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Abstract

Background: The problem of obesity in children and adults has been widely recognised and described in the
literature [1]. There are several challenges leading to an augmentation of the problem. Firstly, the aetiology
of overweight and obesity is not clear. Secondly, the long term effectiveness of prevention programmes is
low. Only in some groups and for a short period of time an effect may be visible [2]. Thirdly, little is known
about what children should learn when [3]. A proper concept of educating children in regard to healthy
eating or physical activity does not exist.

As far as we know an essential pre-requisite for health education programmes is that they are lifestyle-
oriented and easily transferable into daily family life [4]. For this, working together with the parents would
be essential.

The main goal of this article will be

1) to get a better understanding of what parents and nurses/ teachers want

2) to strengthen the point that this method is one way to involve the target groups and thus it is likely to
increase the acceptance of health education programmes

3) to describe that focus group discussions are a useful tool to identify the opinions of the target group.
Methods: In the frame of three projects, focus groups with nurses/ teachers and parents have been
carried out.

Results and Conclusions: Results from different focus group discussions with pedagogues and parents will
be discussed and conclusions for health education programmes relevant to all key players involved will be

identified.
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Background

The growing problem of overweight and
obesity in European children has been widely
recognised. The World Health Organization
(WHO) states that one in five children in the
WHO European Region is overweight and the
prevalence is rising steadily. By 2010 it is
estimated that 15 million children and
adolescents will be obese [1].

Health education programmes targeting the
prevention of obesity are focusing on all age
groups [5]. The need for early intervention has
become obvious and many programmes are
hence targeted towards young children [6]. The
effectiveness of these intervention programmes
is difficult to measure [7,8].

Most intervention programmes are not
successful with no or little impact on obesity [8].
Three main determinants however help in being
more successful: using a whole kindergarten and

school approach, underpinning the intervention
with a theoretical model and involving the
school environment, families and the wider
community.

There are several reasons for the non-
effectiveness of interventions. One is the lack in
understanding the precise factors that influence
childhood obesity and how these are interacting.
A summary of possible determinants of obesity
has been listed by the WHO Regional Office for
Europe as background material for the WHO
European Ministerial Conference on
Counteracting Obesity [4].

In Germany, a basic concept for education that
includes the development of psychological and
pedagogical facts, describing what children
should learn in which part of their life, does not
exist. Hence, dietary attitudes and behaviour,
according to the child’s different needs, can not
be directly influenced [3,9-12].
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According to recommendations, in Germany
children should cover 1/3 of their energy intake
with breakfast [13]. However, more than 1/3 of
the children do not eat breakfast at home or do
not bring along any food for the kindergarten/
school breaks [14,15]. The heterogeneity lying
within the aims of education, as well as in the
contents and methods of health education in
kindergartens and schools is causing difficulties.

In intervention programmes, e€.g. for the
prevention and treatment of obesity in children,
the choice and organisation of learning processes
are only partially guided by theory.The bases for
interventions are overwhelmingly social-
cognitive and behavioral-therapeutically oriented
[8,16,17].The evaluated outcomes such as loss of
weight, modification in diet or increase in
physical activity could be stabilized only to a
limited extent in the long run (more than 12
months) [2,8,12].

Other reasons for the non-effectiveness are the
implementation of a programme only in one
setting and the inability to reach children and
parents from lower social backgrounds. Muller et
al. [18] suggest that targeting children only
through school intervention programmes leaves
aside the influence of the family on overweight
in children [19]. This seems to influence the
acceptance of the programme and complicates
through this the long-term modification of the
child’s behaviour. The child’s modified behaviour
can presumably not be placed in line with the
lifestyle of parents and siblings [8,20].In addition,
it has been highlighted by several authors that
intervention programmes are more successful in
children from higher social classes than in those
from lower ones and if parents were active
partners in the intervention [2,16,21-25].

It is assumed that through the involvement of
parents in health education it is more likely that
the acceptance and motivation of children is
improved.This again will lead to better long-term
effects of the programme.

The aim of this paper is firstly to highlight and
explain what parents and pedagogues want in
terms of health education and what kind of
support they need. And secondly to show how
target groups could be more intensely involved
in the development and implementation of
health education. It is assumed that in this way
the collaboration between kindergartens/
schools and the family can be increased. Lastly,
the paper points out that focus groups are a
useful tool to identify the opinions of the target
group and to involve them in the development of
the intervention.
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Method

A focus group describes a group of individuals
selected and assembled to discuss a topic of
relevance. It is a qualitative research method that
permits the development of concepts. This
technique generates detailed and valid data that
permit the formulation of new hypotheses and
informs about further study or practice [26].

In a focus group, people with a similar
background or experience are gathered to discuss a
specific topic. Focus groups provide the possibility
to qualitatively find out what target groups (e.g.
parents, nurses and teachers) feel to be important in
e.g. barriers and facilitating factors in health
education [27-29].

Focus groups have been undertaken in the frame
of three different studies and built the basis for this
article. These are (see also Table 1):

Study No.1) One focus group with parents and
one focus group with nurses in the frame of an
intervention to improve the snacks eaten during
breaks by 4 to 5 year-olds in kindergartens in
Bremen, Germany in January 2007 [30],

Study No.2) three focus groups with nurses and
teachers were conducted in a study to develop tools
for health education in five to six year-olds in
kindergartens and primary schools in Berlin,
Germany, in March 2006 [31] and

Study No.3) four focus groups, carried out in
Delmenhorst, Germany, from February to April 2007,
with parents of kindergarten and of primary school
children as part of a European study named
IDEFICS, will provide the necessary input and serve
as examples here [32,33].

The focus groups were undertaken using
different questioning routes, according to each of
the three studies they were part of. All included
comparable questions about healthy living. Thus
they offered valuable information on the topic
“Parent involvement when developing health
education programmes”.The following topics were
covered in all focus groups: information channels,
the role of parents and pedagogues in the process
of health education, the co-operation between
parents and nurses/ teachers and the possibilities of
parents to be involved in health education
processes.

All focus groups have been undertaken in an
environment familiar to the participants and were
offered at different times of the day to increase
participation. The settings were schools or
kindergartens, where the pedagogues work and
where the parents send their children.

All focus groups were “lead” by a trained
moderator whose role is to guide the discussion and
listen to what is said but not to participate, share
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Table 1. Focus groups and methods of data collection employed in the three studies

Focus groups Trained moderator Knowledge- Tape-recorded Transcribed
and co-moderator mapping tape-records
Study No.1 Study 1. group: 8 N
to improve snacks 2' group: »p yes yes yes no
eaten (30) ) )
Study No.2 Study 1 group: 2 T& g N
to develop tools 2.group: 4 T&3 N es es es no
for health A y y y
education (31) 3. group:7
1. group: 12 P
Study No.3 5. aroun: 8 P
IDEFICS study - 8roup: yes no yes yes
(32:33) 3.group: 2 P
’ 4. group: 6 P

T = Teachers; N = Nurses; P = Parents

views, engage in discussions or shape the view of
the outcome. A co-moderator, trained in a two-day
workshop as well as the moderator, was also present
during all focus groups [29]. The co-moderator
stayed in the background and did not participate in
the discussion.

For the focus groups undertaken in study No.1
and study No.2, knowledge-mapping was employed
to summarise and analyse the focus group results.
Knowledge-mapping is a technique that helps
visualising and structuring complex topics. This
method describes the process of creating a
knowledge map [29]. Using this technique, the co-
moderator groups the comments of participants
and pins them on a black board according to main
topics previously identified using the questioning
route as a basis. The grouped comments are visible
at all times to the focus group participants, thus
allowing to easily identify missing comments and to
summarise the session at the end.

In addition, all focus groups were audio-taped,
thus ensuring that no data were lost. The focus
groups in study No.3 was transcribed using the
audio-taped session. For details which methods
were used in which of the three studies, see Table 1.

The results concerning what pedagogues want in
relation to health education will be presented first.
Following are the results of focus groups being held
with parents.

Results
What do pedagogues want?

The collaboration with parents is considered
as important by the nurses and teachers [30,31].

However, the practical experience looks
different. Generally, information evenings are
offered in order to enlighten parents about a
healthy nutrition for school breaks. This offer is
used only by a fraction of the parents mainly by
those with a high or middle socio-economic
background. Precise figures are not available
[30].

Direct involvemente of the parents:

What are the possibilities seen by nurses/
teachers in kindergartens and primary schools to
involve parents in the daily teaching experience?
Within Study No. 1, the snacks eaten during
breaks, especially those of children from families
with a low socio-economic background, were
discussed with nurses as well as further
possibilities of a participation of parents [30]:

Nurses realized that they are dealing with
different types of parents, who, for example, have
different resources of time at their disposal
(employees, manual workers, single parents and
others). Based on the findings, tailor made
interventions were developed for the different
kindergartens. Nurses could choose beside the
basic programme, from further modules for the
intervention. Nurses expressed their content of
being able to discuss in a group and choose from
different modules. As activities for the parents, a
“parent café”, preparing meals with parents or an
afternoon for tasting food for parents and their
children were offered. The study was running
until summer 2007. Precise results concerning
the participation of parents have yet to be
compiled [30].
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Transfer:
Transfer exercises have been described to
pedagogues during focus group discussions as
practice of healthy behaviour, which children can
train in daily life situations. Which are the
possibilities seen by nurses/ teachers in
kindergartens and primary schools to assist
children to use the knowledge in daily life? In the
context of focus group discussions concerning
the development of media, nurses/ teachers
describe the importance to teach children
nutrition knowledge but they reject undertaking
transfer exercises [31]. What are the reasons for
rejecting transfer exercises?
To find out about this, the following case study
was discussed with nurses/ teachers during focus
groups:
Based on nutrition habits in Germany, breakfast
and also snacks eaten during breaks at
kindergartens and schools are considered an
essential meal. A group of children, aged five to
six, has undertaken the following steps on health
education in the past weeks:
1.Learning about the composition of healthy
ingredients of a food box for breaks,
2.Introducing the nutrition pyramid [34].
‘What possibilities do pedagogues see as further
step for intervention?
As a goal it was defined that children had to
apply what they had learnt to their own snacks for
breaks. Nurses and teachers describe five
possibilities for further steps based on their
practical experience.These can be summarized as
follows:
1.Every child prepares his lunch box at the buffet
of the institution. During an exercise with a
partner the ingredients will be evaluated.
2.The children evaluate together with a partner
their lunch box brought along with them from
home.

3.The whole group evaluates the food boxes
brought along with each from home. Good and
bad examples will be exposed.

4.In small groups examples for healthy and less
healthy food will be composed, discussed and
photographed. The results will be used for an
exposition in order to inform other groups of
children.

5.No transfer steps will follow. The food boxes of
children will not be evaluated.

In the focus groups, most nurses/ teachers
disagreed with implementing exercises 2 and 3 in
order to avoid disputes with the parents. In
particular, teachers themselves describe that they
are not perceived as experts acting as a role model
and to practice healthy eating with the children.
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What do parents want?

According to parents’ views, what role do diet
and physical activity play in the health of their
children? What role do parents play in the
promotion of health? And what is the role of
nurses and teachers, according to the parents?
Where do parents see a potential for
improvement and possibilities to be involved?

As a result of analysing focus groups [30;32;33]
(Study No.1 and Study No.3) parents see a great
responsibility in offering a balanced diet at home.
A balanced diet was understood in the sense that
healthy foods (vegetables, fruits) should always
be available but that also unhealthy foods (sweets,
chocolate) were not forbidden. All parents also
stated that common meals (at least once per day)
were very important for the wellbeing of their
child.

When it comes to offering a balanced diet, the
kindergarten, on one side, is perceived as playing
a greater role than the school. Parents of younger
children agree that the kindergarten by providing
a different environment can motivate children to
try out new foods. Rules and regulations set by
the kindergarten, like bringing vegetables or
fruits to kindergarten, eating together and sharing
dishes, is perceived as very important in keeping
a healthy diet. However, common breakfast in the
setting are often only realized as individual
projects in kindergartens. The nurse in her/ his
function as a role model is perceived by all
parents as very important.

The school, on the other side, is not perceived
as important in providing a healthy diet. When
children are of school-age, parents see the
responsibility of taking care of healthy eating to
be theirs.

In relation to physical activity, parents agreed
that it is mainly their responsibility in motivating
the child to do more sports. However, most
parents also stated that in their opinion their
child had a natural drive for being active. Simply
the parent’s own laziness sometimes stopped
their child from being active; for example at the
weekend when a family activity could be
planned. Additionally, a lot of parents stop their
child from being physically active in the house or
flat.

In relation to physical activity, the role of
kindergartens and schools are described as pretty
similar by the parents. Both settings are perceived
as an environment, where physical activity should
be promoted. This is being done already through
specific sports days and playing outside every day
(kindergarten). At school, the number of sport
lessons is perceived as the most important
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motivator for the children to be more physically
active.

As a general theme worked out, parents
describe their own responsibility in relation to
their children’s health. Hence, they wish to be
included in health education. Some parents for
example described initiatives like breakfast buffet
where they are or would like to be involved.The
role of nurses is seen as important and working
together at the kindergarten level would be less
of a problem than at the school level because
nurses are seen as a role model. The role of the
teacher is predominantly understood as
transferring knowledge to the child but not as an
expert in giving advice in health related topics.
Parents appreciate working more closely together
with nurses and teachers.

Discussion

For the development and long-lasting realisation
of intervention programmes, the communication
between pedagogues and parents is essential but
has been researched relatively little. For this
reason it was helpful to analyse the focus group
discussions at hand in terms of claims and wishes
of the parents and pedagogues. However, it should
not be ignored that the discussions were held on
the basis of different questioning routes. The
qualitative results described in this article can be
used for further, deeper analysis of opinions and
attitudes of the target groups.

In order to develop effective health education
programmes it is essential to involve the family
(especially the parents) in the work carried out by
pedagogues.The idea behind is three-fold.

(1) The acceptance of the programme is
enhanced through involving the parents/ family.
(2) And it increases the motivation for sticking to
the programme and thus also the likelihood of the
programme being transferred into daily-living
routines. (3) Involving the parents would also
increase the likelihood of reaching more children,
also those from lower social backgrounds.

Through summarizing the results of focus
groups with key players, we have worked out that
a greater co-operation between target groups is
both perceived as essential and generally wanted.
The results of what children want have also been
collected through focus groups in Study No.3 but
are not available yet. These may be part of a
forthcoming publication.

Participation

The focus groups have shown that the target
group is enthusiastic about being “interviewed”. It
should however be mentioned at this point that
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conducting focus groups especially with teachers
have been proven to be difficult. These difficulties
shall not be discussed further at this point, will
however be part of another publication. For the
planning and development of an intervention a
wide participatory quality development is to be
hoped for [35,36]. Otherwise the danger that well-
meant and inevitable orientations as well as
formal, functionally sensible curricula can not be
transferred adequately into practice remains.
Additionally, most programmes for the prevention
of obesity would only work insufficiently in the
long-term, as already indicated above [16,37].The
access to e.g. the family and also the school setting
remains closed (low acceptance of parents and of
pedagogues) and/ or the intervention does not
have the longed for effect, as it is the case in
obesity prevention [2,18,20].In one of the studies
[30], it could be implied that by offering the
possibility to choose from additional tailored
intervention modules, the acceptance of these
measures by the nurses could be increased.

What do pedagogues need?

How difficult it is to develop programmes with
a theoretical background concerning health
education, to interpret transfer exercises and to
co-operate with the parents was made transparent
by giving an example about healthy nutrition
during school breaks.

An accompanying, intensive work with the
parents is described as vital from the side of the
pedagogues. However, in practice the co-
operation with the parents is often only realised
in the form of informational talks, which are less
directed towards a pedagogical discussion.
Parents, especially single parents, in difficult social
circumstances often do not even participate in
those parent-teacher conferences.

It is, among other goals, the aim that the
children do not only get to know healthy eating
during breaks but that they also take it from home
and finish eating it. Part of the nutrition education
should be not to discriminate children who are
provided with insufficient snacks.

Depending on the transfer exercise and based
on the case study mentioned above, different
social consequences arose for the child, who did
not bring along healthy food for breaks, as well as
for the nurses/teachers, who were dealing with a
different work effort (compare with Table 2).

The various examples show different
consequences for the actors. The first exercise
demands a practical application of the knowledge.
It does not provoke, however, implementation in a
real life situation. It therefore does not initiate the
discussion with the parents automatically.
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Possible consequences
for the child

Working effort for nurses/
teachers

During this exercise the
child applies his
knowledge in a daily
situation

Exercise

Conflict within the |Discussion with|Preparation of the| Work for the
group of children

parents exercise parents

Every child prepares
his lunch box at the
buffet of the
institution. During
an exercise with a
partner the
ingredients will be
evaluated.

No

No; possibly with
a friend

No High Desirable

The children evaluate
together with a
partner their lunch
box brought along
with them
from home.

Yes

No; possibly with
a friend

Possibly Low Indispensable

The whole group
evaluates the food
boxes brought along
with each from home. Yes
Good and bad
examples will be
exposed.

Yes; discrimination

Possibly Low Indispensable

In small groups
examples for healthy
and less healthy food

will be composed,
discussed and
photographed. The
results will be used
for an exposition in
order to inform other
groups of children.

No No

No High Desirable

No transfer steps will
follow.
The food boxes will
not be evaluated.

No No

No None Desirable

The forth example of the exercise makes the
collaboration with the parents unnecessary.
However, it means a bigger transfer step (with
more effort for teachers) than the first exercise.
Here the children are the experts who present
their knowledge to others and explain it.This way
of learning enables a strong transfer [31].

If the children evaluate the lunch box brought
along with them (second example), this exercise
will generally be executed together with a friend
from the group. Even giving a critical reaction, the

discussion will be kept under control and remain
friendly. Theory and practice merge in the real
situation of having breakfast during the break. In
case of some children bringing along with them
no or deficient food boxes, the evaluation by the
group could create a source of discrimination
(third exercise).

In examples two and three (highlighted in
light), the child (and therefore also indirectly the
parents) receives specific information about the
food they bring along. For this reason such an
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intervention requires a before and after
preparation together with the parents. The
pedagogue knows his/her group. He/ She knows
who of the children brings along insufficient
snacks. For this reason he/ she will prepare
himself/ herself professionally for possible
conflicts in the group (e.g. putting the partner
exercise number two before number three) and
intervene if necessary.

The teachers avoid a direct discussion with the
parents regarding the specific nutrition behaviour
and attitudes within the family. This is probably
due to the fact that it means additional work for
them and the parents. For these cases the
pedagogues seem to need intensified support, like
low-threshold, simple communication exercises
between children and parents [38]. Health
education only makes sense and serves a purpose
if examples for daily living are given and if the
learned behaviour can also be transferred.
Pedagogues need greater support for a
constructive co-operation that does not remain on
the surface.

What do parents need?

In general, most parents want to be involved.
Parents are ready to actively participate in the
health education of their children and want to
work together with the pedagogues.

It is essential to schedule the co-operation at an
early stage. In the kindergarten the co-operation
with the parents should begin and act as a
preparation for the collaboration in school. The
transfer from kindergarten to school has to be
well prepared, so that the parents can rearrange
their everyday family life as early as possible.

The co-operation, especially in the school needs
to be improved.The roles of teachers and parents
need to be clarified. Primary schools in Germany
are usually not full-time schools. Hence, children
in primary school bring their own snacks from
home, for which parents see the responsibility to
lie with themselves.Teachers are not expected to
act as a role model for healthy eating. In addition,
teachers themselves describe that they are not
perceived as experts in relation to this topic.The
role of teachers in relation to giving health
education needs to be strengthened.

Similar to the way it is in kindergartens, in
schools the pedagogue should be a partner of the
parents and should be campaigning for a healthy
lifestyle. In essence, questions of education need
to be agreed upon by teachers and parents. This
way, the parents would more easily accept advice.

Parents need to be encouraged to be more
physically active, since at the moment they do not
assume responsibility. Parents principally expect
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that their child is encouraged to be physically
active in/ by the school or kindergarten.
Pedagogues could offer support when working
with parents in relation to physical activity
education - more active leisure activities could be
strived for.

According to the experiences of pedagogues,
there are various types of parents that also need
different kinds of advice.The main differentiating
factor lies in the time resources available. There
are those parents who have time to set up own
initiatives, like ,parent cafés”. Other parents can
only be won for a short informal informational
talk, e.g. when picking up their child.

Conclusions
The co-operation with parents is assumed to be
one way to lead to a stabilisation of the newly
learned behaviour. To achieve this, a
comprehensive psychologically oriented health
education programme, in which the collaboration
with parents is integrated as an essential column,
needs to be developed. Through the analysis of
focus groups results, we are able to line out that
the co-operation between pedagogues and
parents is possible on four levels:
1.through developing an intervention in co-
operation with the parents
2.through pedagogical work with children (as an
example the teachers/ nurses give the task to
prepare a sandwich at home with their parents;
for this a discussion with parents will be
necessary; action-oriented and transfer ensured)

3.through information and advice (nurses/
teachers inform and discuss with the parents;
improvement of collaboration; an example are
parent-teacher conferences where a topic such
as motivation of less television viewing is
discussed)

4.through direct involvement of the parents into
the kindergarten/ school setting (e.g. parents
organise a healthy breakfast buffet once a week
at school/ in the kindergarten).

Differential models that are described on the
four levels of parent collaboration need to be
worked out and evaluated by pedagogues and
parents.

Pedagogues need help on how to communicate
and motivate parents with the goal to actively
involve parents in the pedagogical work.
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