pa ren t s  and children in this study.  It is likely t h e s e  levels can 

be r e duced  fur ther .  At pre sen t ,  f ew er  th an  1 in 20 of GPs indicate t h a t  t h ey  always 

check t h e  we ight  of children,  and f ew er  th an  1 in 5 GPs use BMI centi le char ts  to 

d e t e r m in e  if a child is overweight .  Most  GPs are  clearly t roub led  in the i r  clinical 

app roach  to  chi ldhood overweight ,  and ar e  re luctant  t o  check t h e  weight  of children 

as par t  of rout ine  consul ting.  However,  pa ren t s  w h o s e  children have had t h e  weight 

of thei r  child checked,  clearly valued th e  GP doing this

These findings ena ble  GPs to  be  reas sured  regarding thei r  fear  of caus ing upset ,  and 

to  be  m o re  sys temat ic  in the i r  approach  to  chi ldhood overwe ight  in practice,  

particularly if the i r  ap p r o ach  can be fu r th e r  improved and s u p p o r t e d  by readily 

available educat ional  mater ia l  on  weighing techn ique  and on improving consultat ion  

skills re levant  to  reducing anxiety and upset  am o n g  t h e  small propor t ion of children 

and pa ren t s  repor t ing up se t  in this study.

In view of t h e  repo r t ed  exper ience  of paren ts  and children in t h e  pract ice based 

e l e m e n t  of this study,  GPs can progress  conf ident ly to  engage  systemat ical ly in 

managing  chi ldhood overweight ,  t h e  first s t ep  in this being t h e  earl ier  identification 

of overwe ight  in individual children,  moving on f rom this to w ar d s  agreeing th e  

p rob lem  and  possible solut ions with paren ts  of overwe ight  children,  and t hen  

moni tor ing t h e  issue over  t ime.  These  act ions make it m o re  likely t h a t  acceptable ,
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appropriate and effective solutions, tailored to  the individual circumstances of the  

fam ily, will be identified, agreed and im plem ented over tim e.

4.3 How results can influence policy

The results add w eight to  the  com m only held policy position tha t GPs (and their 

practice team s) should be checking the w eight o f children. They provide reassurance 

to  GPs, and data reported here allow GPs to understand the  value which parents  

place on checking the weight of the  child.

Results from  this study add to  the  increasingly strong case to  support both screening 

for childhood overweight in the  general practice /  prim ary care setting, and for the  

systematic fo llow  up of overw eight children and obesogenic fam ilies in a planned  

process, in prim ary care. Should GPs em bark on this level o f activity, policy may  

support the  provision of financial incentives. For exam ple, in order to  establish the  

habit of routine weighing, policy m ight support m odest bonus payments on 

electronically subm itted proof of a GP or practice having screened 80%  and 95%  of 

the ir populations of 5-6 year olds respectively.

Shaw, in his preface to  The Doctor's Dilem m a observed w ith characteristic

spleen th a t Doctors are paid fo r the  am ount of disease in the ir practice, when in

actual fact they  should be paid 'no t on the  num ber of people w ho are ill, and w hom

he can keep ill, but on the num ber of people w ho are w e ll.' W ere  GPs and Practice

Teams to  be paid a quality bonus for BMI z score recorded and BMI categorised, on

com pletion o f 80 and 95%  targets for children o f specified age categories, this might
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arguably be considered good value, particularly were they also to have demonstrable 

proof of having communicated to parents of overweight children on the issue of the 

child's weight, inviting them to attend for follow up, and the provision of an 

information pack on maintaining a healthy weight.

4.4 Managed care of childhood overweight in general practice

Overweight children and their parents may be afforded the choice systematically to 

address the issue of the child's weight, during their subsequent attendances at their 

GP. This choice is not afforded them at present, and parents of overweight children 

and their GPs do not address the issue unless the child has become overweight, and 

not always even then. This phenomenon is particularly illustrated by findings from  

the small pragmatic study reported by White et al, where among a small sample of 

16 overweight children, in only one case had there been a weight previously 

recorded by the GP ('Childhood overweight: parents fail to notice and GPs fail to 

react,')

4.5 Results do not enable repeated checking of the child's weight by 

the GP

The practice based part of this study included weighing a sample of children on one 

occasion. It is not possible from these results to conclude that it is acceptable to 

continue to check the weight of children. A possibility exists that parents of 

overweight children, and their children, may find repeated follow up weighing 

unacceptable. It is important that all GPs do not embark upon a programme of
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weighing and advising, which may  fu r th e r  add to  t h e  dist ress of overweight  children 

and thei r  parent s ,  and d am ag e  t h e  relat ionship b e t w e e n  t h e  GP and  family. This 

requires fu r th e r  investigation,  including a control led trial of m a n a g e d  care,  

investigating acceptabi li ty and efficacy a m o n g  a co hor t  of ove rweig h t  and  o b es e  

children.

Given t h a t  chi ldhood ove rweig ht  is no t  a t  t h e  p re sen t  systemat ical ly raised in t h e  

genera l  pract ice consul tat ion ,  it is difficult for  sus ta ined e n g a g e m e n t  or col laborat ion 

to  develop b e t w e e n  parents ,  chi ldren and GPs. However ,  given t h a t  98.6% of pa r en t s  

f rom t h e  second  par t  of this s tudy have no w indicated t h a t  it would  be useful to  

have t h e  weigh t  of t h e  child checked in this manner ,  this n ow  en ab le s  t h e  weight  of 

t h e  overwe igh t  child to  be  checked,  and t h e re fo re  make it possible for im por t an t  

discussions to  be  op e n e d  on t h e  issue of t h e  weight  of t h e  child.

Less than  1 in 10 overweight  children,  and jus t over  1 in 4 o b e s e  children w e re  

repor t ed  by par en t s  to  have bee n  angry,  anxious or  upset  as a result  of weighing.  It is 

hyp othes ised t h a t  this level or re p o r t ed  u p se t  can be  re duced  fu r th e r  by making 

available a consul tat ion  skills t raining package for GPs, and all o t h e r  primary care 

disciplines, with t h e  aim of reducing this low level of r e p o r t ed  u p s e t  fur ther .

Suppor t  for  this conc ep t  is ev iden t  in t h e  research l i terature

Thus, if chi ldhood overweight  can be  systemat ical ly identified during routine 

consulting,  this will move GPs and  families f rom w h e re  th ey  are  a t  p re sen t  ( 'We 

can ' t  men t ion  this') to  a posit ion w h e r e  longer  t e r m  m a n a g e m e n t  can,  a t  least,  be 

d iscussed w h e n  appropr ia te .  W h e r e  t h e  child has been  identified as being
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overw eight, there  is a range of options for the fam ily to explore and consider in the  

general practice setting w here the practice team  are interested and organised. 

Building on such consultations, both in clinical practice, and in the  context of an 

organised controlled trial of m anaged care conducted over several years will place 

general practice m anagem ent of childhood overw eight on a sounder footing, and 

will increase the probability th a t overw eight children and the ir parents will become  

m ore successful in addressing this pressing issue.

4.6 Developing general practice responses to childhood overweight

Results from  the practice based part of this study, indicating the  value th a t parents  

placed on having the weight of the ir child checked by the GP, can influence current 

practice in supporting GPs to  screen systematically for overw eight among children. 

Results from  the survey of general practitioners indicate clearly th a t GPs do not 

consistently do so, and tha t they are particularly inconsistent in the ir responses 

when consulting w ith overw eight children.

Practices may identify and provide an appropriate range of patient inform ation  

leaflets, com m unicate web based resources, agree care plans characterised by 

electronic prompts, including recalls in the  electronic medical record, serial checking 

of weight, and the identification of an individual team  m em ber w ithin the  practice 

who may take a special interest. This may be a GP w ithin a group practice, or it may 

be a practice nurse or counsellor w ithin the  practice team , or indeed a visiting health  

care professional (eg dietician) or trained fitness coach. Such an individual would be
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well positioned to commence a series of supportive conversations with parents on 

nutrition, activity levels and on self care for this issue (ie overweight). This approach 

is in keeping with the principals outlined in the Chronic Care Model, which 

emphasises patient centred care, delivered on a near patient basis, with tasks 

delegated to the lowest level of cost and complexity, and with a strong emphasis on 

enfranchising patients towards effective self care

This in turn leads to the question whether overweight can be regarded as a disease. 

The evidence previously referred to in the introduction indicates a clear relation 

between overweight and a wide range of prevalent pathologies on one hand. On the 

other hand, there are many overweight individuals who are capable of engaging in a 

full range of activities and who report themselves to be well. It lies beyond the scope 

of this discussion to make a clear determination on whether overweight should be 

considered a disease, beyond noting that given the persuasive evidence linking 

overweight to important pathological outcomes, together with the prevalence of 

overweight, that individuals who are identified as being overweight should have 

access to all reasonable measures to enable them to maintain a weight within a 

healthy range. Given that achieving this will depend on substantial behavioural 

change relating to eating and exercise, the consistent clinical approach taken in 

chronic disease management may be appropriate and necessary until such time as 

the prevalence of overweight and conditions clearly related to overweight are 

reduced.



Summarising, overw eight may or may not be considered as a disease, but it can be 

addressed as a chronic disease at a general practice level as part o f a w hole society 

response to the  risks which are now clearly associated w ith being overw eight.

There is a need to  scope out each step in managing overweight as a chronic disease 

w ith reference to  the  emerging research base. W here  the  evidence base is deficient, 

there  is a need to  conduct fu rth er pragm atic general practice based studies, 

examining separate steps for acceptability, efficacy, cost benefit and feasibility, and 

to  do so over a reasonable tim e period.

4.7 Childhood overweight - to screen or not to screen?

There is a value judgem ent to  be made here, regarding w hether one should 

advocate screening for childhood overw eight or not. This judgem ent should be made 

with reference to  Wilson's criteria

Wilson's criteria include tha t the condition should be an im portant health problem ; 

childhood overw eight is clearly linked to  a range of im portant health problems, some 

of which become apparent even in childhood, and many others becom e increasingly 

prevalent during the life cycle of the individual. The natural history of overw eight 

and obesity has been well studied, and overw eight is clearly related to  a range of 

conditions which themselves result in higher levels of m orbidity and m ortality, 

particularly those related to diabetes and cardiovascular disease. There is clearly a 

recognisable latent phase in this process, w here the  pathological process 

(progressive degrees of overw eight in the  individual) can be identified before
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i rreversible pathology is evident .  There  is a t e s t  which reliably and easily identifies 

overweight ,  and indeed t h e r e  ar e  striking similarities b e t w e e n  screening for 

ove rweight  and  hyper tens ion in an o the rw ise  asym ptom at ic  populat ion.  The t e s t  for  

ove rweight  relates  to  weighing t h e  individual, and determining t h e  ex t en t  to  which 

they  are  overweigh t  with re fe re nce  to  the i r  age,  gender ,  height and  with respect  to  

t h e  range of  weight  with re fe rence  to  a s t anda rd  populat ion.  Given t h a t  t echniqu es  

for checking we ight  and measur ing height  are  s tandardised ,  and  t h e  ex ten t  to  which 

data  for individuals can be c o m p a r e d  with populat ion based  s t anda rds  for calculated 

body mass  index, checking we igh t  and  height and t h e  in te rp re ta t ion  of t h e s e  data 

can n ow  be rega rd ed as an ac cep tab le  m e th o d ,  sui table for sys temat ic  use in clinical 

practice.  As previously noted,  t h e r e  is a growing body of research which indicates 

t h e  efficacy of a range of clinical in terventions .  Sepa ra te  to  this, t h e r e  is a range of 

public health  measure s ,  t o g e t h e r  with regula tory m eas u r e s  in food production,  

marketing,  and environmen ta l  planning,  all of which m ake  it m o re  pro bable  t h a t  t h e  

prevalence  of  overweight ,  and  of  t h e  condit ions known to  be  assoc ia ted  with it, a re  

reduced.

A wide  range  of clinical in tervent ions  have bee n  t h e  sub ject  of ongoing research,  th e  

broad object ives  of which are  t o  establ ish which in tervent ions  are  effective,  a t  w h a t  

point  should t h e  in tervention be  und er ta ken ,  and this in t e r m s  of t h e  age of t h e  

individual and t h e  ex ten t  to  which th e y  are  overweight .  For example ,  following th e  

identification of overweight  in a pre ado lesc en t  child, brief educat ional  intervent ion 

with p a r en t s  on lifestyle and rout ine  clinical follow up a t  t h e  pr imary care  level may 

be approp r i a t e ,  w h e rea s  in t h e  morbidly  o b e s e  young adul t  with d i abe te s  and
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obst ruct ive  hypovent i lat ion syndrome,  ref rac tory t o  conservat ive  t r e a t m e n t ,  

bariatric surgery may be t h e  ap p ropr i a t e  in tervent ion.

Wilson's criteria s t a t e  t h a t  t r e a t m e n t  should  be  m o re  effective if s t a r t ed  early. It is 

known t h a t  earl ier o n se t  of ove rweight  and obes i ty  in chi ldhood is clearly associa ted  

wi th m o re  compl icated  and difficult o u t co m es  subseque n t ly .  The examples  cited 

ab ove  simply descr ibe ho w earlier,  less intensive in tervent ions  ar e  pre ferable  in th e  

con text  of overweight ,  ra th e r  t h a n  later,  m o re  invasive in tervent ions  in t h e  con tex t  

of  obesity.  In o rd e r  to  prove clearly t h a t  t r e a t m e n t  s t a r t ed  earl ier  is m o re  effective 

th a n  t r e a t m e n t  s t a r t ed  later,  it would  be necessary  to  condu c t  a large series of 

control led trials running over  man y  years  on re p re sen ta t i ve  cohor ts ,  and  a t  present ,  

such evidence  does  not exist.

Wilson's criteria s t a t e  t h a t  t h e r e  should be  policy on w h o  should  be t r e a t ed ,  and 

based on examples  cited previously in relat ion to  policy in t h e  United Sta tes ,  t h e  

Uni ted Kingdom, Denmark and  Ireland, t o g e t h e r  wi th se lec ted  re fe re nce  to  

supranat ional  policy (eg WHO Europe) it is clear t h a t  policy does  exist regarding wh o 

should be  t r ea ted ,  decisions t o  t r e a t  being def ined in t e r m s  of  ca lculated  BMI, 

ex p res sed  as centi les for a re levant  re fe re nce  popula t ion.  The criteria fu r th e r  s ta te  

t h a t  diagnosis should  be cost  effective. W h e n  checking of  height  and we ight  are  

co nduc te d  efficiently by skilled and exper ienced clinical staff, t h e  costs associa ted  

ar e  small. The efficacy of t r e a t m e n t  is improving, as indicated in a Cochrane review 

(2009) on t h e  efficacy of t rea t ing overweigh t  an d  obes i ty  on children and 

adolescen ts  at  6 t o  12 months ,  which clearly conclu ded  t h a t  lifestyle in tervent ions

135



alone can reduce the level of obesity. Given the m ultiple trea tm en t options (lifestyle, 

individual or fam ily based, m edication, surgical treatm ents) and the  relatively short 

duration of studies conducted, clear and unequivocal evidence does not exist 

regarding the  cost efficacy of trea tm en t o f childhood overw eight, but a large and 

increasing volum e of studies do strongly support the  idea tha t there  is increasingly 

effective trea tm en t for trea tm en t o f childhood overweight.

The last of Wilson's criteria is th a t case finding should be continuous. Given the  

frequency w ith  which parents and children attend GPs, and the speed with which 

overw eight can be screened for, case finding for w hat is a com m on condition 

(childhood overw eight) can be continuously undertaken. W here  overweight is 

identified by the  GP, there  is an increasing range of interventions which can be 

carried out, and the  evidence for which is previously discussed in this thesis, which 

evidence is increm entally im proving .

Given th a t childhood overw eight is a com m on concern which has clear and serious 

consequences for the  child, it is now im portant th a t screening in General Practice for 

childhood overw eight, and m anaged care for overw eight children and parents, 

should be subjected to  trial.

4.8 GPs contributing to the solution and becoming part of it

Given the level o f avoidance of both GPs and parents engaging w ith  childhood 

overw eight, particularly evident in the  responses of GPs surveyed in the  first part of 

this study, it m ay be argued th a t GPs and parents are now 'part o f the  problem .'
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Failure of GPs an d  pa ren t s  to  act  systemat ical ly may o r  may no t  be  as much of th e  

p rob lem as t h e  un fe t t e r ed  commercia l i sm of t h e  agrifood industry,  or  sub opt imal  

p lanning regulat ion or lax envi ronm en ta l  legislators or  indi fferent  educators .  

However ,  in failing to  e ngage  effectively and col labora te  on this issue, par en t s  and 

GPs are  n o n e th e l e s s  par t  of t h e  problem.  GPs and pa ren t s  might now  reasonably  be 

chal lenged and  en co u rag ed  to  b e c o m e  'pa r t  of th e  solut ion'  instead.  GPs are  known 

to  be capable  of  measur ing  height and  checking weight  in a reliable m anner ,  and in 

Ireland, th ey  are  known to  regularly discuss eat ing habi ts and we igh t  on a daily basis 

in the i r  consul t ing both  of which ar e  impor tan t  in suppor t ing  t h e  idea t h a t  GPs 

are  'well p laced '  in this context .

It may be  helpful for  children and pa r en t s  we re  doctors  t o  edi t  the i r  vocabulary in 

t h e  consul ta t ion .  In doing this, difficult words  such as 'fat, '  'o bese , '  and especially 

'morbid  obes i ty '  might be  es chew ed ,  in favour  of t e rm s  such as 'checking your 

weight , '  an d if finding this to  be excessive,  restricting t h e  discussion be tw e en  

parent s ,  GPs and children to w ar d s  ' f inding a be t t e r  weight '  for  t h e  child. Given th e  

closer process  of  care del ivered by GPs, by compar ison with paediat r icians or any 

o th e r  health  care  professionals,  it still ap p e a r s  correc t  to  as se r t  tha t ,  despi te  thei r  

own  misgivings, GPs, as physicians of first contact,  a re  bes t  placed to  add res s  this 

issue with families.  Colbert  e loquent ly  observes  t h a t  ' t he  f r ont  lines of t h e  

obes ity ep idemic  of ten  lie in t h e  primary care doctor ' s  office.'
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4.9 Selective checking of weight of children by GPs

On considering the key conclusion from  this study, th a t it is acceptable for GPs to  

check the  w eight of children attending for routine care, it would now be tim ely  for  

GPs to  engage in systematic screening. Two point screening of all children at 13 to  24  

months, and at 5 to  6 years, would allow parents and GPs identify earlier which 

children w ere  overw eight. The first screening point would correspond with the  final 

general practice based im m unisation in the Irish prim ary im m unisation schedule. It is 

known tha t even at this age, 20%  of Irish children are already overw eight at 2-4  

years of age A prelim inary feasibility pilot study has been conducted am ong a 

sample of children aged 12-24 months and parents, and results from  this include 

tha t the w eight of over 1 in 4 (n = 39) was above the 91^' centile (UK 0-4 Centiles). A 

second finding from  this small pragm atic study was a high level of acceptability  

among parents to  the  process o f weighing and brief in tervention on todd ler nutrition  

and activity delivered to  these parents and toddlers in the general practice 

setting'^ ’̂.

A second factor supporting tw o  point screening w ith children aged 5-6 years based 

on data from  this study, is th a t highest levels of acceptability and lowest levels of 

negative response in all children screened (aged 5-12 years) w ere both evident 

am ong the  5-6  year olds. Children of this age group w ere most likely to  respond 

positively to  being weighed by the  GP, being most likely to  be reported by their 

parents as being neutral, relieved, pleased or happy on being weighed.
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A fu r th e r  reason to  consider  tw o  point  screening  a t  13 to  24 m o n th s  and  a t  5-6 years  

is t h a t  up to  t h e  e m e r g e n c e  of adolescence ,  pa ren t s  are  bes t  p laced to  influence t h e  

d ie t  and t h e  activities of children, and p a r en t s  and GPs are  bes t  p laced to  collabora te  

effectively during t h e  first d ec ad e  of t h e  life of t h e  child. W h e n  ado lescen ce  is 

establ ished,  it is a rguable  t h a t  increased complexit ies  (for example  t h e  em e r g e n c e  of 

opposi t ional  def iance  in t h e  adoles cen t  and t h e  impact  of m o re  complex 

external  influences opera t ing  directly on t h e  adol escen t  make t h e  challenge of 

exer t ing a meaningful  posit ive influence on diet  and activity m o re  difficult. Two point  

screening at  t h e  earl ier ages of 13-24 m o n th s  and a t  5-6 years  provide t h e  opt imal  

oppo r tu n i ty  for const ructive col laborat ion b e t w e e n  pa ren ts  and GP to  address  

ove rweigh t  in chi ldhood,  opera t ing in t h e  domain  of primary and  secondary  

prevent ion of overwe ight  during chi ldhood,  r a th e r  th an  in t h e  less certain and m ore  

challenging domains  of sec on dary  and t er t iary  prevent ion of ove rweight  re la ted  

pathologies  during adoles cence  and adul thood .

As a simple co n s e q u en ce  of such tw o  point  screening,  parents ,  and children of 

normal  weight  could be  positively rea ssured  regarding thei r  weight .  At present ,  such 

positive r e in force ment  is currently a b s e n t  f rom t h e  discussion on childhood 

overweight.  Two point  screening would  afford GPs t h e  oppor tun i ty  to  c o m p le m e n t  

and  to  reassure  t h e  majori ty of pa rent s  and  children,  w h e re  t h e  child was 

maintaining a heal thy weight.

Two point  screening a t  13 -  24 months ,  and a t  5-6 years holds o u t  t h e  pro spect  of 

identifying t h e  overweight  coho r t  earlier,  and  to  in t roduce systemat ical ly
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interventions during childhood; particularly am ong toddlers, pre school children, and 

younger prim ary school children. Interventions conducted during this period of 

childhood are more likely to  be effective than am ong pre adolescent or adolescent 

children. These interventions will include provision of advice and inform ation to  

parents o f overw eight children, planned review  consultations to  re check the w eight 

of the child, a broad based approach directed at the obesogenic family, and including 

fam ily based interventions delivered on a near patient basis e ither in the  practice or 

in the  com m unity.

4.10 General practice is well placed to address childhood overweight

One of the  features of general practice in many health care systems, including 

Ireland, is th a t general practice services are accessible to  less affluent fam ilies. 

Childhood overw eight is unevenly distributed in the  population and is m ore  

prevalent am ong children from  less affluent backgrounds Further, data from  the  

second practice based part of this study confirm  th a t children from  less affluent 

backgrounds (ie whose care was eligible under the  prim ary care reim bursem ent 

scheme) w ere  m ore likely to  be overw eight than those from  m ore affluent 

backgrounds. W ere the  GP and practice team  to  engage systematically in screening  

and managing overweight, the  added cost is likely to  be m odest, and the advantage  

to  these parents and children may be valuable should it transpire tha t screening and 

systematic m anagem ent of the  overw eight sub group are effective.



4.11 How study results can guide further research

Results indicate th a t checking the weight and height of all children aged 5 to  12 

years is most likely to  be acceptable to  children aged 5 to  6 years, and progressively 

less acceptable to  older children in this range. This finding, of higher levels of 

acceptability to  children aged 5- 6 years, bears sim ilarity to  the 5 year Primary Care 

Health Check established in Denm ark. W here  a child aged 5 to  6 years is identified as 

being overvyeight, there  is arguably a good window/ for intervention betw een 5 - 1 2  

years, before the m ore complex scenario posed by adolescent psychology and the  

oppositional defiant dynamic establishes itself betw een parents and adolescents in 

the  second decade of the  life of the individual.

4.12 What remains unresolved?

This section includes consideration of w hat remains unresolved regarding general 

practice m anagem ent o f childhood overweight, and recom m endations for further 

research in this area of care.

The efficacy of prim ary care /  general practice m anagem ent of childhood overw eight 

remains unproven. Studies reported are o f relatively short duration (1-2 years) and 

have been devised outside of the  discipline of general practice and even prim ary  

care. They have been intensive in term s of resources to  an extent which renders 

them  of questionable cost efficacy The extent to  which such resource intense 

interventions are transferable from  the specialist environm ent to  the general 

practice environm ent is im portant, and adds additional uncertainty regarding the
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incomplete body of research relating to interventions for childhood overweight. The 

extent to which such resource intense interventions are applicable is important, 

especially in an era of financial contraction in most health care systems, and 

especially where the problem is unevenly distributed, with a larger proportion of 

obesogenic families located in more deprived communities and populations.

Wake summarises the position, where she notes that 'general practitioners (GPs) 

are the only universally accessible and funded primary healthcare providers available 

to all school-aged children. Little is known about how often GPs tackle this issue in 

children, but, extrapolating from the experiences of obese adults (BMI >30 kg/m2), 

we can assume that families of most overweight or obese children are not 

proactively counselled.' In her review. Wake advocates that 'surely we should just do 

it,' to which may be added, and in a manner which is at pains to reduce the level of 

trauma to overweight children and parents.

The chronic care model provides a framework upon which to base this effort. The 

complex adaptive nature of general practice can further inform such an effort, 

executed through the conduct of a longitudinal controlled trial using two point 

screening to identify the overweight subgroup of children, and making available to 

them and their families a range of intervention options, delivered on a near patient 

basis, in their own community, informed and monitored by general practice which 

combines knowledge of the child and family and knowledge of in practice and 

community based resources. At this point, running a controlled trial of screening in 

general practice, the use of in practice at risk registers, the sustained delivery of a
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'bundle' of simple, low cost practice based interventions over 3 -4  years is well worth  

exploring, particularly if such a trial can be set up in a sound, rigorous and practical 

m anner.

In the longer term , it is im probable th a t general practice will, as a discipline, single 

handedly resolve the  problem  of childhood overw eight. It is likely how ever, tha t by 

taking a m ore focused, systematic and em pathetic  approach in daily practice, that 

GPs and Practice Teams will be able to  contribute substantially as an im portant and 

obvious part of an effective 'w hole society' response to  this problem . It is 

appropriate tha t General Practice will contribute to  reducing the  risks associated 

w ith childhood overweight, and will becom e increasingly effective over tim e. The 

key results from  this study may be of some assistance in enabling individual GPs to  

begin to  engage.

4.13 Summary of research recommendations

a. Blended learning consultation skills package

Devise a blended learning consultation skills package to  be m ade available to  GPs 

and Practice Teams, com m unicating on the evidence base for checking the  w eight of 

children in consultation, and on com m unicating on th e  issue of overw eight w ith  

parents and overw eight children. This recom m endation has been acted on, and a 

trial version o f the package is available and is likely to  launch on a 32 county basis, 

w ith support from  the ICGP, and the Republic of Ireland and Northern Ireland  

Faculties of the  RCGP in Autum n 2014.



b. Trial of 2 point screening for overweight in general practice

A clinical trial of two point screening for childhood overweight in General Practice is 

recommended, at 13 to 24 months and at 5 to 6 years, utilising standard weighing 

technique, the electronic medical record, coding of overweight, together with a 

'bundle' of interventions which are readily available on a near patient basis,

including periodic recall, provision of healthy eating information, coaching by an 

individual within the practice, referral of families /  parents to community based 

programmes on healthy lifestyle and healthy eating, and selected use of referral to 

Dietetics and to secondary care. Measurement and detailed analysis of adverse 

reaction among parents and children must be an integral part of such a trial.

c. Qualitative study with obese children on their experience and preferences in 

relation to care provided in the general practice setting.

Results from this study do partly validate the concern of GPs regarding causing upset 

to overweight children. A closer study on the experiences of the overweight, 

particularly in their interactions with the health services, would now be timely, and is 

justified on the finding from this study that 1 in 4 obese children (and 1 in 10 

overweight children) are reported to have been rendered angry, anxious or upset 

when the weight of the child was unexpectedly checked by their GP in the course of 

routine care. It is likely that the experiences of this important sub group of children 

will be complex, and on this basis a qualitative methodology would be most suited 

to understanding, interepreting and responding to the experience of these children 

and their parents.
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CHAPTER 5 CONCLUSIONS

Given the extent of childhood overweight, the pathologies associated w ith it, and 

the  extent to  which children and parents attend th e ir GP for routine care, GPs will 

continue to  be challenged in the ir clinical practice w ith  childhood overw eight, and 

childhood overw eight will remain as a concern fo r children, parents and GPs.

It is im portant tha t the  engagem ent o f GPs is helpful and acceptable to  parents and 

children, th a t it is not harm ful, and tha t the  engagem ent of GPs should be effective  

in assisting children, parents and fam ilies in the ir efforts tow ards better health  

outcomes. It is im portant to  consider w hat can be done to  assist GPs becom e more  

effectively involved. The following conclusions can be drawn from  the survey of GPs, 

and from  the  observational study in general practice.

5.1 Conclusions based on data from the survey of GPs

M ost GPs view  childhood overw eight and obesity as a medical problem . GPs believe 

they do have a role in addressing childhood overw eight in the  consultation. GPs 

believe th a t parents of overw eight children do not see childhood overw eight as a 

medical problem . They believe tha t parents of overw eight children do not attend for 

fo llow  up o f childhood overweight. Fewer than 1 in 20 GPs surveyed indicate they  

consistently use guidelines in this area o f care. Few er than 1 in 25 GPs surveyed 

indicate they consistently check w eight and height o f children as part of routine care. 

Fewer than 1 in 5 GPs surveyed indicate they routinely use age adjusted BMI centile  

charts in the ir identification of overweight in children, which is the  accepted
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s tanda rd  in correctly and accura te ly  determin ing  t h e  pre sence  and  d egree  of 

chi ldhood overweight .  Fewer  than  1 in 10 of GPs actually consis tently raise t h e  issue 

of overweigh t  w h en  in consul ta t ion with an ove rweight  child and parent .

These a re  all im por t an t  basel ines agains t  which fu t ur e  in terventions,  s tudies  and t h e  

efficacy of improved guidel ines  can be benchm ark ed .

Over 9 o u t  of  10 GPs re po r t  it difficult to  broach t h e  issue of chi ldhood overweight  

with parents .  Fewer  th a n  1 in 5 of GPs indicate t h a t  fear  of parental  re sponse  never  

s tops  t h e m  raising t h e  m a t t e r  with parents .  Fewer  th an  1 in 10 GPs believe t h a t  

parent s  of ove rweight  children ar e  in te re s t ed  in discussing t h e  weight  of  t h e  child. 

Fewer  th a n  1 in 6 GPs consistently invite pa ren t s  of ove rweight  children to  re turn  to  

review t h e  BMI of t h e  overweight  child. W h e n  th ey  do so, only 1 in 50 of GPs 

surveyed bel ieve pa rent s  consis tently do re turn.  More  th a n  2 o u t  of 3 GPs surveyed 

indicate t h e y  do not  consistently refer  ob es e  children to  t h e  Dietician, and  m os t  

indicate t h ey  do no t  find such referrals t o  be  consistent ly fol lowed up by parent s ,  or 

to  be  of benef i t  ( fewer  th an  1 in 10 GPs re por t  dietician referrals to  be consistent ly 

useful). Most  GPs surveyed ar e  no t  conf ident  in the i r  m a n a g e m e n t  of chi ldhood 

overweight.

These findings are  in conflict with t h e  cu r re n t  and m os t  re cen t  HSE ICGP Guideline 

and  place GPs outs ide  of  w h a t  is arguably  cons idered to  be  t h e  universal policy 

position on this area  of  care in deve loped societies.  Most  policy clearly identifies 

primary care  and GPs as being im por t an t  in t h e  identification and m a n a g e m e n t  of 

overweight  a m o n g  children.
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GPs participating in t h e  survey remain ap p reh en s iv e  regarding paren ta l  responses .  

Their a p p re h en s io n  inhibits t h e m  from address ing t h e  issue sys temat ical ly in t h e  

consul ta t ion ,  as also do thei r  beliefs regarding t h e  behaviours  and consis tency of 

p a r en t s  in the i r  willingness and  ability to  follow a m a n a g e m e n t  plan.

Despi te t h e s e  uncer ta in t ies  and inconsis tencies  regarding m an ag e d  care and 

convent ional  guidelines,  a lm os t  7 in 10 GPs st rongly  ag ree  t h a t  t h ey  would  like 

a n o t h e r  guidel ine,  and 6 ou t  of 10 GPs indicate s t ro ng  in terest  in an e m b e d d e d  age /  

g e n d e r  ad jus ted  centi le ca lculator  e m b e d d e d  in th e i r  elec tronic medical  record  

sys tem.  In keeping with evidence  e lsew he re ,  p a y m e n t  does  no t  a p p e a r  to  be  a 

s t ro ng  driver am o n g  GPs surveyed,  with f ew er  t h a n  1 in 3 GPs in s t rong  a g r e e m e n t  

regarding t h e  need  for 'm o d e s t  t a rg e t ed  paymen ts . '

GPs (and by inference o t h e r  m e m b e r s  of t h e  Genera l  Practice Team) should  consider  

sys temat ical ly checking t h e  weight  of children.  St rong and effective messaging into 

t h e  public domain  should be  un der ta ken  in o rd e r  to  c o m m u n ica t e  t h e  object ive of 

checking t h e  weight  of all children,  with a view to  assist ing overweight  children 

achieve  a heal th ier  weight  over  t ime. GPs should  be  identified in such public 

messaging as reliable, t ru s tw o r th y  and ap p ro p r ia t e  ag en ts  w ho  can check t h e  weight  

of children,  and w h o  can advise parent s  and children appropr ia te ly  regarding th e  

we igh t  of  t h e  child.

GPs should be  provided with fu r th e r  app rop r i a te  tools  to  assist  t h e m ,  and General  

Practice Team s also, including age  and g en d e r  ad jus ted  BMI centi le charts,  BMI
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calculators, and a system o f autom atic prompts, all em bedded in the  electronic  

medical record system. These will enable GPs and Practice team s systematically to  

undertake activities which will have childhood overw eight reliably identified /  

objectified in a m ore tim ely  m anner, coded w ithin the electronic medical record, and 

placed on a 'm anaged care' basis in practice, for those parents and children who are  

concerned by the weight of the  child, and who wish to  achieve a health ier w eight 

over tim e.

5.2 Conclusions based on data from study with parents and children.

A sample o f 434  children and parents com pleted this part of the study, conducted in 

10 d ifferent practices, involving a purposively selected sample of 11 GPs. Having had 

the ir child (aged 5-12 years) unexpectedly weighed, and the gender age adjusted  

BMI centile calculated when attending the ir GP for unrelated routine clinical care, an 

overw helm ing m ajority of parents (98.6%  of this sample) indicated it would be useful 

to  have the  w eight of the  child checked in this m anner when attending the ir GP.

Negative response of parents and of children was sought. It was found to  be low. 

Almost 9 out of 10 parents indicated checking the w eight of the  child in this m anner 

had no im pact at all on the ir child. Just over 1 in 10 parents indicated it did have 

some im pact. Of this small sub group, tw o  thirds indicated the  im pact was positive in 

nature.

An im portant subgroup of 46 obese children w ere  identified in the  sample. Just 

under th ree  quarters o f the  46 obese children w ere  reported by th e ir parents to
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have ex pe r ienced having thei r  w/eight checked as positive or neutral .  Just  over  1 in 4 

of o b e s e  children in this sam pl e  w e re  r e po r t ed  by thei r  pa ren t s  t o  have been  

r e n d e r e d  anxious,  upset  or angry  as a result  of having thei r  we ight  checked by th e  

GP.

A fu r th e r  sub group analysis of re sponses ,  based  on child age,  indicates t h a t  children 

aged 5-6 years  w e re  mos t  likely t o  be r e po r t ed  by thei r  p ar en t s  as responding to  

having thei r  weight  checked in a positive m a n n e r  (ie w e re  re p o r ted  to  be  happy,  

p leased,  relieved or neutra l  by the i r  parents) .  On this basis, it is r e c o m m e n d e d  

chi ldren aged 5-6 years be sc r een e d  nationally for overweight ,  in genera l  practice,  

working to  a t a rg e t  of 100%, and  utilising t h e  known capaci ty of  GPs and Irish 

General  Practice in information techno logy  and active elec tronic medical record 

sys tems.

Additional observations on personal reflections on the program o f research 

conducted

In discussions with pa rent s  and  chi ldren regarding chi ldhood overweight ,  health  care 

professionals might  consider  avoiding t h e  t e r m  'obesity. '  It is unhelpful  and even 

d amag ing in t h e  personal  context ,  s trongly reinforcing t h e  co ncep t  and belief am o n g  

individual children and par en t s  t h a t  t h e  prob lem of t h e  individual's weight  is 

insoluble.  Use of t h e  word o b e s e  can also be re jec ted  on t h e  grou nd s  t h a t  it is 

imprecise and st igmatising.  The t e r m s  'good w e i g h t , ' ' b e t t e r  weight , '  'overweight '
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and w h e r e  necessary  'very ove rweight '  a r e  pre ferable  in t h e  con tex t  of paediat ric 

consulting.

The ap p roach  under lying t h e  chronic care  model  is re levant  in t h e  m a n a g e m e n t  of 

childhood overweight,  based as it is on  t h e  concep ts  of enfranchising individuals, on 

t h e  lowest  cos t  /  least  complex ef fective interventions ,  del ivered on a nea r  pat ien t  

basis, including ap p ropr i a te  knowledge resources ,  t h e  d isseminat ion of re levant  

skills, and c o m m i tm e n t  to  long t e r m  follow up guided by sus ta ined and consis tent  

pr imary care base d  recalls, re minde rs  and  planned  reviews.

Based on informal f eed back f rom col leagues , including th o s e  wh o  th em se lves  

assisted with t h e  observat ional  s tudy on checking t h e  we ight  of children in general  

practice,  t h e  sys temat ic  e n g a g e m e n t  with children and paren ts  in assist ing children 

maintain heal thy weights  can be  w h o lehea r t ed ly  r e c o m m e n d e d  as being 

appr ec ia te d  by an overwhelm ing majori ty of pa ren t s  and children,  va lued by them ,  

as feasible in practice,  and a useful task to  be  t ak en  up by t h e  General  Practice Team.  

This is especially likely if t h e  t e a m s  a re  properly  provided with t h e  e q u ip m en t ,  tools 

and  skills t o  m e a s u r e  accura te ly and  calculate data  enabling t h e m  systemat ical ly to  

record BMIs for children,  and to  p u t  in place a suppor t ive ,  mon i to red  long t e r m  plan, 

with t h e  object ive of assist ing families to  m an ag e  t h e  issue of overweigh t  over  a 

per iod of several  years,  with t h e  ass is tance  of local resources ,  chief  a m o n g  t h e m  

being thei r  General  Practice and  Primary Care Teams.  Given t h a t  chi ldhood 

overweigh t  is particularly prevalen t  in depr ived families and neighbo urhoo ds ,  it is 

impor tan t  t h a t  this is practically ref lected  in allocating resources  accordingly.
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Summary of Recommendations

Develop a blended learning consultation skills package, fo r dissemination among 

GPs, General Practice Team Members, and Primary Care Team Members, w^ho 

should be provided with a high quality blended learning package, focused on specific 

consultation skills likely to reduce further reduce the low level of upset and negative 

reaction observed in this study, particularly when confirming the weight of obese 

children. The blended learning package could be disseminated through the Tutor 

Network at the ICGP, on a national basis, and it is likely that such an initiative would 

be relevant to other disciplines (Nursing and Paediatrics) as well as to Primary Care 

Teams.

The current ICGP HSE Guideline should be considered for review, to include a 

recommendation that all children aged 5-6 years should have their weight checked 

and evaluated by their GP. Outcomes from this recommendation could be evaluated 

using an Irish Primary Care Research Network (iPCRN) based study. Utilising 

information technology at the iPCRN would enable the extent to which early adapter 

practices respond to the initiatives outlined above, and in time to confirm if these 

measures are effective in reducing the level of childhood overweight in Irish 

children, and could be extended as standard practice in Irish General Practice.

Licensed software vendors should be required by GPIT to include paediatric BMI 

centile charts in clinical software. Encourage childhood overweight management to 

become a managed care process, w ith the recommendation that coding, recall and 

ongoing support of obesogenic families is uniformly available in primary care, on a 

family basis, taking the long term, generational view.



• Mak e  avai lable m o d e s t  t a r g e t e d  pa y m e n ts  to  GPs for  checking we ight  of  1-2 and  5- 

6 y e a r  olds.

• U n d er ta k e  a feasibili ty s tu dy  on  sys temat ical ly sc reen ing  chi ldren a t t e n d i ng  General  

Practice,  wi th par t i cular  provision for  t h e  s tudy  and  obse rva t ion  of  levels o f  adve r se  

r eact ion  a m o n g  chi ldren a nd  pa ren ts .

• If t h e  ab o v e  s t ep s  a re  d e e m e d  useful  based  on d a t a  p r e s e n te d  here,  cons ide r  

upgrad ing  ICGP HSE guide line  to  en c o m p a s s  nat ional  sc reen ing  for  ove r we i gh t  in 1-2 

ye a r  olds and  5-6 ye a r  olds.

• Should an act ive popu la t ion  bas ed  ap p ro a ch  be u n d e r t a k e n  involving p a r e n t s  and 

chi ldren in address ing ch i ldhood overwe igh t ,  it is im p o r ta n t  t h a t  r ecogni t ion o f  t h e  

h igher  p reva lence of  ov e rw e i gh t  a m o n g  depr ived  famil ies is r ef lected in t h e  m a n n e r  

in which  provision of  bo th  p rac t ice  and  co m m u n i t y  s u pp o r t s  in assist ing pa r e n t s  and 

chi ldren is carr ied out ,  and  p roper ly reflects t h e  d i s p r o p or t io n a te  level of  

ov e rw e i g h t  in depr ived communi t i e s .

(39,174 wds)
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Appendix 1 Survey of General Practitioners - Questionnaire

A Practice Profile and Dem ographic Data

W hich o f the  fo llow ing  best describes your practice City Suburban Town Rural

location? (please circle)

W hich o f the  fo llow ing  te rm s best describe your Single Two or

practice? (please circle} handed more

doctors

A pprox im ate ly  w ha t percentage o f you r patien ts Is in Medical % Private/Fee %

the fo llow ing  categories? Card Eligible Paying

Are y o u ............... (please circle) Male Female

In w ha t age range are you? (please circle) under 30 31-40 over 60

In your practice, how w ou ld  you describe the  vo lum e o f 

paed iatric casehandling ? (please circle)

Small 

volume of 

paediatrics

Average 
volume of 
paediatrics

Large 

volume of 

paediatrics

Some key term s: ‘Chilcf & 'Children' are taken to mean 5-12 year olds

'Overweight' is taken to mean age adjusted BMI 25-30 

'Obese' is taken to mean age adjusted BIVII greater than 30 

'Parents' are taken to include parents and guardians

B Please consider these sta tem en ts  regarding yo u r invo lvem ent in th e  care o f o verw eigh t /

obese children in practice. Please respond by circling th e  response w hich best indicates your 

answ er
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Strongly
DISAGREE

Strongly
AGREE

1 Childhood overweight is a medical problem 1 2 3 4

2 Childhood obesity is a medical problem 1 2 3 4

3 GPs have a role in childhood overweight 
management

1 2 3 4

4 GPs have a role in childhood obesity 

management

1 2 3 4

5 Parents view childhood overweight as a medical 

problem

1 2 3 4

6 Parents view childhood obesity as a medical 

problem

1 2 3 4

7 A national guideline would be useful in the area 

of childhood overweight /  obesity

1 2 3 4

8 Modest targeted payments would be effective in 

the management of obese children

1 2 3 4

9 1 am now more confident managing childhood 

overweight /  obesity than 1 was 5 years ago

1 2 3 4

NEVER ALWAYS

10 Do you fo llow  any guidelines or standards in routine 

consulting in this area of practice?

1 2 3 4

11 Are you routinely measuring children’s height and weight? 1 2 3 4

12 Do you use age adjusted BMI charts in your identification of 

overweight children?

1 2 3 4

13 Does your view of likely parental response affect the 

likelihood of your raising the m atter in consultation w ith 

parents o f overweight children ?

1 2 3 4

14 Age adjusted BMI charts embedded in an electronic drop 

down menu would be useful.

NB - I f  you use a paper based records system, please 

indicate here ( ) and skip this question

1 2 3 4
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15 Do you find it d ifficu lt broaching the subject of childhood 

overweight w ith parents ?

1 2 3 4

16 Does the possibility of a negative response from parents 

stop you discussing the ir child's weight ?

1 2 3 4

17 Are parents interested  if vou discuss the ir child's 

overweight /  obesity w ith them?

1 2 3 4

18 Do you ask overweight children /  guardians to return for 

review of the ir BMI /  weight?

1 2 3 4

19 If or when you do, do they return fo r fo llow  up w ith you? 1 2 3 4

20 Do you refer overweight children to  a Dietician? 1 2 3 4

21 Do vou refer obese children to  a Dietician? 1 2 3 4

NB - I f  answer to Nos. 20 & 21 is 'never', skip rennalning 

questions

22 Do you find tha t such referrals are followed up by Parents? 1 2 3 4

23 Do you find such referrals to have been useful ? 1 2 3 4

24 When an overweight child presents w ith an unrelated 1 2 3 4

problem, how frequently do you raise the Issue of their 

overweight in the consultation ?

Thank you for taking tim e  to finish this survey, and fo r returning it.

Your help is greatly appreciated.
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Appendix 1 (continued) - Letter to GPs
17 .10 .11

Dear

W e are carrying out a research pro ject on o verw eigh t and obesity in childhood in g enera l practice, 

as it is an em erging  p roblem . W e  hope to  design an in terven tio n  th a t w ill be conducted in general 

practice. Before w e  get th a t far, w e  need to  assess GPs curren t beliefs and practices, w ith  respect to  

children w ho  are  o verw eigh t; hence this short survey.

W e  do not know  how  GPs curren tly  see them selves in this area o f child care, and w h a t factors need  

to  be addressed.

W e  are contacting you as your nam e was random ly gen era ted  from  our curren t list o f Irish GPs th a t  

w e have used in previous surveys. As it is an anonym ous study, th e  survey is accom panied  by a post 

paid card, w hich w e  request you to  re tu rn  separately. Returning this card w ill avoid us tro u b ling  you 

w ith  rem inders.

The survey has received ethical approval fro m  th e  ICGP Ethics C o m m ittee , and is fu nd ed  by The  

N ational Children's Research C entre, at O ur Lady's Children's Hospital a t Crum lin. Results w ill be 

notified , w ith  a sum m ary in Forum , and posted in deta il on our D ep artm en ta l W ebsite .

The survey takes 4 -6  m inutes to  co m p lete . It draw s on previous surveys, so th a t results w ill be 

com parab le w ith  in te rn ation al data.

W e apprec iate  this is a d em and  on your va luable tim e , at a busy tim e  o f th e  year. W e  have had 

great support fro m  our GP colleagues o ver th e  years, and w e  hope you w ill be in a position to  

com plete  and re turn  th e  survey.

Please send e ith e r o f us an em ail o r te lep h o n e  if you have any queries.

Yours sincerely.

Dr. Brendan O'Shea Prof. Tom O'Dowd

drbrendanoshea(a)gmail.com todowd@tcd.ie

Tel 087 2424405 Tel 01 896 1087

Lead Investigator Study Supervisor
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Appendix 1 (continued) - Reminder letter witli second mailing

7.11.11

Dear

We wrote to you recently about a research project on overweight and obesity in childhood in 

general practice. We do not appear to have had a reply from you to date and this reminder is to ask 

fo r your valued help. We have had a great response so far, as it is a topic of interest and importance 

in general practice.

We hope to design an intervention that will be conducted in general practice. Before we get that far, 
we need to assess GPs current beliefs and practices, with respect to children who are overweight; 
hence this short survey.

We do not know how GPs currently see themselves in this area of child care, and what factors need 

to be addressed.

We are contacting you as your name was randomly generated from our current list of Irish GPs that 
we have used in previous surveys. As it is an anonymous study, the survey is accompanied by a post 
paid card, which we request you to return separately. Returning this card will avoid us troubling you 
with a further reminder during the third and final mailing of the study. If we have inadvertently 
mailed you previously, and you have already responded, apologies for this.

The survey has received ethical approval from the ICGP Ethics Committee, and is funded by The 
National Children's Research Centre, at Our Lady's Children's Hospital at Crumlin. Results will be 

notified, w ith a summary in Forum, and posted in detail on our Departmental Website.

The survey takes 4-6 minutes to complete. It draws on previous surveys, so that results will be 

comparable with international data.

We appreciate this is a demand on your valuable time, at a busy time of the year. We have had 
great support from our GP colleagues over the years, and we hope you will be in a position to 

complete and return the survey.

Please send either of us an email or telephone if you have any queries.

Yours sincerely.

Dr. Brendan O’Shea Prof. Tom O'Dowd

drbrendanoshea@gmail.com todowd@tcd.ie

Tel 087 2424405 Tel 01 896 1087

Lead Investigator Study Supervisor
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Appendix 1 (continued) - Response Card accompanying GP Survey

Respondent No. [ ] Mailing No. [ ]

( ) I have returned the completed questionnaire

( ) I am not currently in active Practice, and will not be completing the survey

( ) I will not be returning the completed questionnaire, & do not wish to receive a fu rther copy.
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Appendix 2 - Study with parents and children on checking the weight of the 

child - Parental information and consent form

a. Parental information and consent form

Parent In form ation /  Consent Sheet Study No:

Your Doctor is participating in a study on the weight of children being run by The Departm ent of 

Primary Care & Public Health at T rin ity College, and funded through The National Children's 

Research Centre at Crumlin Hospital. The research pro ject examines an im portan t aspect o f the 

health o f schoolchildren. It has been given Ethical Approval by The Irish College o f General 

Practitioners.

The purpose of the study is to see If it Is acceptable /  'ok' to routinely check weight of children 

attending their GP.

We would be very obliged if you and your child could participate in the project.

If you are agreeable, it is expected it w ill add approxim ately 1-2 minutes to  your consult duration 

today, and it w ill be of assistance in completing our study. A fte r your GP has dealt w ith  your child's 

medical problem today, they w ill check your child's w eight and measure th e ir height.

If you would prefer for you & your child to not participate, there Is no difficulty with this & please 

advise your GP.

If your child is significantly overweight, an inform ation sheet on good eating habits w ill be available 

fo r you to  take home and consider. If your child is very significantly overweight, your GP may o ffer 

also a Dietician Referral if you wish to  consider this. In both instances, it w ill be open to  you to  return 

to  discuss the  m atter fu rthe r w ith  your GP if you wish. Following your consultation w ith  your GP, 

your name and phone number, toge ther w ith  a simple indication o f your childs w eight (normal 

weight, overweight, very overweight) w ill be forw arded to  the Study Team at T rin ity  College by 

confidentia l fax.

In order to  confirm  w hether the experience o f having your child weighed is acceptable or not, you 

w ill then be contacted by phonecall, at 1-2 weeks, by an independent Research Assistant. The 

phone call w ill take a fu rthe r 2-3 m inutes of your tim e, and w ill include a simple set o f questions for 

you, which enquire about how you (and your child) found the process o f having your child's weight 

checked.

The outcom e o f this phone survey will not be communicated to  your GP, and the  feedback and 

experience given to  the Research Assistant w ill be regarded as a confidential m atter. At the end of 

the study, no identifiable data w ill be held on you, or your child. A second phase o f th is study may be 

conducted later in 2012, and there is a possibility you may receive an inv ita tion  to  participate. All
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data from this study will be annonymysed, and original data sent to the Research Assistant will be 

destroyed at the conclusion of the study (2017).

It is expected that the overall results from this study will be of use to GPs in improving their ability 

to assist in the better management of children generally, a high proportion of whom are 

significantly overweight.

Yes. I am satisfied to enter myself /m y child in this study, and I consent for data collected to be 

forwarded to the Study Team, fo r the purposes stated above.

Name: Witness: Dated:

Parent Contact Phone Number: Code: A B C

Child's age in years /  months = ( ) y r s a n d (  ) mths FAX to 014031211
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Appendix 2 (continued) - Children's information sheet

Hello I

Every child who comes to the doctors today is getting this letter. Your doctor is helping w ith research 

on children's weight, which is why we are asking fo r  every child's help.

The aim o f the research is to see i f  children m ind doctors asking them about their height and weight ? 

Your help is im portant to the doctors, and to children everywhere.

We w on 't use your name, or where you are from .

The research is supported by Crumlin Children's Hospital, and by Trinity College.

People sometimes feel better when their weight is......

not too low or........

not too high............... but

 just about right!

Would you mind if your Doctor checked your weight and height today ?

Your doctor w i l l .....

Measure your h e ig h t.... and 

Check your weight

If your w eight is not to o  low, or not to o  high -  that's  GREAT I
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If your weight is too little  OR too much, you. Mum or Dad, and your own Doctor might have a chat 

about this, to  see if you would like to  see about finding a better weight fo r you, as you grow up ?

If you would rather NOT have your height and weight checked, that's OK !

You don 't have to. Just let Mum or Dad know.

They w ill te ll your Doctor you would prefer not to  have your weight & height checked I
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Appendix 3 - Practice protocol

Is it acceptable for GPs to  routinely and systematically check the  

w eight of children attending for routine care?

1. Invite EVERY dyad with a child aged 5-12, and document the outcome

2. Most will agree

3. Introduce study at the beginning of the consultation

'We are involved in a research project at Trinity College on the weight of children, and to see if it is 
ok or not to routinely check the weight of children when they attend the practice fo r routine care. It 

takes approximately 1-2 minutes, and would you mind if we included yourselves today ?'

'This would be a great help'

'You will get a phonecall from the study over the next week to  see how yourself and your child found 
having their weight checked like this, if thats ok ?'

4. Provide consent and information sheet at that point, at the beginning of the consultation.

5. Field and conclude the consultation as usual

6. Finish the consultation by obtaining consent and measuring the height and weight of the child

7. Provide Healthy Eating Information sheet for children at 85‘  ̂centile or greater, & offer review.

8. Offer Dietician referral for children at > 97*  ̂centile & offer a review

9. Any difficulties, call Brendan (087 2424405) or Emma (089 4380398) anytime, or email

drbrendanoshea@gmail.com

The most Important of all of these points is No 1 !

If every child aged 5-12 is not invited to participate, it w ill strongly infer selection bias on your part, 

and will mean your data cannot be included. This undermines the integrity of the study for all other 

Practices involved.

If you ask all dyads, it is possible that a small m inority w ill decline, and it is important to measure the 

extent to which this occurs, and to make some observations regarding why they might have 

declined.

If you start well, and commence at No 1 above, the rest of the consultation will run smoothly, and 

you w ill complete 50 cases in the quickest and most efficient manner!
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Appendix 4 - GP Recording pro forma

Parent Name Child Age (yrs/m ths) Date

Info. Sheets provided ? ( ) Yes ( ) No Consent obtained ( ) Yes ( ) No Study No

* * *  CONSENT NOT GIVEN ....

Not happy to  proceed w ith  study because....

( ) In a hurry

( ) Child too  unwell

( ) Concern regarding upsetting child

( ) O ther (please specify) [ ]

Is it your impression th a t the child o f the  declining dyad was: i .  underweight 2 Normal weight 3. overweight 

Is it your impression the parent o f the declining dyad was: 1. underweight 2 Normal weight 3. overweight

* * *  CONSENT GIVEN

Relationship o f attending guardian ( ) M other ( ) Father

( ) Childm inder ( ) O ther (Specify- )

Current phone number o f attending Parent /  Guardian f ]

Child Data

Outcome A No action indicated (for BMI < 85**'centile)

Coded B In form ation sheet given /  review appt offered (for BMI on or >85-97 centile)

(Circle one) C Referral to  Dietician also offered (for BMI on or >97*'’ centile)

In s tru ctio n : Retain these sheets in Practice, fax Consent to  Dept Public Health & Primary Care at 01 4031211

Initials o f GP [ ] Fax Sent ( ) Yes
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Appendix 5 - WHO BMI Chart - Girls
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Appendix 6 - Post consultation telephone survey pro forma

Telephone Questionnaire

Parent Name /  No. Study No: Code:

1. Introduction o f the Research Assistant

'Thank you fo r taking th is phonecall. My name is XX YY. I am a Research Assistant on a Project run by 

T rin ity College, and I have been given your contact details from  Dr Xs Surgery.

I understand th a t you and your child were  seen in Dr X's surgery during the last 2 w/eeks. As part of 

the research project, I w/ould like to  ask you a few  simple questions regarding your recent visit to  Dr 

X's surgery.

Would tha t be alright? Yes No

If 'no ,' apologise fo r in terruption, advise th e ir data w ill be deleted, and conclude.

If 'Yes,' advise 'Your responses here w ill be considered absolutely confidentia l; in particular, they 

w ill not be communicated to  your own Doctor; this is a com pletely separate aspect o f the study.'

2. Firstly, can you recall your recent visit to  your own GP 1-2 weeks ago?

3. Can you recollect your Doctor measuring your child's height and weight?

4. Do you rem em ber how having this carried out made you feel?

5. Which o f the fo llow ing  best describes how this made you feel?

Yes No

Yes No

Yes No

Did you feel. Happy

Pleased

Relieved

No real feeling about it

Anxious

Upset

Angry
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6. Do you believe having their weight and height checked had any impact on your child? Yes No

7. Which of the following might best describe your child's reaction to this part of the consultation.

Did they fe e l  Happy

Pleased

Relieved

No real feeling about it

Anxious

Upset

Angry

8. Do you believe it would be helpful fo r children to have their height /weight checked 

like this when visiting their GP?

Yes No

9. Was your child's care at your GP covered under the medical card scheme?

Thank you for assisting. Your help w ill add to the value of the study, and many thanks for your time 

and interest. Would you like to have the results of the study notified to you when available?

Yes No

If yes, confirm mobile number to send alert text: ( )

Researcher Signature /  Date [ ] [  /  /  ]
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