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PREFACE 

“Most women, when expecting, are very conscious of what they are eating 
and are often “eating for two”, assuring that their future child has enough nu-
trients while in the womb. As can be expected parents follow the fetal growth 
during the different stages of pregnancy, worrying if the fetus does not gain 
enough weight or does not grow fast enough. When the child is delivered, the 
midwife is eager to congratulate the new parents of their big and healthy new-
born. Proud parents boastfully spread the news to family and friends of their 
baby’s sex, lengths and weight. During childhood, their baby’s growth contin-
ues to fascinate both parents, friends and family, and engage the health care 
professionals as well. Chubby cheeks are pinched and the child is praised for 
looking strong and healthy. Until one day.., when the child comes home cry-
ing, after being teased in school for being obese… Now, nobody wants to talk 
about weight anymore. What happened..?”. 

 

(Reflections from a registered nurse’s perspective). 
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ABSTRACT 

Childhood obesity is a global public health threat correlated with several co-
morbidities and increased mortality in adult life. Heredity and physical devel-
opment concomitant with environment culture and lifestyle habits are con-
tributing key factors for the onset of overweight. Non-genetic components re-
lated to unhealthy dietary and activity patterns shared in families, are envi-
ronmental factors that are possible to prevent before habits are set. Research 
indicates that there are several barriers against the proper management of this 
often long-term condition, where preschool children are an understudied 
group. This thesis aims to investigate how the Child Health Care (CHC) nurs-
es pursue the preventive work on childhood overweight and obesity in CHC 
and further, to explore parental risk factors in relation to overweight and obe-
sity in children.  
 
In the first study (Paper I), 18 nurses at 17 CHC centers in the southern part 
of Sweden were interviewed using semi-structured interviews with a phenome-
nographic approach. This study aimed to elucidate the conceptions of child-
hood overweight, including obesity, among nurses working in CHC. The 
analysis yielded 11 different conceptions from which emerged  four categories 
of description; “Perception of childhood overweight changes”, “Overweight in 
younger children, a neglected concern”, “Overweight, a delicate issue” and 
“The importance of family lifestyle”. The results show that CHC nurses con-
ceived overweight and primarily obesity in children to be an extensive and se-
rious health problem, mainly due to parent’s lifestyle. Childhood overweight 
during infancy and their preschool years was conceived as a minor concern 
and further nurses perceived it as a provoking and sensitive issue that was dif-
ficult to define. Despite there being an adaption towards the acceptance of 
larger children, childhood overweight and obesity were considered to be unde-



12
 

sirable by both  the CHC and the Swedish society in general. Both nurses and 
parents were more concerned about the children’s appearance and the risk of 
their being bullied than about the children’s health. Nurses conceived that it 
was important to protect the parent-nurse relationship. Therefore in order not 
to jeopardize this relationship; the subject of childhood obesity was avoided.  
 
The second study (Paper II) aimed to elucidate the CHC nurses conceptions of 
their preventive work with childhood overweight and obesity in CHC. Study II 
was conducted at 17 CHC units using semi-structured interviews with 18 
CHC nurses in the southern part of Sweden. The interviews had a phenome-
nographic approach which elucidated seven conceptions, from which emerged 
two categories of description; “internal obstacles to nurses’ work with over-
weight in children” and “external obstacles to the management of overweight 
in children”. The results show that the CHC nurses work was conceived to be 
complicated and constrained by several obstacles. Nurses’ preventive work 
was affected by factors linked to personal traits, lack of sufficient knowledge 
and lack of several resources affecting their ability to conduct preventive 
work.  
 
The third and the fourth study (Paper III and IV), were based on a cross-
sectional survey with a questionnaire administered to a stratified and random-
ized selection of parents to preschool children registered at CHCs in the 
southern part of Sweden. In total, 598 parents participated in the study, divid-
ed into 255 fathers and 343mothers to 372 children, i.e. 372 families.  
 
The third study (Paper III), examined socio- and demographic parental risk 
factors for overweight and obesity in children and the frequency of overweight 
and obesity in the context of child health care.  
 
Descriptive analyses were used to present the frequency of parental and child-
hood overweight and obesity, and logistic regression was used to estimate the 
relation between parental socio- and biodemographic factors and children’s 
risk for overweight or obesity. Our results show that the frequency of over-
weight and obesity was 14.5 % in children, 56.0 % in fathers and 36.5 % in 
mothers. A distressed financial situation in fathers (OR 2.85, CI 1.06-7.69) 
was associated with increased risk for overweight and obesity in children. Af-
ter adjusting for potential confounders in mutually adjusted models, the ag-
gregated results for both parents showed that mothers and fathers born out-
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side of Sweden (OR 4.50, CI 1.55-13.12 and OR 4.94, CI 1.72-14.20) was the 
strongest risk factor for overweight and obesity in children.   
 
The fourth and final study (Paper IV) aimed to investigate parental lifestyle 
habits as risk factors for overweight and obesity in children. The relation be-
tween parental lifestyle habits and children’s risk for overweight and obesity 
was analyzed using logistic regression. Our results show that there might be a 
trend indicating an increased risk for children to develop overweight and obe-
sity if the father is a daily smoker (OR 4.11, CI 1.45-11.68) and the mother is 
physically inactive (OR 2.33, CI 1.11-4.90). 
 
This thesis comprises four studies of both qualitative and quantitative charac-
ter, with focus on nurses’ preventive work with childhood overweight and 
obesity in CHC and parental risk factors. Our findings identify multiple levels 
of barriers to the prevention work on childhood overweight. Nurses’ lack of 
sufficient knowledge, nurses’ negative conceptions of families with overweight 
problems, parents’ lack of awareness and the sensitive nature of the issue are 
circumstances that complicate nurses’ work. Additionally, society’s adaption 
to the increased proportion of children with overweight has led to an ac-
ceptance of excess weight in children. Further, parental risk factors were also 
identified. Parents being born outside Sweden was associated with increased 
risk of childhood overweight and obesity, as well as financial distress within 
the family. Further, the findings show a trend that indicates that paternal 
smoking and maternal physical inactivity might be factors associated with en-
hanced risk of overweight and obesity in younger children. 
 
We conclude that there exists a need to supplement the existing nurse educa-
tion in child health care by putting the accent on intensifying education related 
to childhood overweight and weight assessment, with emphasis on the young-
er child. Further, this thesis implies that there is a need to better prepare spe-
cialist nurse student’s clinical skills related to their encounters with families 
and children at risk for overweight and obesity, through raising their aware-
ness of their own perceptions of overweight in young children. Childhood 
overweight should be recognized and prioritized in CHC, further, the imple-
mentation of research results needs to be prioritized in the clinical work.  The 
identification of risk factors may help health care personnel to identify and 
target children in risky family environments.  
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DEFINITIONS AND TERMINOLOGY 

Body Mass Index  or BMI is calculated as measured body weight (kg) divid-
ed by height squared (m2) (WHO, 2000). It is used in clinical practice as a 
screening tool to assess body fatness.  
 
Child Health Care nurse  is a Registered Sick Children’s Nurse (RSCN) or 
a District Nurse (DN) employed at a CHC unit. 
 
Conception  are in this thesis synonymous with ideas, notions, perceptions, 
opinions and understanding and does not mean fertilization, insemination or 
impregnation. 
 
Culture  is defined as: “a learned system of beliefs about the manner in which 
people interact with their social and physical environment, shared among an 
identifiable segment of a population, and transmitted from one generation to 
the next” according to the definition by Schultz et al. (2000). 
 
Family  as concept can have different meanings. In this thesis it is defined as: 
“any unit that defines itself as a family including individuals who are related 
by blood or marriage as well as those who have made a commitment to share 
their lives together” (Lynch &Hanson, 2004).  
 
Health is by the World Health Organization (WHO, 1984) defined as: “the 
extent to which an individual group is able, on the on hand, to realize aspira-
tions and satisfy needs, and, on the other hand, to change or to cope with the 
environment. Health is, therefore, seen as a resource for everyday life, not an 
object of living; it is a positive concept emphasizing social and personal re-
sources, as well as physical capacities”. 
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Health promotion  is defined as “the process of enabling people to increase 
control over, and to improve, their health and its determinants, and thereby 
enhance their health” (WHO, 2005).  
 
Obesity  in adults is defined as a BMI ≥ 30 kg/m2 (Tsigos et al., 2008). 
 
Overweight  in adults is defined as a BMI between 25 and 29.9 kg/m2 (Tsi-
gos et al., 2008). 
 
Overweight and obesity  in children are defined as cut-off points according 
to the International Obesity Task Force (IOTF), in which age and gender-
specific reference standards (iso-BMI 25 and iso-BMI 30) correspond to the 
BMI of adults. In this thesis, these age and gender-specific reference standards 
are used according to the definition of childhood obesity proposed by the 
IOTF (Cole et al., 2000). 
 
Parent  is defined in its legal sense: “the relationship between a father or a 
mother and his or her offspring”. 
 
Prevention  is defined as the hindering of an illness or an injury to happen. 
Primary prevention is “the first level of health care, designed to prevent the 
occurrence of disease and to promote health”. Secondary prevention is “the 
second level of health care, based on the earliest possible identification of dis-
ease so it can be more readily treated or managed and adverse sequelae can be 
avoided”.  
 
Younger children in this thesis, refers to children under the age of seven.  
 
 
 
 
 
 
 
 
 
 



18
 

 
 
 
 
 
 
 
 
 
 
 
 
 



19
 

INTRODUCTION 

Obesity is increasingly effecting both adults and children regardless of gender 
and age, and has become an extensive public health threat globally (Lobstein 
et al., 2004; deOnis et al., 2010; Ng et al., 2014, WHO, 2015). In line with 
increased prosperity and global urbanization, overweight and obesity, once 
selectively affecting mostly high-income countries, has become a significant 
low- and middle-income country problem as well. A rapid rise in non-
communicable disease risk factors such as overweight and obesity is coexisting 
with the problems of infectious diseases and malnutrition, a so-called “double 
burden” of disease (WHO, 2015). Today, overweight and obesity kills more 
people than underweight in most of the regions in the world, except parts of 
sub-Saharan Africa and Asia (WHO, 2015). In 2014, more than 41 million 
children under the age of 5 years were globally estimated being overweight or 
obese. Although, the prevalence of overweight and obesity in the Swedish 
population of school aged children is estimated to be lower than in other Eu-
ropean countries (Sjöberg, et al., 2011), the available data on younger children 
is incomplete. Existing data shows only conflicting results, either an increase 
(SBU, 2002; SBU, 2005; Neovius et al., 2006) or signs of decline (Bergstrom 
& Blomqvist, 2009; Lissner, et al., 2010; Socialstyrelsen & Folkhälsoinsti-
tutet, 2013). Still, there is an uncertainty about the extent of these conditions 
among younger children in CHC since there does not exist a national register 
on overweight and obesity. 
 
Overweight and obesity in young children is besides being a complex multifac-
torial problem also a very important public health issue to solve due to its ex-
tensive health consequences. It is a well-known fact that obesity significantly 
increases the risk for future non-communicable diseases such as: cardiovascu-
lar, metabolic and musculoskeletal (osteoarthritis in particular) (Lobstein et 
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al., 2004; WHO, 2015), and conceptual, and psychosocial disorders (Lobstein 
et al., 2004). Twenty-five years ago, these health consequences were known 
only to occur in the adult population. However, since such health consequenc-
es among children began to be reported in the pediatric literature during the 
1980s and 90s (Lobstein et al., 2004) these “life-style-related diseases are no 
longer the exclusive domain of adult medicine” (Pinhas-Hamiel & Zeitler, 
2000, p. 704).  
 
A 40 – year Swedish- follow-up study, by Mossberg (1989), on overweight 
children, showed the effects of overweight over time. Among those who were 
overweight during their childhood, the prevalence of cardiovascular disease 
was doubled, hypertension had increased 1.7 times and diabetes had increased 
3.2 times. There was also a significant correlation to gastrointestinal- and or-
thopedic problems (ibid). In addition there was shown to be future health risks 
in adulthood such as: an increased risk for obesity, premature death and other 
disabilities, obese persons who had developed breathing difficulties as chil-
dren, hypertension, early markers of cardiovascular diseases, insulin re-
sistance, increased risks of fractures and psychological challenges (WHO, 
2015). However, a recently published cohort study reported that cardiometa-
bolic risk factors, including fatty liver, could be detected as early as in pre-
schoolers (Shashaj et al., 2014). 
 
Moreover, overweight and obesity, and their related diseases, are preventable 
(Hawkins & Law, 2006; WHO, 2015). Several studies have shown that the 
treatment of childhood obesity (henceforth referred to as child OB) is most ef-
fective in the younger population and in less severe obesity (BORIS årsrapport 
2010-2011; Danielsson, 2011). It is clear that, obesity in older children and 
adolescents is very difficult to treat. However, the treatment of child OB is of-
ten unnecessarily delayed, which complicates treatment. In Sweden, the aver-
age age of children when they begin  obesity treatment is 10.5 years, which is 
not in line with the national goal of beginning  treatment at the age of 7 years 
(Socialstyrelsen, 2013). Thus, the identification of risk factors may help health 
care professionals to identify and target children earlier, as well as families at 
risk (Hawkins & Law, 2006). 
 
Additionally, several public health actors have been  urged to implement 
measures to prevent the continuing trend for the global as well as the national 
development of child OB (Kallings, 2002; Socialstyrelsen, 2013; WHO, 2015). 
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In Sweden, Child Health Care (henceforth referred to as CHC) is a well-
established public health actor with a publicly recognized contribution in 
promoting children’s, as well as their families, health and welfare. Theoretical-
ly, CHC is also an excellent arena for preventative work on child OB. Accord-
ing to the Swedish National Board of Health and welfare (Socialstyrelsen, 
2013), CHC units are not practically prepared to handle childhood overweight 
and obesity. Furthermore, the perceptions of the CHC nurses (henceforth re-
ferred to as CHC nurses) have not been given any attention.  
 
Existing international research has shown that there are several barriers that 
hinder the preventative work on child OB, which concern the views and atti-
tudes of health care professionals (Story, et al., 2002; Moyers, et al., 2005; 
Brown, et al., 2007; Turner, et al., 2009). Although, studies have found that 
there exist negative stereotypes and opinions among health care workers car-
ing for children with OW (Chamberlin et al., 2002; Edmunds, 2005; Mikhai-
lovich & Morrison, 2007), research is scarce about the CHC nurses’ percep-
tions of childhood overweight (henceforth referred to as child OW).  
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BACKGROUND 

 
Attitudes to obesity and cultural preferences of body size over time 

When studying an existing phenomenon as widespread as obesity that non-
discriminately affects people across many continents regardless of gender, age, 
or culture, it appears to be advantageous to introduce this thesis with a look 
into the history of humankind. Thereby the relation between people’s views 
and attitudes related to body size and health, as well as the development of 
obesity over time, can be better understood in the greater context.  
 
Obesity can be studied from an anthropological perspective, as a condition 
differently understood across many cultures, or from a scientific perspective, 
seen as a disease (Renzaho, 2004). While the word “obesity” was first intro-
duced in the 17th century (Coombs, 1936), the story of obesity is related to 
that of the history of food and a classic example of a disease that arose as a 
side effect of the evolutionary process (Nesse in Eknoyan, 2006). Body fat 
seems to have served a purpose as a food reserve in the evolutionary history of 
humankind. Early hunter-gatherers, who were able to store fat easily, had an 
evolutionary advantage in the harsh environment of their time (Eknoyan, 
2006; Haslam, 2007).  
 
Additionally, the esthetic value of obesity was in some cultures initially prized 
and associated with health and fertility and was seen as a condition for the 
survival of humankind (Eknoyan, 2006; Haslam, 2007). Overweight and obe-
sity were for thousands of years rarely seen and only existed in the richest cir-
cuits, symbolizing wealth, in fact, to a greater extent than expensive clothing 
or jewellery did (Haslam, 2007). A thin body, was equal to poverty, a short-
age of food and weak health, and was therefore not desirable. The cultural 
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significance attached to obesity can be traced back to Stone Age Europe, 
where nude female figurines were icons of mother goddesses (Eknoyan, 2006). 
Prehistoric statuettes, were anatomically accurate depicting obese women with 
an enlarged abdominal circumference, such as the famous Venus of Willen-
dorf, may have been viewed as fertility or erotic symbols (Haslam, 2007).  
 
Moreover, chronic malnutrition throughout history has been associated with 
death and disease and the scarcity of food has contributed to the reverence of 
the corpulent body, symbolizing health, prosperity and strength (Eknoyan, 
2006). This is for example reflected in religious paintings from the Middle Ag-
es and paintings from the Renaissance era, as well as in literature. 
  
Even during Biblical times and the era of the ancient Egyptians, records indi-
cate that obesity was present (Haslam, 2016). For example, Egyptians associ-
ated the quality and quantity of foods with the preservation of health (Herod-
otus in Haslam, 2007). The ancient Greeks, however, were the first known to 
associate obesity with disease. Hippocrates (physician 460-377 BCE) realized 
that a balanced diet, exercise and exposure to the sun were preventive and cu-
rative measures for a corpulent body (Hippocrates in Haslam, 2007; Haslam, 
2016). Despite that, obesity was not specifically recognized as a disease during 
this era (Renzaho, 2004).  
 
It was not until the late 19th and the beginning of the 20th century that obesity 
received increased attention as a medical condition (Renzaho, 2004). At the 
end of World War II the attitude towards fatness also began to change, mainly 
for esthetic reasons. In western society, the favorable connotations of obesity 
now become “ugly”, then it became “bad” (Eknoyan, 2006). A shift in body 
size preference from larger body size to leaner one, was observed among 
North Americans and has since then been eagerly promoted in the developed 
world by the media (Grivetti, 2001). Moreover, the stigmatization of fatness 
did not become evident until the latter part of the twentieth century (Eknoyan, 
2006). 
 
Nevertheless, today, there are  people in  the developing world, for example 
the Sub-Saharan Africans, who, unlike people in the developed world, have 
maintained their preference for and  perception that  a larger body size is the 
ideal and is a highly valued image of health, wealth and attraction (Renzaho, 
2004). The reason for this preference can be found in the population’s cultural 
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exposure to different sufferings such as poverty, natural disasters, ethnic con-
flicts, war and subsequent malnutrition. Consequently, the social construction 
and preference for fuller body weight are likely to be influenced by these kinds 
of suffering. Hence, in some developing countries, such as Sub-Sahara, obesity 
is not perceived as a disease, and consequently there is no definition for obesi-
ty (Renzaho, 2004). Besides the other positive traits of obesity mentioned ear-
lier, a fuller body is considered to be associated with optimism and happiness. 
For example, Crawford, (2001) reported that Hispanic parents perceive 
“chubbier” children (above the 85th percentile) to be healthier than children 
with less “flesh on their bones”. Hence, an overweight child is only culturally 
termed as sick by Hispanic parents, when the child is non-active and unhappy 
(Crawford, 2001). Not to be forgotten is that the cultural preferences that are 
prevalent in developing countries today are comparable to those reported in 
some developed countries as late as the beginning of the 20th century (Grivetti, 
2001).  
 
Nevertheless, to date, people in developing countries strive to “eat like a white 
man” by trying to attain the same lifestyle habits as found in a welfare society 
in a developed country. “Luxury foods” such as fried foods, meat, eggs, sugar, 
butter, biscuits, chips, soft drinks and tinned food, are calorie dense foods de-
sirable for their “fattening” capacity. Vegetables and fruits are less desirable, 
since they are perceived as survival food for poor people (Renzaho, 2004).  
 
Thus simplified, the cultural preferences for a larger body size can have de-
rived from peoples’ living conditions throughout history (Renzaho, 2004; 
Eknoyan, 2006; Haslam, 2007). It can be concluded from history that obesity 
is not a newly arisen phenomenon, although it has become a global disease of 
pandemic proportion (Haslam & Rigby, 2010).  
 
Attitudes and views of obesity in health care settings 

Today, obesity is a well-recognized condition in health care, involving fre-
quent encounters between obese patients and the health care professionals 
(HCP’s). The outcome of these encounters is to a large extent influenced by 
the HCP’s attitudes, which can affect a patient’s experience of the health care 
they receive. The attitudes and views on obesity have a major impact on the 
psychological well-being of people. Research has found that health care set-
tings are a known source of weight stigma, where obese patients are exposed 
to negative attitudes held by HCP’s (Puhl & Heuer, 2010). Stigma is, accord-
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ing to Goffman (2001), an effective tool for the control and exclusion of peo-
ple who are perceived to be different from people in general. That these indi-
viduals are stigmatized and thereby marginalized is attributed to their having 
distinctive features and characteristics. 
 
Further, stigma is an example of “them and us thinking”; What is considered 
to be normal or abnormal is used as a simplification of what is desirable and 
non-desirable in a society (Goffman, 2001). HCP’s are not exempt from this 
behavior. There are several qualitative studies in primary care showing that 
there exist negative stereotypes in the care for obese populations (Hoppe & 
Ogden, 1997; Mercer & Tessier, 2001; Epstein & Ogden, 2005; Hansson et 
al., 2011). The social stigmatization of obesity can be destructive in several 
ways. For example, in the health care setting, where weight stigma can mean 
that obese patients receive less effective medical care than others (Puhl & 
Heuer, 2010). 
 
All individuals who are patients in a healthcare environment are vulnerable. 
The vulnerability is related to human rights and to the power relationship in 
which one individual is particularly exposed to anything due to their position 
in society, their economic situation or their level of education. Children in 
general are a particularly vulnerable group, since they are powerless and in a 
dependent situation towards their parents (Beauchamp & Childress, 2013). 
Further, children with overweight or obesity are an especially vulnerable 
group, since they are at risk of being stigmatized (Puhl & Latner, 2007). Addi-
tionally, research indicates that overweight children are exposed to the nega-
tive beliefs of the HCP’s (Chamberlin et al., 2002; Mikhailovich & Morrison, 
2007; Edvardsson et al., 2009). Research also gives indications that, in the 
care for overweight children there exists negative views among HCPs. Accord-
ing to a review by Mikhailovich & Morrison (2007), there is a risk that HCP’s 
attitudes and views can influence the care of these children. It has been shown 
that HCPs may avoid bringing up the topic regarding OW to the table in order 
not to jeopardize their relationship with the families (Chamberlin et al., 2002). 
   	  
Childhood overweight and obesity 

“Overweight (henceforth referred to as OW)” and “obesity (henceforth re-
ferred to as OB)” are distinct conditions, but the terms are commonly used in-
terchangeably. “OW” is often used as a collective term for both conditions, 
but refers to excess weight in relation to height, which can be due to the dif-
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ferent distribution and composition of muscle, bone, fat and/or body water 
(International Council of Nurses, 2009). In contrast to “OB” which is a medi-
cal condition referring to the accumulation of excess fat to the extent that it 
poses a health threat (WHO, 2015). 
 
Prevalence 
Worldwide 
By the year 2020, child OW and OB are estimated to affect 60 million chil-
dren worldwide (de Onis et al., 2010). The present child OB epidemic will 
cause great health problems in the next generation of adults and according to 
Lobstein et al (2004) the estimated burden upon the health services is not yet 
foreseeable.  
 
Earlier studies have examined the worldwide trends in child OB that was 
compiled and reported by de Onis et al. (2010), showing that ten percent of all 
school-aged children are estimated to be OW or OB. The prevalence of OW 
and OB is steadily rising in most parts of the world, but the prevalence is sig-
nificantly higher in the economic developed regions (International Obesity 
Task Force data). For example, data gathered in 2010 (among children aged 
0-5 years) from the  developed countries in Europe, Northern America, Aus-
tralia, New Zealand and Japan show a child OW and OB rate of 11.7% of the 
total population (8.1 millions). In contrast to Africa, which had an estimated 
prevalence of child OW and OB of 8.5% (13.3 millions), compared to Asia 
with an admittedly lower prevalence of 4.9%, but a higher number of affected 
children (18 million). Generally, children in southern Europe have higher OW 
prevalence rates (20-35%) than children in northern Europe (10-20%). The 
countries in southern Europe with the most extreme rates of child OB (>25%) 
are Albania, Bosnia and Herzegovina, and in Eastern Europe: Ukraine (de 
Onis, et al., 2010). This north-south division cannot be explained by genetic 
factors; however, income-related variables, possibly mediated through dietary 
factors, might be of relevance. Maternal nutrition during pregnancy or infant 
breast-/bottle-feeding can be such dietary factors of importance (Lobstein et 
al., 2004). 
 
Sweden 
Over the last three decades, there has been a significant increase in the rate of 
child OW (SBU 2002; SBU 2005; Neovius et al., 2006); however, the preva-
lence in Sweden is relatively low when compared to other European countries. 
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There is data that indicates a decrease in the OW and OB rate among Swedish 
children (Bergström & Blomquist, 2009; Lissner et al., 2010).Yet, existing 
numbers presented show that about 17% of the 7-to-9-year-old children are 
OW, including 3% with OB (Sjöberg et al., 2011).  
 
As of today, there exists no national data covering the incidence of OW and 
OB in pre-school children, but there is some regional data. Data from the 
county of Gotland shows that 14.5 percent of 4-year-old girls and 10 percent 
of the 4-year-old boys have OW and 3 percent of both the boys and the girls 
have OB (Barnhälsovården Gotland, 2011 in Barnhälsovården Skåne, 2011). 
Futher the county of Blekinge presents data showing that 11.4 percent of 4-
year-olds are OW and obese (Barnhälsovården Blekinge, 2011 in Barn-
hälsovården Skåne, 2011). In the county of Uppsala, there are 11.6 percent 
children with OW and 1.5 percent children with OB (Barnhälsovården Uppsa-
la län, 2011 in: Barnhälsovården Skåne, 2011).  
 
In addition regional data from Skåne 2011 shows that 10.1 percent of 4-year-
old children have an increased BMI, divided in 7.8 percent OW and 2.3 per-
cent OB. There is a remarkable spread in the data, between the municipalities 
in this region. The share of OW and OB can, in some municipalities, be 4-5 
times higher than in the municipalities with the smallest shares (Barn-
hälsovården Skåne, 2011). Yet, there is no knowledge about the number of 
preschool children, passing from CHC to SHC with OW and OB.  
 
Health determinants and risk factors 
Health is influenced by factors known as health determinants, which have 
been defined as the interconnection of biological, environmental, social, eco-
nomic and behavioral factors (Naidoo & Willis, 2011). The determinants of 
health care are, for example,  explained by Dahlgren & Whitehead (1991) as 
individual lifestyle factors, living and working conditions, social and commu-
nity influence and general, cultural and environmental conditions. Various fac-
tors, such as early life, employment status, food, social exclusion (Marmot & 
Wilkinson, 2006; Raphael, 2008), stress, social support (Marmot & Wil-
kinson, 2006), education, gender and health care services (Raphael, 2008) 
have been identified as key social determinants of health. Evidence demon-
strate that it is possible to alter the effect of these factors on an individual’s 
health by health promoting activities that can steer social-economic condi-
tions, as well as environmental conditions. On the opposite side, risk factors 
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are created by risk conditions and risky behavior and are negative health de-
terminants and precursors of ill health and preventable death (Naidoo & Wil-
lis, 2011).  
 
Children’s weight status is repeatedly shown to be influenced by individual 
and social factors. The parent’s origin, high parental weight and mothers’ edu-
cational level is associated with excess weight in children (Moraeus, et al., 
2012). Both reviews and individual studies have shown an association with 
both similar and other  factors such as, maternal pre-pregnancy OW and rapid 
weight gain at an early stage in their child’s life (Weng et al., 2012), gestation-
al weight gain (Weng et al., 2012; Bammann et al., 2014), children’s gender 
(Sweeting, 2008; Wisniewski & Chernausek, 2009), parental OW and OB 
(Reilly et al., 2005; Freeman et al., 2012; Dev et al., 2013; Bammann et al., 
2014; Parikka et al., 2015), parental education (du Prel et al., 2006; Li et al., 
2014; Parikka, et al., 2015), and parental age (Li et al., 2014) as well. Addi-
tionally, several studies indicate that a difficult socio-economic situation (SES) 
is a factor associated with OB (Dinsa, et al., 2012; Bammann et al., 2013). Re-
search suggests that low socioeconomic groups appear to be especially vulner-
able towards developing OB (Wang & Beydoun, 2007; Sundblom et al., 2008; 
Marmot, 2013). The likelihood of child OB is often determined by the par-
ent’s education level, family income, car or house ownership and living space, 
all of which are reported to modify children’s behavior in relation to their en-
ergy intake. However, the results are inconsistent, where some studies report 
an inverse effect between the parent’s SES and excess weight in children 
(Shrewsbury & Wardle, 2008). A recently published systematic-review by Wu 
et al. (2015) concluded that children with a lower socio-economic position 
(SEP) have a higher risk of OW and OB, independent of the general income 
levels of countries. In Sweden, the prevalence of child OW and child OB dif-
fers between socioeconomic groups (Socialstyrelsen, 2013; Socialstyrelsen & 
Folkhälsoinstitutet, 2013; Region Skåne; 2014). However, existing research 
related to the  risk factors for child OW and child OB present conflicting re-
sults (Wu et al., 2015) and are scarce for the younger population, where espe-
cially preschool children are an understudied group. 
 
Causes and consequences 
OW and OB are associated with dietary, activity and sedentary behavior, 
which has been shown to be a pattern among families (Sallis et. al., 1988; 
Maffeis et. al., 1994; Davison & Birch, 2001). In general, an energy imbalance 
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between the in- and output of calories (Bleich et al., 2010; WHO, 2015) in 
combination with genetic predisposition (Loos & Bouchard, 2003) is consid-
ered to be the fundamental cause of OW and OB. Growth and development in 
fetal life and during childhood is important from a public health perspective. 
Children’s organs are formed in the womb, and develop during childhood un-
der the influence of both hereditary and environmental factors (Hjern, 2012). 
There are a number of studies showing that birth weight is positively related 
to fatness later in life, suggesting that the fetal environment is linked to the de-
velopment of OB (Curhan et al., 1996a; Parsons et al., 1999; Zong et al., 
2015). There are indications that parental OB (particularly maternal OB) may 
be responsible for the association between birth weight and subsequent fatness 
(Maffeis et al., 1994; Curhan et al., 1996b; Parsons et al., 2001; Portela et al., 
2015; Zong et al., 2015). Children of mothers with diabetes during pregnancy 
have a higher birth weight and a higher risk of child OB after 4-5 years (Whit-
aker & Dietz, 1998). Further, obese children are more likely to be obese 
adults, when both of their parents are obese (Lake et al., 1997). The influence 
of parental OB on a child’s weight status is stronger from the age of 2 years 
through to the age of 10 years. However, by adolescence the child’s own 
weight status is a much stronger determinant in early adulthood (Whitaker et 
al., 1997). 
 
There are normally two developmental increases in children’s weight. Initially, 
young infants normally put on a high percentage of body fat, but from around 
the age of weaning onwards, the rate of fat deposition should decrease. Most 
children tend to show a reduction in fatness and in BMI between around 6 
months and 5 years old. If this does not occur and the child is becoming pro-
gressively and excessively fat while other children are slimming down, it is 
likely a warning sign for persistent OB (Lobstein et al., 2004). Secondly, there 
is a gradual increase in weight from the sixth year through adolescence and 
most of adulthood.  
 
It is not clarified to what extent the parent and child weight status has to do 
with genes, environment or culture, but there is evidence suggesting that there 
is a substantial non-genetic component (Lobstein et al., 2004). It is known 
that when developing countries adopt the diets and physical activity patterns 
of the industrialized economies, there are evident increases in the prevalence of 
child OB (Drewnowski & Popkin, 1997; Wang et al., 2002; WHO, 
2015).Studies of migrants have also shown that OB rates among second- gen-
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eration children exceed the OB rates of first generation children (Popkin, 
1998). Environmental factors are linked to these phenomena. 
 
Existing research implies that there are several interacting factors contributing 
to the OW related problem in children: the child itself, friends, family, school, 
community and social group. The family has a significant role to reinforce the 
positive influences and to remove the negative influences on these points (Ap-
pelhans et al., 2014). The parents are able to help children with OW towards 
a healthier diet, physical activity every day and  better self-esteem through set-
ting an example by creating conditions for healthier choices, shifting focus 
from weight to behavior and making it easier for their child  by creating a 
supportive and communicative environment. Simultaneously, families need 
support from the community and the local environment to help their support-
ing role (Neumark-Sztainer, 2005).   
 
Socio-cultural factors can have a major impact on family diet-related behavior. 
There are indications that meal routines can be included as being complex 
coping strategies among minority groups in the community. These routines 
can be difficult to change when the family and the surroundings put pressure 
on them and interfere with the choice of food and pertinent family activities, 
which in turn leads to OW and OB in their children. Additionally, changes in 
dietary and physical activity patterns are usually related to environmental and 
social changes, which in turn are associated with development and lack of 
supportive policies. Sectors where the lack of supportive policies influences the 
prevalence of OW and OB are, for example, the sectors of health, urban plan-
ning, transport, marketing, environment and education (WHO, 2015).  
 
In conclusion, this knowledge should be taken into account when health 
workers, in their work with these families, approach discussions related to 
food, nutrition and OB (Kaufman & Karpati, 2007). However, this raises a 
point of caution; interventions might not be transferable across culturally di-
verse groups and between different environments, as is shown in reviews by 
Flynn et al. (2006) and Dixon et al. (2012). 
 
Today, child OB is known to be correlated with health risks in adulthood. 
There are several studies showing that besides the more commonly known 
physical health consequences such as cardiovascular risk factors (Shashaj et 
al., 2014), type 2 diabetes (D´Adamo & Caprio, 2011) and menstrual abnor-
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malities, there exists other serious health issues concerning fatty liver disease, 
delayed maturation linked to OB in adolescent boys, sleep-disordered breath-
ing and asthma (Lobstein et al., 2004). Nevertheless, the most immediate con-
sequences for OB in children are the psychological and social effects of being 
“abnormal” in the eyes of others (Lobstein et al., 2004). Adults and children 
with OW and OB are vulnerable to social exclusion in society (Puhl & Latner, 
2007). Consequently children may be exposed to bullying in school and devel-
op low self-esteem and body image dissatisfaction (Hesketh et al.,2004; 
Wardle & Cook, 2005). 
 
Child health care in the context of public health work 

In article 24 in the Convention on the Rights of the Child (United Nations 
General Assembly, 1989), emphasis is placed on prevention and health promo-
tion of public health by the primary health care. CHC constitutes an im-
portant function in Swedish public health for achieving these issues, since it is 
free of charge and is intended to reach all children between the ages of 0-6 
years. The public health work by CHC follows the overall guidance prepared 
by the National Board of Health and Welfare (Socialstyrelsen, 2014) with the 
completion of a national program for CHC (Rikshandboken Barnhälsovård). 
Trained CHC nurses routinely conduct the child health care program, which 
involves a number of visits that are spread over the postnatal period. Begin-
ning with an initial visit at birth to a final visit at the point their child begins 
preschool. These visits are initially very frequent, but become less so as the 
child becomes older.   
 
Society’s commitment is to promote the development and the needs of chil-
dren. Thereby, to improve public health, CHC is one of several actors. The 
overarching public health work that is conducted by the Swedish CHC aims to 
create social conditions for good health, on equal terms, for all children (The 
Swedish National Institute of public Health; Barnhälsovården Skåne 2011). 
CHC is a social body and it covers almost 100 percent of all the pre-school 
children, which gives it a position of great importance in the Swedish public 
health sector (Barnhälsovården Skåne, 2011).  
 
The core of the aims and methods in the work with health promotion in CHC 
is to support parents to take more control over what effects their health and 
that of their children. The aim of the preventive work is the prevention of ill-
ness or injuries which can be done through universal efforts, that aim to pre-
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vent the development of illness and health problems in all children and par-
ents. Early detection of incipient health problems, illness or disabilities can be 
achieved through screening and medical examination and optimally selected 
efforts can be initiated, while directed efforts with help and support provide 
conditions for as normal a life as possible (Barnhälsovårdens Skåne 2011).  
 
Since the foundations were laid for today's CHC in the 1930s, there have been 
structural changes regarding views on the family, society's objectives, man-
dates and responsibilities (Hallberg et al., 2005). Four distinct eras have been 
identified historically between the 1930s and the 2000s. Each of these eras has 
had various focuses on the relationship between society/family, family/ chil-
dren, as well as healthcare providers and patients. The development has grad-
ually gone from being an establishment where society has a collective respon-
sibility for mothers and children with a focus on hygiene and prevention, to 
more family focused activities especially parent education. Cutbacks and cost-
efficiency measures in the 1990s contributed to a development where the re-
sponsibility for the child's health was increasingly put more onto the parents. 
The CHC nurse's role has also been changed over time and her/his power that 
was earlier based on her/his knowledge and expertise has transitioned from 
being controlling, and commanding towards empowering the parents (ibid). 
The concept of empowerment comprises of the active involvement of the pa-
tient in the decision-making process to a greater extent from the very begin-
ning (Wallerstein & Bernstein, 1988). Practically, this means that there is a 
power transfer from the CHC nurse to the parent(s), where the parents own 
power is strengthened in order to move the responsibility for their child’s 
health to the parent.  
 
The modern CHC is based on the idea that the competent family actively takes 
responsibility for itself and that the health care staff's role is very much about 
helping the family to help itself (Hallberg et al., 2005).  
 
Prevention  

As a public health problem, OB is easy to detect. However, once established it 
is difficult to prevent, and the complications remain as “a ticking bomb” 
(Bray, 1998). Development of OW in early childhood is likely to persist into 
adulthood and is therefore critical to prevent (Dietz, 1997). Eating behavior is 
already established by school age and prevention strategies targeting late 
childhood and adolescence are usually unsuccessful (Birch & Ventura, 2009). 
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Early family-based interventions among infants and preschool children are 
thought to be the most effective, which is demonstrated in several updated re-
views (Hesketh & Campbell, 2010; Vos & Welsh 2010; Summerbell et al., 
2012) and are therefore encouraged (Hawkins & Law 2006; Anzman et al. 
2010). Contrary to these recommendations, most research has focused on the 
older child. Existing research has an emphasis on a considerable number of 
school-based interventions conducted to prevent OB, exemplified here by sev-
eral reviews (Doak et al., 2006; Sharma 2007; Kropski et al., 2008) and stud-
ies (Marcus et al. 2009; Hoelscher et al. 2010) however with inconsistent re-
sults. Hence, there is a shortage of research on preventive strategies in younger 
children in other contexts and settings (Lobstein et al., 2015).  
 
However, in recent years there has been an increased interest in the prevention 
of OW and OB in younger children. Several projects have been initiated with 
the involvement of primary care settings. In Sweden for example, an ongoing 
project named “PRIMROSE” is being conducted in Stockholm, with the aim 
to prevent child OB through discussions with parents about good eating habits 
and physical activity, held at the CHC (Döring, et al., 2014). Another project 
“SALUT”, being conducted in the county of Västerbotten, is a collaboration 
between several important actors among child- and maternity care, preschool, 
school and dental services and other volunteers, with the intention to improve 
children’s health condition through increased physical activity and through 
promoting good eating habits (Edvardsson, et al., 2012). Moreover, a regional 
project based on grounding healthy habits among preschool children began in 
2014 in the county of Skåne in southern Sweden. The CHC’s intention is, that 
in a collaboration with the maternity health care (MHC), school health care 
(SHC), community preschools and other schools, to promote healthy lifestyles 
and prevent OW and OB among preschoolers (Region Skåne, 2016).  
 
Swedish health care is increasingly characterized by multicultural encounters 
between HCPs and patients with views and experiences from other cultures. 
Although, a person-centered care is stipulated in the Swedish patient safety 
law (Patientsäkerhetslagen, 2010), health care solutions are often formed ac-
cording to the majority culture. This is discussed by Kumagai & Lypson 
(2009) in terms of social justice related to the cultural skills and values held by 
the culture in medicine. In order to understand other people’s situation, a crit-
ical approach to one’s own culture, related to prejudices and values among 
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medical students is advocated (ibid). This may be extended to the practice of 
HCP’s, i.e. nurses in CHC. 
 
In the development of effective preventive strategies of childhood OW and 
OB, it is important to examine and to elucidate HCP’s i.e. CHC nurses experi-
ences, perceptions and attitudes related to the public health issue in focus in 
order to facilitate the nurse-parent relationship, which is a prerequisite for 
successful prevention practice. However, to the best of our knowledge, there is 
no research conducted on the preventive work with child OW and OB in Swe-
dish CHC, from the perspectives of nurses. 
 
Theoretical considerations 

The Six-Cs developmental ecological model 
This thesis was inspired by the Six-Cs developmental ecological model (Six-Cs) 
in Harrison et al. (2011), to explain factors contributing to child OW and 
child OB during the preschool years of children’s life.  
 
The Six-Cs model is an extended model of earlier ecological models developed 
by Davison & Birch, 2001; Neumark-Sztainer, 2005 and Tabacchi et al., 
2007, all commonly inspired by Bronfenbrenner’s ecological systems theory 
(Bronfenbrenner, 1979). These models provides knowledge of critical envi-
ronmental influences limited to specific stages in development (e.g., adoles-
cence for the Newmark-Sztainer 2005 model and early childhood for the 
Tabacchi et al. 2007 model). The Six-Cs model acknowledge not only envi-
ronmental, but also hereditary factors, which may be adapted in any stage in 
child development. The ingoing environmental influences are identified and 
categorized in five spheres (Child, Clan, Community, Country and Culture) 
and in one sphere (Cell) of genetic influence, commonly understood as im-
portant determinants of childhood weight status (Harrison et al., 2011). The 
Six-Cs was further used as a framework for the identification and selection of 
potential risk factors for childhood OW and OB in preschool children  
– Figure 1. 
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(Insert Figure 1 here). 
 

Figure 1.  The Six -Cs model  
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Cultural & societal characteristics

State & national characteristics

Local community/organizational 
characteristics  

Familial characteristics

Child characteristics

Genetic/biological 
characteristics

Figure 1. A simplified model after the Six-Cs model
published in Harrison et al., 2011.



36
 

Rationale for this thesis 

In addition to the more obvious health risks associated with childhood OB, 
several barriers against the optimal management of this preventable condition 
have been described in existing literature. One major concern is the views and 
attitudes held by the HCP’s (Story et al., 2002; Moyers et al., 2005; Brown et 
al., 2007; Turner et al., 2009). Moreover, health care settings have shown to 
be an important source of weight stigma, where negative stereotypes and atti-
tudes about obese patients thrive, undermining these patients opportunity to 
receive proper medical care (Puhl & Heuer, 2010). Further, health care profes-
sional’s attitudes and beliefs have in a review by Mikhailovich, et al. (2007) 
been found to negatively influence their encounter with the parents of children 
who are OW. However, little is known about how CHC nurses perceive 
childhood OW, including OB, and it is clear that the area of research regard-
ing CHC nurses’ perceptions of their preventive work has not yet been given 
attention.  
 
Further, existing literature often describe that “obesogenic environments” rep-
resent an increased risk for children to develop OB during childhood (Davison 
& Birch, 2002; Birch & Anzman, 2010). Nevertheless, unhealthy dietary and 
sedentary activity patterns shared in families, are environmental factors that 
are possible to prevent before habits become set. Hindering children from de-
veloping OW reduces the risk of OB in adulthood. Hence, the WHO encour-
age the prevention of childhood OW and state that children should be a prior-
ity in the work with public health in accordance with   the UN (WHO, 2000).  
 
The Swedish CHC is a well-established public health actor, with an active part 
in monitoring children’s health- and growth. Despite this, there is a knowledge 
gap concerning the extent of the problem of child OW, parental risk factors, 
as well as the management of OW in CHC. The current thesis fills the gap in 
the existing literature by identifying factors of childhood OW and OB in pre-
school-aged children influenced by the Six-Cs model as a conceptual frame-
work for this thesis.  
 
Therefore, it is important to investigate how the CHC nurses pursue their pre-
ventive work in childhood OW and OB in CHC, and further to explore paren-
tal risk factors in relation to OW and OB in their children.  
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AIM 

The overarching aim of this thesis was to elucidate child health care nurses 
conceptions of, and their preventive work with childhood overweight and obe-
sity. Further, to explore parental risk factors in relation to childhood over-
weight and obesity in preschool children. 
 
 
Specific aims 

 
- to elucidate the conceptions of childhood overweight, including obesity, 

among nurses working in Child Health Care (Paper I). 
 

- to elucidate and describe how Child Health Care nurses conceive their 
work involving the prevention of childhood overweight and obesity in 
Child Health Care (Paper II). 

 
- to describe the frequency of overweight and obesity among preschool 

children and their parents in the context of Child Health Care in south-
ern Sweden (Paper III) 

 
- to investigate parental BMI and parental socio demographic conditions 

in relation to overweight and obesity (measured by iso-BMI 25 and iso-
BMI 30) in their 6-year-old children in a multicultural context (Paper 
III). 

 
- to investigate parental lifestyle habits as risk factors for overweight and 

obesity in preschool children (Paper IV). 
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(Insert Table 1 Compilation of Paper I-IV) 
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METHODS  

The methodological outlines for this thesis can be summed up by the use of 
both qualitative and quantitative methods.  
 
Design 

In order to gain a deeper insight into existing preventive work in CHC and pa-
rental risk factors for child OW and OB, two structurally different approaches 
and methods were chosen. This thesis comprises four studies conducted using 
both qualitative research methods with open interviews and a phenomeno-
grafic approach (Paper I-II) and quantitative research methods in a prospective 
cross-sectional study with questionnaires (Paper III-IV).  
 
Setting and context 
All of the studies in this thesis were conducted in the municipalities of the 
third largest city and three of the smaller urban and rural areas in the southern 
part of Sweden (Skåne county). This area described as the study area, consists 
of 388.000 residents in a multicultural context of 175 nationalities (Statistics 
Sweden, 2016). The study area holds about 220.000 residents aged 25-64 
years, of which 35.5 % are foreign-born (Statistics Sweden, 2015) and 14% 
single parents (Statistics Sweden, 2014). During the year 2014, 5252 live 
births were registered. The residents in this segregated area are all offered the 
same healthcare and share an equal welfare system independent of their loca-
tion or SES. The studies I to IV (Paper I-IV) were conducted at municipal 
CHC units within the study area.  
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Participants and study sampling 

A strategic selection of both CHCs and CHC nurses were used in order to en-
sure a broad range in the variation of conceptions (Paper I and II) in accord-
ance with the approach used in phenomenography (Marton, 1981). The eligi-
ble criteria for participation in these studies were that the participants were 
CHC nurses; i.e. Registered Sick Children’s Nurses (RSCNs) or District Nurs-
es (DNs) with at least one year of clinical experience, working in one of the 26 
municipal CHC units in the study area (which was the number of units regis-
tered year 2011) and with experience of working with OW in children. Initial-
ly, the Primary Health Care unit for CHC development was contacted for the 
stratification of CHCs and for access to employed CHC nurses. In order to se-
cure a representative sample of the whole population for studies I to IV, CHCs 
were stratified after sociodemographic conditions, after catchment area includ-
ing urban and rural areas and population size. Accordingly, 91 eligible CHC 
nurses employed at the 17 chosen CHCs were then stratified after gender, age, 
nationality and professional experience in CHC. Of these, 19 nurses were in-
vited to participate in study I and II. During the fall of 2010, the chosen CHC 
nurses were contacted either by e-mail or by telephone, and after they were 
given verbal and written information about the studies, they were asked to 
participate in individual interviews. All nurses agreed to participate except one 
who declined due to workload. Overall, 18 CHC nurses at 17 CHCs, in total, 
signed a written consent form and agreed to participate in the interviews for 
study I and II. 
 
After the completion of the last interviews, it became evident that no new in-
formation had been revealed, therefore it was decided that no further partici-
pants were required. In addition, the participating nurses were also a repre-
sentative sample of the eligible nurses and the CHC units in general.  
 
In study III and IV, a random number generator was used in the selection pro-
cess of eligible participants. The criteria for inclusion was that the parents had 
a 6-year-old child registered at one of the 18 CHC units included in the study 
area. One thousand invitations were sent out. Altogether, 255 fathers and 343 
mothers, i.e. 598 parents in 372 families accepted to participate. Families una-
ble to take part in the study due to unknown address (n= 201), were counted 
as external dropouts.  
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Procedures and data collection 

The data for study I and II were collected between December 2010 and March 
2011, using face-to-face interviews during working hours in the preferred set-
ting of the participants. The interviews were conducted by the first author 
(GEI) of the studies (Paper I and II) and took place at the offices of the partic-
ipants. The nurses were interviewed privately, and without any extraneous dis-
turbances. 
 
With the written consent of the participants, the interviews, lasting from 26 to 
90 minutes (median 46 min), were digitally recorded.  A semi-structured inter-
view guide with open-ended questions constituted the frame of the interviews 
and preceded each interview. The interviews were performed on one (in some 
cases two) occasion(s), were held in conversation form and comprised two dif-
ferent parts with two individual aims, divided into study I and II. The first 
part of the interview for study I, covered the participant’s conceptions of 
childhood OW (Paper I).  Each interview began with the same initial question: 
What is your perception of childhood overweight and obesity? Study I, and 
the second part of the interview comprised the conceptions of the CHC-nurses 
regarding the preventive work of childhood OW and OB in CHC (Paper II). 
The introductory question for each interview was: What is your perception, as 
a nurse, of the preventive work with childhood overweight and obesity? The 
interview guide included supplementary questions, which helped the inter-
viewer to further explore the given responses and was also an aid to help the 
participants clarify their thoughts and responses during the process. The sup-
plementary questions were: What do you mean? Can you clarify? Can you de-
velop your thoughts? In what way? Can you exemplify? Is there anything you 
want to add?   
  
Data collection for study III and IV was performed between June 2013 and 
October 2014. A covering letter, two copies of a questionnaire (one for each 
parent) and a stamped return addressed envelope was mailed in batches to the 
participants. Those participants, who had not replied after four weeks, re-
ceived a reminder.  In total, three reminders were sent to those who did not 
answer by returning the questionnaire within 12 weeks. The third reminder 
included an electronic link to a computerized version of the questionnaire, 
which gave the participant an additional opportunity to answer the question-
naire.  
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The questionnaire was used to investigate BMI in mothers, fathers and chil-
dren, parental socio-demographic factors, health and lifestyle habits. The 
questionnaire used in study III and IV, is a questionnaire constructed and 
modified after the original form “Health on equal terms”, originally developed 
and validated by the Swedish National Institute of Public Health (present Pub-
lic Health Agency of Sweden), (Boström & Nyqvist 2009). The original ques-
tionnaire from Swedish National Institute of Public Health is based on 77 
questions. The current questionnaire (Suppl. I) had 50 questions covering par-
ents: health, function, lifestyle habits and some background questions. The 
character of the questions is mainly multiple choices, (tick-in-a-box questions), 
with 2 -11 alternative answers are offered, but only one answer is allowed per 
question. Additionally, for the purposes of study III and IV, background pa-
rameters by proxy of children’s date of birth, gender and latest registered 
height and weight were added to the original background questions in the 
modified questionnaire. In order to evaluate the formulation of the back-
ground questions, a pilot study was made using 10 randomly chosen parents, 
before the survey was distributed generally. No revision was required.  
 
Definitions 

The definition for weight status differs between children, as well as children’s 
age and gender, and the one used for adults. For children, the extended Inter-
national Obesity Task Force (IOTF) body mass cutoffs for children was used, 
as well as the definitions of thinness, normal weight (NW), overweight (OW) 
and obesity (OB) according to Cole and Lobstein (2012). Children’s BMI sta-
tus (iso-BMI 25 and iso-BMI 30) were merged into one category: OW or OB 
(OWOB). In adults, OW and OB were defined according to WHO as BMI≥25 
and BMI≥30 (WHO, 2000; Tsigos et al. 2008), (Paper III and IV).  
 
Categorization of variables 
In the questionnaire used for study III and IV certain terms were defined. 
Children’s age was defined in number of months since birth up to the time the 
latest weight and length of the child was registered. Sex was defined as the in-
dividuals biological sex. In parents: country of birth was dichotomized as 
“Sweden” or “other than Sweden”; educational status as “university/college” 
or “high school or less (≤12 years)”, and financial distress as “no” or “yes”; 
financial distress was measured as “difficulties during the past 12 months to 
meet current expenses for food, rent, bills etc.”; physical activity was dichot-
omized as “regular exercise” or “no regular exercise”, physical inactivity was 



43
 

measured as “exercise less than 1-2 times per week for at least 30 minutes at a 
time using an athletic exercise such as running, swimming, tennis, badminton 
or any activity that makes you sweat”; consumption of confectionary was di-
chotomized as “daily consumption of confectionary” or “less than daily con-
sumption of confectionary”, daily consumption of confectionary was meas-
ured as “daily consumption of pastry, candy/chocolate, potato chips or sweet-
ened beverage”; smoking habits was dichotomized as “regular daily smoking” 
or “less than daily smoking”; mental health was dichotomized as “good men-
tal health” or “poor mental health” (including response alternatives “fairly 
good”, “poor” or “very poor”). 
   
Data analyses 

In order to enable the analyses of study I and II, the interviews were tran-
scribed verbatim. The analysis was performed within the framework of the 
phenomenographic approach. According to Marton (1981), phenomenogra-
phy is not a research method and should rather be seen as a set of assump-
tions. When applying these assumptions to the purposes of study I and II, it 
was according to the two perspectives in this field of research: the first order 
perspective and the second order perspective. In the first order perspective the 
intention was to describe nurses perception of OW and OB in childhood (Pa-
per I) and further, how the nurses conceive their work involving preventive 
work with child OW and OB (Paper II), by initially asking the study partici-
pants. The second order perspective intended to explore the various concep-
tions of the different phenomenons; the nurses’ conceptions of OW and OB in 
children (Paper I) and the nurses’ conceptions of preventive practices (Paper 
II). This approach intended to find the whole qualities of the conceptions, 
based on the assumption that objects can be delimitated by the conceptions of 
the subjects, as described by Marton. (1981). 
 
The analyses were carried out in five-stages (Stage 1-5) inspired by the phe-
nomenographic approach (Sjostrom & Dahlgren, 2002; Marton & Pong, 
2005; Hansson et al., 2011). The transcripts were analyzed separately and 
with a different focus for each study. In study I and II, each of these separate 
analyses followed the five stages, but differed in the phenomena in focus. 
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Stage 1 - Transcribing the interviews and gaining an overall sense of the con-
tent 
To ensure that the interviews were transcribed correctly, the first author (GEI) 
listened to and read through all of the transcripts (N=18) several times. Some 
of the interviews were randomly chosen and read through by the last author 
(AKD) of Paper I and II. In order to gain an overall sense of the content, the 
transcripts were further read through several times, by three of the authors 
(GEI, AKD and ACB). 
 
Stage 2 - Identifying the statements relevant to the aims and sorting into pre-
liminary conceptions 
The statements relevant to the study were identified (GEI and AKD) according 
to each of the participants’ different ways of perceiving: OW and OB in chil-
dren (Paper I) and the preventive work with child OW and OB in the context 
of CHC (Paper II). The statements were continuously compared and sorted 
into different preliminary conceptions (GEI & AKD) for each paper. 
 
Stage 3 - Comparing, sorting and grouping conceptions into preliminary cate-
gories of description 
Based on differences and similarities in relation to each other the identified 
conceptions were then compared (study I and II). Preliminary categories of de-
scription emerged when the conceptions were grouped sorted after their com-
mon features in study I, as well as in study II (GEI and AKD). 
 
Stage 4 - Emphasizing the contents of the conceptions and naming the final 
categories of description 
Based on the variety of the conceptions included, the final categories of de-
scription were named, which emphasized their contents. Three of the authors 
(GEI, AKD and ACB) conducted this process for both study I and II. 
 
Stage 5 - Scrutinizing the interrelations between the categories of description 
and ensuring coherence with the conceptions 
The focus shifted to the relations between the categories of description in the 
fifth and final stage of the analysis. This process engaged all of the authors 
(GEI, AKD, ACB, GA and MÖ) in both studies. Finally, to ensure coherence 
with the different conceptions, three of the authors (GEI, AKD and GA) care-
fully scrutinized the categories of description for study I and II. 
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Statistical analysis 
Statistical analysis was performed using Statistical Package for the Social Sci-
ences, SPSS© version 22 software (SPSS Inc., Chicago IL, USA), and analysis 
was done with parametrical- and non-parametrical analysis for comparisons.  
First, in study III and IV, descriptive analyses were made of the collected data 
in order to present the material. Secondly, logistic regression analyses was per-
formed to assess correlations between variables (Altman, 1991). 
 
Study III - Variables analyzed for association with parental socio-bio demo-
graphic risk factors.  
Study III included questions relevant to the aim of the study. The ingoing 
questions covered background variables by proxy for children: “gender” 
(boy/girl), “weight” (kg), “height” (cm), and “the point in time of the latest 
height and weight check of the child” (month and year), “time of birth” 
(month and year). Further, questions related to parents were included: 
“weight” (kg), “height” (cm), “sex” (man/ woman), “≤	  12 years of schooling” 
(yes/no), “born in Sweden” (yes/no), and economic status measured as “finan-
cial distress” (yes/no), (Paper III). 
 
Study IV - Variables analyzed for association with parental health and lifestyle 
habits 
The variables included in Study IV were variables concerning children’s back-
ground variables by proxy:  “gender” (boy/girl), “weight” (kg), “height” (cm), 
and “the point in time of the latest height and weight check of the child” 
(month and year), “time of birth” (month and year).   Variables about health 
and lifestyle habits  aimed at the parents were included in the analysis: “poor 
mental health” (yes/no), “daily consumption of confectionary” (yes/no), “reg-
ular daily smoking” (yes/no), and “physical inactivity” (yes/no). Further, vari-
ables related to weight status and sociodemographic factors were included in 
the analysis  aimed at the parents: “weight” (kg), “height”  (cm), “sex” (man/ 
woman), “≤	  12 years of schooling” (yes/no), “born in Sweden” (yes/no), and 
economic status measured as “financial distress” (yes/no), (Paper IV). 
 
Initially, univariable analyses were performed in order to evaluate the inde-
pendent effect of each ingoing exposure variable on the OWOB outcome in 
children. Secondly, mutually adjusted analyses were performed, including all 
exposure variables in two separate models (Model A and B). All analyses in 
study III and IV were performed stratified by parents’ gender. Lastly, the ef-
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fects of aggregated parental exposure were explored, by combining parents’ 
exposure for each child with each exposure variable, following the same ana-
lytic strategies as the structures for the individual parental exposure effects in 
both study III and IV. Only children with both parents participating in the 
study were included in the aggregated analyses (Paper III and IV). 
 
The results are presented as Odds Ratios (OR)s with 95% confidence intervals 
(95% CI). Significance level was set to p<0.05 (Paper III and IV). 
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RESEARCH ETHICAL CONSIDERATIONS  

In accordance with the fundamental ethical principles of medical research on 
human subjects specified in the Declaration of Helsinki: respect for autonomy, 
beneficence, non-maleficence and justice (World Medical Association, 2013), 
the likelihood of benefits and harm from the research results of the ingoing 
studies in the current thesis was considered. 
 
The participants in this thesis were CHC nurses in studies I and II, and parents 
to children in studies III and IV. No children participated in either of the stud-
ies. The participants in studies I and II received both verbal and written infor-
mation about the purpose of the study. After receiving information of poten-
tial risks and benefits, informed consent should be given by participants in re-
search (Beauchamp & Childress, 2013). Written informed consent was ob-
tained before the individual interviews were digitally recorded. The CHC 
nurses were given the opportunity to choose the time and the place for the in-
terview. All of the interviews were held in a private place and without inter-
ruption. In studies III and IV, the participants only received written infor-
mation, due to the design of the study, and the information was directed solely 
to the parents. The parents’ consent to participate was obtained through the 
returned answered questionnaire. All participants were informed that partici-
pation was voluntary and they were assured confidentiality. 
 
However, the potential risk that CHC-nurses felt repressed by the employers 
and would not dare to talk about their actual perceptions of childhood OW 
and their preventive work was considered. In order to avoid discomfort during 
the interviews in studies I and II, the CHC nurses were assured that the first 
author and interviewer (GEI) would not disclose any individual information to 
their superiors or colleagues. The recorded interviews, the transcriptions and 
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the quotes were, during the whole research process, kept strictly coded, as well 
as the questionnaires for studies III and IV. The material for the studies was 
only available to the first author and co-researchers and was stored safely.  
 
The results from studies I to IV do not allow the possibility of individual 
recognition as the results are presented at a group level, while quotes from 
studies I and II are presented anonymously and also at a group level. All par-
ticipants were informed that the first author (GEI) were available by cellphone 
or e-mail, and could be contacted for further information and answers to 
questions.  
 
Accordingly, CHC nurses in studies I and II might find it beneficial to talk 
about their perceptions about OW and their preventive work thereof. In rela-
tion to this, perceptions that have been made aware to the CHC nurses can be 
influenced and more important, perceptions can be altered.  
 
One benefit of the studies I-IV might be that, in future, childhood OW will re-
ceive more attention, without children and families being stigmatized in the 
health care setting. 
 
Vulnerability and stigma 

When exposed to stigma, the individual is limited in its autonomy and its abil-
ity to control (Goffman, 2001). Children exhibit varying degrees of under-
standing and independency and thereby varying degrees of autonomous acts 
on a continuum (Beauchamp & Childress, 2013). Since, children’s health and 
survival depends on parents caring ability, their integrity is easier violated. 
This also goes for parents who do not master the host countries language. 
Since, some of the questions asked in the questionnaire (Paper III and IV) 
could be of an intrusive character, the possibility that families were left feeling 
singled out was considered. The consequences could be that both children and 
their parents are injured and humiliated. This is important to avoid, as the 
trust between the patient and the health care system can be permanently 
harmed, with far-reaching consequences (ibid). Such risk was eliminated by 
informing the participants about the purposes of the studies III and IV. Partic-
ipants were also informed that the first author (GEI) was available for answers 
to questions and to give help with filling in the questionnaire.  
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The decision to participate in studies III and IV was decided by the parents 
and information about the child has thereby been given by proxy by the par-
ents. According to the values in the UN Convention on the Rights of the Child 
(United Nations General Assembly, 1989), society has an obligation to priori-
tize all children and to ensure their best possible health. For this reason, what 
is the best interest of the child has been considered from the parents and the 
HCP’s perceptions of the child’s goals and desires. 
 
Ethical approval 

Approval for the four studies was granted from the Regional Ethical Review 
Board in Lund (Dnr. 2010/694). 
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RESULTS 

A summery of the results (Paper I-IV) is presented below, according to the 
overarching aim of this thesis. 
 
Paper I and II 

Participant characteristics 
The participants included 1 male and 17 female nurses, ages ranging from 32 
to 63 years (mean 51 years) with 15 of the nurses born in Sweden. Their pro-
fessional background was either RSCNs (n= 10), DNs (n= 5) or both RSCNs 
and DNs (n= 3) and their professional experience ranged from 1-29 years 
(mean 11 years) see (Table 2).  
 
 

  



51
 

(Insert Table 2 here) 
 
  

Table 2. Demographic characteristic of nurses (N=18) in Paper I-II
Characteristics CHC-nurses (n=) 
Gender
Male 1
Female 17
Age
30-45 5
46-55 6
56-65 7
Country of birth
Sweden 15
Other 3
Professional background
RSCN 10
DN 5
DN + RSCN 3
Years in CHC
1 to 10 11
11 to 20 6
21 to 30 1
Training in child OW and OB
Yes 5
No 13
Referrals made*
Yes 15
No 3
* to dietician, COU, primary health care or SHC
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Paper I 

The analysis in Paper I, constituted four categories of description; Perception 
of childhood overweight changes, Overweight in younger children a neglected 
concern, Overweight a delicate issue and Importance of family lifestyle, sup-
ported by 11 conceptions (Table 3). 
 

 
(Insert Table 3 here) 
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Changes in the perception of childhood overweight  
Nurses conceived that it was obvious that during recent years there have been 
a change in views regarding the meaning of what is a healthy weight in pre-
school children. The views held by HPC’s and Swedish society have accepted 
and normalized a heavier weight in younger children. The consequence of this 
change in attitude is that it has become difficult for nurses to recognize chil-
dren at risk for OB in CHC. At the same time there exists an awareness and 
concern for OW and OB in children by society as well as in CHC. The prob-
lem is nevertheless a matter of priorities and resources and nurses, as well as 
parents, concern for younger children has more to do with children’s appear-
ance than their health. It was conceived that people with OW were stigmatized 
by the normative Swedish society in general. Children being bullied for their 
weight in school was therefore a common problem, which was also the main 
reason  for parents to seek  help for their child’s excess weight.     
 
Overweight in younger children a neglected concern 
The nurses conceived that concern for OW and OB increased with children’s 
age and that OB, in particular, was an extensive and serious problem with im-
pact on children, families and society. OW was considered primarily to be 
linked to hereditary factors and the emphasis was conceived to be on general 
dietary counseling. However, it was conceived that nurses’ knowledge about 
diet counseling was insufficient. According to the nurses, there existed an 
awareness of the association between sedentary behavior and child OW, but 
there was no emphasis on physical activity. OW or OB in children under the 
age of five was not considered to be a health related concern by the CHC 
nurses, therefore, the weight of children younger than five  was  not conceived 
to be a priority concern in CHC. Nevertheless, it was important to motivate 
the family to help to change their child’s weight situation. On the other hand, 
the nurses stated that it was up to the parents if they wanted help with their 
children’s weight or not.  
 
Overweight a delicate issue 
There exist certain difficulties in nurses’ work with families with OW. One 
difficulty that was stressed was the parents’ unwillingness to talk about OW, 
as it was an issue filled with shame. The prevailing perception among nurses 
was to emphasize the importance of safeguarding the CHCs relations with the 
families. However, there were conceptions of a stigmatizing nature and nurses 
expressed that families who ignore the excess weight of their child provoked 
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them as professionals. At the same time, they conceived it to be difficult to 
face the families with the actual problem without offending the parents and 
without feeling uncomfortable themselves. It was the parents in the families 
who were to blame and nurses perceived that these families were a burden on 
the CHC, through their causing an increased workload. Nurses conceived that 
in order to safeguard their relation with the parents, it could sometimes be 
better to ignore the child’s excess weight and not to raise the issue with the 
parents at all. 
 
Importance of family lifestyle 
An entrenched parental lifestyle is difficult to overcome and is transferred 
from the parents to the children in the family. Nurses considered that an inad-
equate diet and lack of exercise are primarily undesired behavior  inherited by 
children from their parents. Fast foods and exaggerated television viewing 
were also considered to be a parental strategy used by full-time working and 
stressed adults. The choice of cheaper food products with poor nourishment 
content and the limited choice of activities was perceived to be the result of 
parents strained finances and low level of education. Further, the nurses also 
conceived that there exist socio-cultural differences in the conception of a 
healthy weight which are difficult to overcome. Most of the parents appear to 
be aware of their children’s excess weight, but do not necessarily acknowledge 
it as a problem requiring their intervention. Parents expect that their younger 
children’s OW problem will resolve itself over time. Finally, it was the nurses’ 
experience that routines related to food and the parents’ lack of knowledge of 
children’s nutritional needs during the different stages of their development 
have an impact of child OW.  
  
Paper II 

The analysis in Paper II, constituted two categories of description; Internal ob-
stacles to nurses’ work with overweight in children and External obstacles to 
the management of overweight in children, formed by seven conceptions - Ta-
ble 4. 
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(Insert Table 4 here). 
 
 
  

Table 4 . CHC-nurses’ conceptions of the preventive work with childhood 
                                     overweight and obesity (Paper II).

  
  Internal obstacles to nurses´ External obstacles to the manage-

  work with overweight in children ment of overweight in children

  Other priorities than    Parents cooperation - a 
  childhood overweight    vital concern

  Insufficient knowledge    Absence of resources and 
  regarding the identification    cooperation with other agancies
  and handling of childhood

  overweight
   Deficient management organization

   of childhood overweight
  Differences in nurses sense

  of responsibility and 
  prevention practices    Lack of uniform guidelines

 Categories of description
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Internal obstacles to nurses´ work with overweight in children 
Nurses conceived that there was a discrepancy between the increased statisti-
cal prevalence of OW and the proportion of children with OW passing 
through CHC. Their clinical experience was that preschool children with OW 
were rare in CHC, but that children with excess weight were frequently ob-
served in the catchment area of the CHC involved in this study.   
The intensity of prevention practices was considered to be influenced by the 
number of children affected.  Due to the limited time and resources available; 
other immediate issues were prioritized. CHC centers in poorer socio-
economically boroughs were perceived to have a greater proportion of chil-
dren with OW. This was conceived to be due to the composition of the popu-
lation, which were mostly immigrants and refugees. The preventive work on 
childhood OW in CHC was not considered important, since it is not closely 
associated to illness and disease. Further, nurses considered that they lacked 
the specific skills and tools to adequately manage child OW and OB. Specific 
skills in their encounter with the families was  perceived to be important and 
the nurses requested more training in this area, preferably through having 
more time and better access to expertise.  
 
The measurement of a child’s BMI was considered to be underused and it was 
common that nurses used their own subjective visual appraisal to discern if the 
child had excess weight. Further, nurses stated that they did not know the cor-
rect definitions of OW or OB in children. CHC nurses conceived their own 
capacity to influence child OW was marginalized. Children identified as being 
OW were referred to a dietician, the Child Obesity Unit (COU), primary 
health care or, once they had started school, to the School Health Care (SHC) 
– see table 2.  
 
External obstacles to the management of overweight in children 
A condemnatory approach towards the parents had an impact on how the 
parents responded to nurses’ recommendations. Hence, parent cooperation 
was conceived to be crucial for success in the management of child OW. The 
absence of resources and the lack of cooperation between the Maternity 
Health Care (MHC), COU, SHC and the preschools, leave CHC nurses isolat-
ed and powerless as they found themselves unable to handle children with OW 
and their families. The management organization of OW and OB was also 
considered ambiguous and insufficient while other immediate issues took their 
full attention. Issues, dealing with postpartum depression, child neglect, au-
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tism and parental smoking that are imposed on nurses by their superiors were 
considered to be prioritized. Nurses conceived that the CHC need a uniform, 
explicit and updated guideline regarding the management of child OW and 
OB. Nurses’ prevention practices were steered by ad hoc solutions and depend 
on the nurses’ priorities and own ability to take initiative.  
 
Paper III and IV 

Participant characteristics 
In total (Paper III and IV), 598 parents of 372/799 (47%) families participat-
ed, of which 42 % were fathers and 57 % were mothers. Of these, 39 % were 
born outside Sweden and 87 % had lived ≥5 years in Sweden up to the begin-
ning of the study – Table 5. The median age of the parent group was 39.9 
years and 44 % had ≤12 years of education. Of the participants, 10 % were 
single/living apart and 17 % (101) unemployed. The children’s group included 
49.7 % (185) boys and 50.3 % (187) girls in total. 
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(Insert Table 5 here) 
 
 

  

Table 5 Distribution of socio-biodemographic variables
     Characteristics Total* Sex†

Male Female
% (N= ) % (n= ) %  (n= )

100 (598) 42 (253) 57 (342)
     Age
          25-44 years 82 (489) 76 (192) 87 (297)
          45-64 years 17 (104) 24 (60) 13 (44)
          Missing (n= ) 5 1 1
     Country of birth
          Sweden 61 (365) 60 (153) 61 (210)
          Other than Sweden 39 (231) 40 (100) 38 (131)
          Missing (n= ) 2        - 1
     Country of origin
          European countries 20 (122) 20 (50) 21 (72)
          Non-European countries 15 (92) 16 (40) 15 (52)
          Missing (n= ) 19 10 8
     Educational level
          University/college 54 (323) 48 (122) 58 (200)
          High school or less (≤ 12 years) 44 (264) 51 (129) 39 (134)
          Missing (n= ) 11 2 8
     Financial distress
          No 86 (512) 86 (218) 86 (293)
          Yes 14 (82)  13 (32) 14 (49)
          Missing (n= ) 4 3          -
     Number of years in Sweden
          ≤ 4 years 10 (22) 9 (9) 10 (13)
             5 years - 14 years 55 (128) 48 (48) 61 (80)
          ≥ 15 years 32 (74) 37 (37) 28 (37)
          Missing (n= ) 7 6 1
     Marital status
          Single/living apart 10 (58) 3 (7) 15 (51)
          Married/attached 90 (538) 97 (246) 85 (290)
          Missing (n= ) 2          - 1
     Mental health
          Good 87 (522) 92 (232) 84 (288)
          Less than good 12 (71) 8 (20) 15 (51)
          Missing (n= ) 4 1 3
     Daily consumption of confectionary
          Yes 18 (107) 19 (47) 18 (60)
          No 82 (489) 81 (206) 82 (281)
          Missing (n= ) 2          - 1
     Regular smoking
          Yes 10 (61) 12 (31) 9 (30)
          No 89 (533) 87 (220) 91 (311)
          Missing (n= ) 4 2 1
     Regular physical activity
          Yes 46 (276) 51 (128) 43 (146)
          No 51 (302) 47 (118) 54 (184)
          Missing (n= ) 20 7 12
     Weight status (parents)
          Under- or normalweight 54 (324) 44 (111) 62 (212)
          Overweight 32 (192) 43 (110) 24 (81)
          Obese 12 (72) 12 (31) 12 (41)
          Overweight/obese 44 (264) 56 (141) 36 (122)
          Missing (n= ) 10 1 8
*Parents/families: n= 598/372, equals 372 children.
†Sex missing n=3
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Paper III 

Overweight and obesity in the total sample of parents and children 
In the total group of parents (Paper III), the frequency of OW and OB was 44 
% (264), of which 12 % (72) had OB. The distribution of OB was similar be-
tween the mothers and the fathers, 12 %, but more fathers had OW, 43 % 
(110) vs. 24 % (81) in mothers – Table 5. The cohort of children included 
50.9 % boys and 49.1 % girls, where 14.5 % had OWOB (OW or OB) of 
which 4.3 % had OB. There were more girls with OW 14.7 % (25) than boys 
6.3 % (11), but there were twice as many boys with OB 5.7 % (10).  
 
Fathers socio- and bio demographic variables as possible risk factors for 
OWOB in children 
As shown in Paper III, crude ORs indicated that fathers born outside of Swe-
den were associated with increased risk for OWOB (OR 4.89, CI 2.05-11.67). 
Fathers with OB and fathers with ≤ 12 years’ of schooling, respectively, in 
univariable models, constituted a 4.60 (95% CI 1.65-12.82) and a 3.21 (95% 
CI 1.31-7.89) times increased risk for their child to have OWOB. Children, 
whose fathers had, on one or several occasions, over the past 12 months, 
found it difficult to manage their current expenses (financial distress), had also 
a 3.33-fold increased risk for OWOB. After adjusting for BMI classified as 
normal weight (NW) vs overweight (OW) / obesity (OB) in the mutually ad-
justed Model A, fathers born outside of Sweden and fathers with financial dis-
tress remained a significant risk factor (OR 3.95, CI 1.55-10.04 and OR 2.85, 
95% CI 1.06-7.69) for OWOB in the child. However, in Model B, the in-
creased odds were no longer significant for financial status (OR 2.72, 95% CI 
0.99-7.49), when adjusting for fathers BMI as classified as NW/OW vs OB – 
Table 6. 
 
 

  



60
 

(Insert Table 6 here). 
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Mothers’ socio- and bio demographic variables as possible risk factors 
for OWOB in children 
Crude ORs for the mothers showed that all of the examined exposure varia-
bles, except OB, were associated with an increased risk for OWOB in their 
children as shown in Table 7. The strongest effect, with a 4.82 times greater 
odds for children having OWOB, was found in mothers born outside Sweden. 
Children living in an environment where their mother experienced financial 
distress had a 2.45 - fold increased risk for OWOB. Further, mothers with less 
education than university or college had 2.47 (95% CI 1.30-4.69) times’ high-
er odds to have children with either OW or OB.  
 
OW in mothers was further associated with the risk of OWOB in their chil-
dren (OR 2.25, CI 1.10-4.58); mothers with either OW or OB were also asso-
ciated with an increased risk (OR 2.19, 95% CI 1.15-4.17) for their children 
to be OWOB – Table 7.  
 
However, when adjusting for mothers weight status in the mutually adjusted 
Model A and B, the results showed that only mothers born outside Sweden 
remained a significant independent risk factor for OWOB in their children 
(OR 4.41, 95% CI 2.14-9.07 and OR 4.41, 95% CI 2.12-9.14) respectively.  
 
Association between possible aggregated parental risk factors and 
OWOB in children 
When combining both parents’ socio- and biodemographic characteristics as 
aggregated risk factors in Paper III, crude ORs show that parents born outside 
Sweden were the strongest risk factor for OWOB in children. Children, in 
families with one parent or more born outside Sweden, had a 5.69 times in-
creased risk (95 % CI 2.06-15.74) for OWOB, compared to children with 
both parents born in Sweden. OW or OB in one parent or more, also gave a 
3.08 times higher odds (95 % CI 1.02-9.31) for their children developing 
OWOB. Further, the odds of OWOB in children increased 2.52 times (95 % 
CI 1.03-6.14) if one or both parents had OB. In the adjusted multivariable 
analysis, the association between parents born outside Sweden and childhood 
OWOB remained in model A (OR 4.50, CI 1.55-13.12) and in model B (OR 
4.94, CI 1.72-14.20) – Table 8. 
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(Insert Table 7 here). 
 
 
 

  

Ta
bl

e 
7 

M
ot

he
rs

 so
ci

o-
 a

nd
 b

io
de

m
og

ra
ph

ic
 fa

ct
or

s a
s r

is
k 

fa
ct

or
s f

or
 o

ve
rw

ei
gh

t a
nd

 o
be

si
ty

 (O
W

O
B)

 in
 c

hi
ld

re
n

   
   

   
   

Ch
ar

ac
te

ris
tic

s

Bo
rn

 o
ut

si
de

 S
w

ed
en

a
Lo

w
er

 e
du

ca
tio

na
l l

ev
el

b
Fi

na
nc

ia
l d

is
tr

es
sc

O
ve

rw
ei

gh
t/

ob
es

ity
d

O
ve

rw
ei

gh
te

Cr
ud

e 
   

   
O

R 
95

%
 C

I
4.

82
 (2

.4
4-

9.
51

)*
2.

47
 (1

.3
0-

4.
69

)*
2.

45
 (1

.1
3-

5.
30

)*
2.

19
 (1

.1
5-

4.
17

)*
2.

25
 (1

.1
0-

4.
58

)*

M
od

el
 A

   
O

R 
95

%
 C

I
4.

41
 (2

.1
4-

9.
07

)*
1.

71
 (0

.8
6-

3.
42

)
1.

82
 (0

.7
8-

4.
25

)
1.

45
 (0

.7
3-

2.
89

)
-

M
od

el
 B

   O
R 

95
%

 C
I

4.
41

 (2
.1

2-
9.

14
)*

1.
71

 (0
.8

4-
3.

48
)

1.
82

 (0
.7

8-
4.

27
)

   
   

   
 -

1.
45

 (0
.6

8-
3.

10
)

´*
 si

gn
ifi

ca
nt

 a
t p

<0
.0

5
a  C

ou
nt

ry
 o

f b
irt

h 
ot

he
r t

ha
n 

Sw
ed

en
. M

ot
he

rs
 in

cl
ud

ed
 in

 C
ru

de
: n

= 
31

8,
 M

od
el

 A
 a

nd
 B

: n
= 

31
0 

b  ≤
 1

2 
ye

ar
s.

 M
ot

he
rs

 in
cl

ud
ed

 in
 C

ru
de

: n
= 

31
4,

 M
od

el
 A

 a
nd

 B
: n

= 
31

0
c  In

 o
ne

 o
r s

ev
er

al
 o

cc
as

io
ns

, d
iff

ic
ul

tie
s i

n 
m

an
ag

in
g 

cu
rr

en
t e

xp
en

se
s 

du
rin

g 
th

e 
pa

st
 1

2 
m

on
th

s.
 M

ot
he

rs
 in

cl
ud

ed
 in

 C
ru

de
: n

= 
31

9,
 M

od
el

 A
 a

nd
 B

: 3
10

d  P
ar

en
ta

l o
ve

rw
ei

gh
t (

O
W

) o
r o

be
sit

y 
(O

B)
 ≥

 2
5 

BM
I (

= 
O

W
O

B)
. M

ot
he

rs
 in

cl
ud

ed
 in

 C
ru

de
: n

= 
31

4,
 M

od
el

 A
 a

nd
 B

: n
= 

31
0

e  P
ar

en
ta

l o
ve

rw
ei

gh
t  

(O
W

) 2
5-

29
.9

 B
M

I. 
M

ot
he

rs
 in

cl
ud

ed
 in

 C
ru

de
: n

= 
31

4,
 M

od
el

 A
 a

nd
 B

: n
= 

31
0 

f  
Pa

re
nt

al
 o

be
sit

y 
(O

B)
 ≥

 3
0 

BM
I. 

M
ot

he
rs

 in
cl

ud
ed

 in
 C

ru
de

: n
= 

31
4,

 M
od

el
 A

 a
nd

 B
: 3

10



63
 

(Insert Table 8 here). 
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Paper IV 

 
Fathers´ lifestyle factors as an increased risk for OWOB in children 
In Paper IV, both crude and mutually adjusted ORs in the analyses indicate 
that an environment with a daily smoking father gave a 3.7 times respectively 
4.1 times increased risk (95% CI 1.44-9.48 and 95% CI 1.45-11.68) for their 
children having OWOB.  
 
However, the significance was no longer present when also adjusted for social-
demographic variables (lower educational level, financial distress and birth-
place) in Model B – (Table 9).  
 
Mothers´ lifestyle factors as an increased risk for overweight and obesity 
in children 
Table 9 indicates that daily consumption of confectionary and physical inac-
tivity in mothers constituted a 2.11 (95% CI 1.03-4.35) respectively 2.37 
(95% CI 1.17-4.83) times increased risk for their child to have either OW or 
OB in an unadjusted analysis. When adjusted, ORs showed that physically in-
active mothers constituted a risk factor in the mutually adjusted Model A. 
However, the significance was no longer present when also adjusted for socio-
demographic variables (lower educational level, financial distress and birth-
place) in Model B. 
 
Relation between possible aggregated parental risk factors for OWOB in 
children 
In Paper IV, parents combined health- and lifestyle factors are shown as ag-
gregated risk factors for OWOB in children. Parents’ regular daily smoking is 
presented as the strongest parental risk factor for their child. Children in an 
environment with at least one parent smoking daily had a 3.22 times higher 
risk (95% CI 1.30-7.98) of OWOB compared to children with non-smoking 
parents. When adjusting for other lifestyle factors in Model A, mutually ad-
justed ORs showed that daily smoking parents remain a significant risk factor 
for their child (OR 3.11, CI 1.19-8.17). This significance was no longer pre-
sent when also adjusted for socio-demographic factors (birthplace, lower edu-
cational level and financial distress) in Model B – Table 10. 
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(Insert Table 9 here). 
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(Insert Table 10 here). 
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DISCUSSION OF THE MAIN RESULTS 

 
This thesis rests on four papers mutually targeting the CHC nurses perceptions 
of child OW and OB in preschool children, their preventive work and parental 
risk factors with different approaches. CHC is an important part of the Swe-
dish public health care service, since it is free of charge and intended to reach 
all children between 0-6 years. The CHC nurses regularly meet the families for 
health checks and CHC is an established arena with the potential to detect and 
hinder the development and progression of childhood OW. Thus, the overall 
aim was (as mentioned earlier) to elucidate the preventive work with child-
hood OW and OB pursued by CHC nurses and to explore parental risk fac-
tors in relation to childhood OW and OB in preschool children. 
 
Our first study aimed to elucidate existing conceptions of child OW and OB 
among CHC nurses and set the foundation for this thesis. The findings “over-
weight in younger children a neglected concern” and “importance of family 
lifestyle” (Paper I) represent two out of a total of four categories of descrip-
tion. We conducted study II with the intention to investigate the neglect of 
OW in younger children through elucidating nurses’ prevention practices in 
CHC. The existing obstacles “other priorities than childhood overweight”, 
“insufficient knowledge regarding the identification and handling of childhood 
overweight” and “lack of uniform guidelines” emerged (Paper II). Further, 
study III  investigated parents’ socio- biodemographic risk factors, as well as 
the frequency of child and parent OW/OB, and study IV investigated parents 
lifestyle habits, based on the combined findings from the previous studies and 
regarding theoretical considerations. This will further be discussed under the 
subheadings below, comprising the findings in this thesis.  
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Existing obstacles for preventive strategies  

Concerns were raised about obstacles hindering the nurses prevention work, 
through nurses’ conceptions of issues affecting the parent-nurse relationship. 
The lack of trust and communication between parents and nurses was ex-
pressed as difficulties to talk about and tackle OW and OB in children.  Study 
I also brought in focus that OW was associated with shame and something 
parents were unwilling to talk about. The concern for offending the parents 
was raised. It was necessary to be careful about the use of certain expressions 
and the use of a more neutral terminology was required (Paper I). CHC nurs-
es’ encounters with parents who were themselves OW were found to be un-
comfortable, also confirmed by Edvardsson et al. (2009). Since these families 
are time consuming, the lack of time, staff and financial resources constitute 
barriers against prevention practices for the CHC nurses (Paper II), which is 
supported by Moyers et al. (2005). Negative thoughts, mistrust and blame are 
traits reflected as negative attitudes in nurses’ encounters with parents. Addi-
tionally, research confirms that parents are often referred to in stigmatizing 
terms (Jeffrey, 1979; Johnson & Webb, 1995; Manos & Braun, 2006). Hence, 
parents can experience HCP’s responses as negative and dismissive (Edmunds, 
2005), which may affect the parent-nurse relationship.  
 
Prior research shows that nurses found mothers to be more concerned about 
the stigmatization and bullying of their children and were less concerned 
about the physical ramifications of the problem (McKey & Huntington, 2004; 
Jackson et al., 2005), which was also confirmed by our findings in Study I. 
Parents are generally aware of their children’s excess weight status, but seldom 
or never express their concern for the children’s health in that matter. Instead, 
the fear of their child being bullied when they start school is what drives the 
parents to seek help in CHC (Paper I). Starting school is a major development 
step in the lives of both children and parents and it is much closer in time than 
any potentially adverse health effects. Therefore, we assume that there exists, 
among parents, an imminent concern for their child not being accepted in 
school. There is a vast difference between the awareness of excess weight in 
children and the awareness of a disease with severe health risks affecting even 
children. Parents’ knowledge of the comorbidities of OB is therefore not asso-
ciated to any other than the adult population and is therefore not yet an actual 
concern. Study II showed that this could be applied to CHC nurses in the same 
way, since they were not recognizing OW and OB in younger children as being 
a priority in CHC (Paper II).  
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An important finding is that nurses’ conceptions of what is a healthy weight 
for younger children are affected by society’s view of childhood OW. This 
view has changed over the years due to the increased proportion of OW chil-
dren in society, which has a certain numbing effect on what is considered to be 
an average healthy weight, i.e. an acceptance of OW has occurred. This nor-
malization seems to interfere with the CHC nurses’ professionalism when to-
day children are more often visually assessed than assessed after the existing 
BMI tables (Paper I). Most nurses did not regularly use the BMI table for re-
spective age nor did they monitor those children at risk of OB, which is likely 
to affect their ability to identify this category of children and their own per-
ception of the magnitude of the problem, supported by Larsen et al., (2006). 
This might lead to an increased risk of a generally lower recognition of the 
problem resulting in under treatment of childhood OW (O´Brian et al., 2004), 
which was confirmed by our finding in study II (Paper II). Nurses did not rec-
ognize any prevalent problem of OW in their districts in contradiction to the 
regional data available on the prevalence of OW in 4-year-olds (Region Skåne, 
2011). In order to explore this inconsistency, we investigated the frequency of 
children with OW and OB by carrying out the third study. Study III showed 
that 14.5 % of the children, registered at CHC, had either OW or OB. This 
was in line with the regional data of the Province of Skåne, Sweden, showing 
that 11.2 % of 4-year old children (born 2010) had an elevated BMI in 2014 
(Region Skåne, 2014), and that 20 % of the 10-year-olds in Malmö had OW 
and that 7-8 % had OB in 2011 (Socialstyrelsen, 2013). Normally, children’s 
weight is at its lowest during the preschool years (Lobstein et al., 2004), which 
makes our results trustworthy when compared to both younger and older 
children in the same region. Comparing frequency data on children in different 
age groups is difficult due to obvious reasons. We are bound to do so, since 
there is as yet no systematically gathered data on preschool children. Never-
theless, we concluded that there was a lower recognition of child OW at the 
CHCs, due to the nurses’ lack of ability to identify OW and OB in children. 
This is also supported in an earlier study by O´Brien et al. (2004). Limited 
time given for appointments and the rare prevalence of preschool children vis-
iting a surgery were also restrictions perceived by CHC nurses dealing with 
childhood OW (Paper II). 
 
However, we cannot rule out other plausible explanations, such as nurses’ 
lack of ability to perceive the magnitude of the problem in their district, sup-
ported in an earlier study by Story et al. (2002). The lower recognition of child 
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OW might have undermined the perceived problem in CHC and has become a 
matter of lower priority due to workload. This in turn creates an obstacle to 
the nurses’ preventive work. The findings in study II are partly supported by 
Turner et al. (2009), who in a qualitative study conducted in primary care 
showed that the rare prevalence of primary school children visiting a surgery 
was a restriction for GPs and family practice nurses dealing with child OW. 
There is an apparent paradox with nurses pointing to a number of obstacles, 
that hinder them from seeing OW in preschool children as a health threat that 
is important to prevent in CHC (Paper II).  
 
It was shown that OW in children becomes a concern first when the children 
reach school age (Paper I). There was a clear connection between the serious-
ness of child OW and the children’s age. OW in younger children was not tak-
en seriously. They were normally expected to “run off” their plumpness before 
starting school and therefore OW was not a priority. The CHCs responsibility 
ceases to apply to children when they begin at preschool (usually at the age of 
six or seven). This is when they are transferred to the SHC system. It might be 
easier for the CHC nurses to ignore this group of children and put the prob-
lem aside, as preschoolers are handed over to the SHC at just about the age 
when the concern for OW begins. We can only interpret this approach as a 
convenient way to perceive the duties of the CHC. To the best of our 
knowledge, there are no other studies implying such findings (Paper I). 
 
However, nurses in CHC conceived that it was their duty to raise the issue of 
children’s excess weight with the parents, even if it was perceived as being 
mainly the parent’s responsibility. Similar findings are presented by Walker et 
al. (2007), where difficulties involved with the issue of OW made general 
practitioners (GPs) and family practice nurses unwilling to accept the respon-
sibility for the problems of OB in children. Since, the CHC is voluntary for the 
families, it might result in a more cautious approach and less effort to raise the 
subject of OW with the parents (Paper I). Another aspect that was raised was 
that families ignore nurses’ referrals (Paper II), which is supported in the study 
of Turner et al. (2009), showing that most of the patients who were offered 
follow-up appointments by GPs or nurses in primary care, did not return. 
Hence, doubts have been raised about primary care not being a suitable treat-
ment setting for children with OB. There are even those who doubt the possi-
bility to reduce OB when it is manifested in children (Turner et al., 2009). If 
this is the case, it is crucial to detect early and to stop the negative trend in the 
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development of OW before children become obese. Therefore, we argue that 
CHC holds the potential of being an excellent arena for preventative work 
with OW and OB if it is given the right support and attention. Moreover, it 
has an important role in recognizing these children before they leave CHC for 
SHC. 
 
All of what is mentioned above, as well as the fact that OW in children is per-
ceived to be a sensitive subject may lead to the risk of tactical underestimation 
of a child’s OW by the CHC and thereby lead to insufficient treatment, sup-
ported by O’Brien et al. 2004.  
 
Socio-demographic and socio-cultural risk factors  
We conducted study III based on our findings from study II, showing that 
family factors were conceived as important risk factors for childhood OW and 
that nurses make other priorities than child OW in CHC. In this study, we in-
vestigated parental socio- biodemographic risk factors for OW and OB in 
children, with focus on parents’ level of education, financial situation, weight 
status and if they were borne outside of Sweden (Paper III).  
 
The education level of mothers is one of the strongest social determinants for 
childhood OW and OB (Cohen, et al., 2013). There is a compilation of earlier 
studies showing that the mothers’ education level is inversely correlated to 
their children’s weight, for example a cross-sectional survey study by du Prel 
et al.(2006) and a nationwide multilevel study from Sweden conducted by Li 
and co-authors (2014). Additionally, Baughcum et al. (2000) demonstrating 
the same fact. This is in line with our first paper, where the CHC nurses imply 
that having less educated parents is associated with OW and OB in children, 
since it influences the family’s knowledge and beliefs, also supported in a re-
cently published systematic review and meta-analysis conducted by Wu, et al. 
(2015). Lower educated mothers do not acknowledge children as OW, despite 
the child’s obvious excess weight. Additionally, mother’s time and hours spent 
working per week are found to be inversely linked to their children’s probabil-
ity of becoming OW (Anderson et al., 2003).  
 
Accordingly, the relation between mothers and fathers level of education and 
child OW was investigated in study III. In contrast to our study (Paper I), as to 
other studies (du Prel et al., 2006; Cohen et al. 2013; Li et al., 2014; Loring & 
Robertson, 2014; Wu et al., 2015) we did not find any associations between 
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education and OW (Paper III). Sweden is a country with a well-established 
health care system with an antenatal- and postnatal care that is free of charge. 
The level of education is generally high and the population is well informed 
and aware of common health risks compared to the developing countries. We 
chose to interpret our contrasting finding to be related to the fact that a per-
son’s educational level is more evident in those countries, where the contrast 
between high, low, and no education is much greater (Cohen, et al., 2013).   
 
Education is known to be directly related to employment status. The CHC 
nurses expressed that children in homes with lower educated parents and a 
less financially advantaged environment are especially vulnerable to OW. The-
se results are supported by a qualitative study previously published by Hart et 
al. (2003), showing that the ways of handling OW differs depending on the 
social class the parents belong to. We followed up this interesting finding in 
study III, which investigated parental socio- demographic risk factor, with fo-
cus on mothers and fathers educational level and financial situation (Paper 
III). In line with prior published studies (Sundblom et al., 2008; Dinsa et al., 
2012; Bammann et al., 2013; OECD, 2014), we observed associations to fi-
nancial distress in our study. A review and meta-analysis by Wu et al. (2015) 
confirmed our findings and show that children with a lower socio-economic 
position (SEP) have higher risks of OW and OB. A probable explanation 
might be that the parents of these children might have a lower awareness of 
the importance of weight control, and their children may be exposed to diets 
that are rich in low cost energy dense food and also they participate less in 
physical activity (Wu et al, 2015), which was also shown in study I and study 
IV (Paper I and IV).  
 
It is, on the other hand, a known fact that socioeconomic disparities is more 
common in ethnic minorities (Wang & Beydoun, 2007; Sundell-Lecerof, 
2016). Kaufman-Shriqui et al. (2013) indicate that poorer and immigrant sub-
groups are those least likely to identify child OW as a severe health problem. 
This may be reflected in existing cultural differences regarding body percep-
tion and eating habits, identified by the CHC nurses in study I. Accordingly, it 
is cohesive to earlier research from the perspective of anthropology, establish-
ing that there are obvious historically links to the attitudes of OB and cultural 
preferences of body size (Grivetti, 2001; Renzaho, 2004; Eknoyan, 2006; Has-
lam, 2007; Haslam, 2016). Moreover, the availability of food is something 
that is more likely to be an important concern among the lower socio-
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economic groups. According to Fisher & Birch (1999), it is important to the 
parents that children from these groups consume a sufficient quantity of food. 
This is in line with our findings showing children constantly being offered 
food by their mothers who do not rely on their children signaling hunger 
themselves (Paper I). Cultural beliefs and aspects of nutritional practices 
linked to OB, vary among ethnic groups (Smith et al., 2011), and can be 
traced back in the history of food, as for example earlier showed in publica-
tions by Renzaho, (2004); Eknoyan, (2006) and Haslam (2007). A study by 
Kumanyika (2008) proposes that different patterns of OB in children and ado-
lescents might be related to those differences. This is an interesting finding 
since earlier studies imply that there exists an increased risk for childhood OB 
in ethnic minority populations (Will et al., 2005; Apfelbacher et al., 2008; 
Harding et al., 2008; Bürgi et al., 2010), which is also in line with the findings 
in Paper III and IV. Migrant groups are in general, through the effects of 
health care disparities, especially vulnerable to increased health care risks. Ca-
ballero (2007) suggests that by improving health care providers’ cultural com-
petence these disparities can be reduced. An improved cultural competence can 
positively affect the quality of care provided to these families. This is in con-
trast to research criticizing the concept for giving attention to cultural differ-
ences which, by patients, can be experienced as “being singled out and stigma-
tized” (Kleinman & Benson, 2006). We argue, however, that this can be 
avoided if nurses relate their cultural competent care to awareness of their 
own attitudes and conceptions of OW and OB. It can be understood that 
young children’s appearance from the viewpoint of health is better being dis-
cussed in terms of different preferences of body size as a social-cultural phe-
nomenon. This, since young children’s appearance related to their age and the 
perspective of their parents, is more important to them than any comorbidities 
later in life (Paper I).  
 
The impact of parents’ lifestyle habits  
Based on our previous findings, we decided to take a closer look at family life-
style habits, which was one of the categories of description in our first study 
(Paper I). This finding coincided with the results showing differences in nurses 
sense of responsibility and prevention practices, and lack of uniform guidelines 
in the following study (Paper II). Thus, in our fourth study we investigated 
parent’s lifestyle habits as risk factors, with the focus on daily consumption of 
confectionary, daily smoking and physical inactivity (Paper IV). 
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The health behavior of the whole family has an effect on children’s weight and 
it is frequently associated to behavioral factors such as nutrition and physical 
activity (Mamun et al., 2005; Scaglioni et al., 2008; Crocker & Yanovski, 
2009). Our study I shows that parental lifestyles and time spent with children 
is perceived to have an impact on dietary intake and thereby children’s weight, 
which is also supported by Jackson et al. (2005). The impact of nutritional- 
and parental lifestyle factors on children’s weight was also implied by nurses 
and is part of our findings in study I, which preceded the conducting of study 
IV. We found no associations between parental consumption of confectionary 
and childhood OW or OB, in contrast to other studies where child OW is as-
sociated to parental nutritional factors (Oliveria et al., 1992; Davison & 
Birch, 2002; Campbell et al., 2006). Our hypothesis is that the finding has to 
do with the stage in children’s life where parents have returned to full-time 
work and children are spending more time at preschool than in their home en-
vironment. The family-shared mealtimes become limited to evenings and 
weekends and the parents’ nutritional habits at work have become different 
from the children’s. It might be that the home environment is subordinate to 
the school environment in the preschool years (Paper IV). On the other hand, 
our first study indicated that parents stressed living conditions and lack of 
time with their children are compensated for by fast food (Paper I). Earlier 
studies have shown that setting limits for children’s demands regarding certain 
kinds of food is difficult for some parents (Chamberlin et al., 2002; Hesketh et 
al., 2005), which is confirmed by the CHC nurses in our study I. Since food 
has an emotional context, it can be used as a substitution for parental atten-
tion as shown in Paper I. This finding is in line with other studies showing that 
food can be used as a tool for coping with stress, as well as a tool in parenting 
(Chamberlin et al., 2002; Blissett et al., 2010). However, our results concern-
ing nutritional factors are ambiguous and there is no clear indication of a link 
to child OW.  
 
Since parents have a strong influence on their children’s health, growth and 
lifestyle habits, both the wanted and unwanted behaviors are imitated and 
adopted by their children. Study IV indicates that there may be an association 
between maternal physical inactivity and an increased risk of OW and OB in 
children. This is in accordance with a study by Davison & Birch (2002) show-
ing that parents’ activity patterns can be used as a predictor of children’s risk 
of OB. Young children, who spend an important amount of time, close to 
their parents and if their mother is OB, they are inclined to learn similar un-
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healthy habits enhanced in a review by Vos & Welch published year 2010. We 
conclude that the activity habits parents create sets the foundation for their 
children’s lifestyle habits and future health (Paper IV), which is a strong argu-
ment for health promotion in CHC. 
 
Smoking in the home environment is earlier associated with OW and OB in 
children (Harding et al. 2008, Apfelbacher et al., 2008; Kaufman-Shriqui et 
al., 2013). This result might be in concordance with our finding in study IV, 
which showed a trend that indicated that paternal smoking might be a risk 
factor for child OW and OB. We explain this result as an effect of other fac-
tors that might be connected to secondhand tobacco smoke, such as parental 
educational level (Apfelbacher, et al., 2008), unhealthier food patterns (John-
son et al., 1996; Apfelbacher et al., 2008) and other lifestyle factors associated 
to risk conditions and risky behaviors in certain groups of people (Naidoo & 
Wills, 2011), as well as to certain countries and cultures.  
 
Support through clinical implementation of research 
According to the CHC nurses themselves, they are not presently sufficiently 
equipped with the knowledge and skills required to conduct preventive work 
with child OW and OB. 
 
Weight assessment and definition of child OW and OB 
The participants had difficulties in differentiating between OW and OB and 
were unable to define OW or OB in accordance with any specific reference. 
The participants’ ability to make correct assessments of children is limited in 
general. Moreover, there is rarely any use of the BMI scale for respective age 
and seldom a monitoring of children at risk for OB. Instead, nurses use 
growth charts and the visual estimation of children’s weight status. In line 
with these findings, a mixed methods study by Redsell et al., (2011) reported 
that GPs and nurses were not consistently recognizing younger children at risk 
for developing OW and OB. The prevention of OW is difficult due to lack of 
training, guidance and terminology. Further, the health practitioners’ own 
skills and motivation was described as barriers to their work with child OB in 
different clinical settings (Story et al., 2002; Turner et al., 2009), which is con-
sistent with our findings (Paper II). It is shown that limited training, time and 
resources can negatively affect the use of the BMI-percentile. However, na-
tional guidelines recommend the use of BMI-percentile, and the awareness of 
these guidelines might improve prevention strategies against OB (Klein et. al., 
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2010). A nomogram for BMI, with reference values for Swedish children de-
veloped by Karlberg et al. (2001) is included in the individual charts in CHC. 
During the time when the studies in this thesis were conducted, there has been 
a further development in the features of the individual charts used in CHC. 
The chart system has for example, been computerized, which should further 
facilitate the work on OW and OB in CHC. Accordingly, this is a useful tool 
for the CHC nurses, in the south of Sweden, in their work with OW children.  
 
A shift in focus  
Since, perceptions of OW have an impact on the behavior of HCP’s, raising 
awareness of CHC nurses perceptions of childhood OW may influence their 
encounters with families regarding these issues.  
 
However, all meetings between individuals are not the same. This is evident in 
CHC were CHC nurses are trained professionals with an extensive knowledge 
in child health care to their advantage. At the same time, the health checks are 
not mandatory and the parents have the right to decide whether to follow the 
recommendations given by the HCPs or not. Hence, there is a kind of dynamic 
in the power relationship in the meetings between health professionals and pa-
tients. This power relationship is part of the value that the scientific and medi-
cal knowledge is attributed to, and part of the vulnerability and dependency 
experienced by the patient (Bergum & Dossetor, 2005).  
 
Our study area is in a region with a multicultural population. We imply that 
health care providers’ preventive practices and health promotive work could 
be supported and facilitated through an enhanced cultural competence. This is 
possible without the stigmatization of belonging to an ethnical group if person 
centered counseling is applied. A shift in focus is needed, where the positive 
traits of the family is elevated and enhanced through empowerment strategies. 
An active interest by the nurse in an individual family’s composition and 
background allows parents to be included in the care of their child. Nurses 
understanding, and more importantly accepting, that there exists other con-
ceptions of OW and OB than those in the traditional field of medicine and 
nursing acknowledged in CHC, may promote their preventive work in CHC.  
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Conceptual associations  

The Six-Cs model (Harrison et al., 2011) offered in this thesis is a conceptual 
approach, to explain the complexity of the findings associated with OW and 
OB in young children.  
 
In the field of nursing, emphasis is put on the need for research to be “sensi-
tive to the health beliefs, behaviors, and values of culturally and linguistically 
diverse populations” (Polit & Beck, 2012).  Since, the issues of health dispari-
ties is a central concern in nursing, there have been consciousness raised about 
the ecological validity and cultural sensitivity of interventions and cultural 
competence of HCPs. Research designs and findings in the disciplines of health 
are urged to have relevance in a “variety of real-world contexts”, i.e. to have 
ecological validity (ibid). The ecological validity of the findings in this thesis is 
comprised by the application of the Six-Cs model. The complexity of the find-
ings related to the phenomenon (child OW and OB), may be understood more 
readily if the “real world” is condensed and illustrated by the interconnection 
of the five spheres included in the studies; child, clan (family), community, 
country and culture.  
 
When applying the Six Cs model to the aims and limitations of this thesis, 
three spheres of environmental influence have been identified in the model: the 
second sphere “child” describing child characteristics (age, gender, 
race/ethnicity and BMI), the third sphere “clan” describing familial character-
istics (family SES, family race/ethnicity, parent dietary intake, parent activity 
patterns and parent BMI) and the fourth sphere “community” describing local 
community/organizational characteristics (guidance of health care profession-
als), as described by Harrison et al., (2011). In Paper I and II this is shown by 
the extent to which HCP’s conceptions can influence and be influenced by the 
contributors on a national level and on a familial level. The two outer spheres 
“country” and “culture”, in the model, involve the state, the cultural and soci-
etal influence as being important through the perspectives of the health care 
system structure, weight bias and discrimination, as well as cultural beauty 
standards and myths (Harrison et al., 2011).  Related to Paper III and IV, the 
Six-Cs model provides a clear overview of how children’s weight status is in-
fluenced by the intake and expenditure of energy of the child through diet and 
activity patterns embedded in the larger ecological context involving the 
child’s family, community and sociodemographic characteristics. Due to the 
aims and restrictions of our studies, there was no attention given to the genet-
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ic/biological characteristics (characterized by the inner sphere, “cell”) of con-
tributors to child OW and OB.      
 
However, the findings in our four studies (Paper I-IV) have strong relevance to 
the Six-Cs model multiple-levels, as it demonstrates how different contributors 
at different levels in society are related. Hence, the application of the Six-Cs 
model as an explanatory framework for the phenomenon in focus, appears to 
be appropriate as it integrates the influence of the family, the community, the 
country and the socio-cultural impact on childhood weight status (Harrison et 
al., 2011). Moreover, it also identifies steps for further interdisciplinary re-
search concerning OW and OB in children. 
 
The results from this thesis contribute to the field of research with knowledge 
of existing obstacles in the preventive work with OW and OB in younger chil-
dren. Further, it enhances the knowledge of potential risk factors for child 
OW, with the intention to facilitate nurses’ clinical work. 
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METHODOLOGICAL DISCUSSION 

 
 
In order to reach a deeper and more comprehensive understanding, both quali-
tative methods (Paper I-II) and quantitative methods (Paper III-IV) were used. 
According to Creswell (2009) qualitative and quantitative research methods 
may be advantageous to combine in order to complement each other. The 
findings from each method yielded results that concurred with each other. All 
four studies were conducted at the same CHC units and preventive strategies 
were operationalized in the same context. The findings can be seen as repre-
sentative, allowing transference to other similar units, as the sample represent-
ed both urban and rural areas. 
 
Research design 

This thesis started with an inductive approach and the objective was the inten-
tion to gain insight into the experiences and perceptions of the participants in 
study I and study II. For this, a qualitative approach with interviews is valua-
ble, since rich and narrative data can be found (Lincoln and Guba 1985; Cre-
swell 2009). Findings generated from phenomenographic research can assist 
the disciplines in nursing, by adding knowledge about variations in how a cer-
tain phenomena is experienced in a context (Marton & Pong, 2005). Since, 
this thesis had an inductive approach the choice of the phenomenographic ap-
proach was given. 
 
A deductive approach was used in the quantitative studies. Qualitative find-
ings derived from study I and study II, as well the Six-Cs model, (earlier de-
scribed in the Background of this thesis), was applied in the questionnaire in-
study III and study IV. 
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Study sample  

Applied to research methods of qualitative design is the discussion of trust-
worthiness in the terms of creditability, dependability, confirmability and 
transferability (Guba, 1981) i.e. to ensure rigor. Creditability has to do with 
the amount of data gathered and whether the amount is sufficient to answer 
the research question. In study I and II satisfactory variation was reached after 
18 interviews and the content in the transcribed material was rich. Creditabil-
ity also concerns whether the results present a true description of the inter-
viewees’ different statements and whether the results are trustworthy (Lincoln 
& Guba, 1985). The majority of the participants were women, which can be 
seen as a shortcoming. It is nevertheless a reflection of the gender distribution 
in CHC nationally. However, the study participants differed in gender, coun-
try of birth and years in profession, which strengthens the credibility in terms 
of sufficient variation.  
 
Potential threats to quantitative studies are discussed in terms of validity and 
reliability (Altman, 1991; Shadish et al., 2002). The validity of results depend 
on how well the research questions are answered, related to the design and 
methods used. Further, the validity of a study depends nonetheless on the 
property of inference (the claims of knowledge). People with low-income and 
lower level of education appear  to have a lower trust in scientific experts (Jain 
et al., 2001; Bleich et al., 2007, VA Report 2015:6) and they are generally 
harder to enroll in research studies (VA Report 2015:6). All this, which can 
threaten the external validity of a study, i.e. the generalizability from the study 
population to the whole population in general (Altman, 1991; Shadish, 2002). 
Internal validity can be a problem in non-random samplings (Shadish, 2002), 
which was avoided in study III and study IV by a rigorous randomization pro-
cess. Great effort was made to enhance the validity through the inclusion of 
this group in the process of selection. In order to reach this vulnerable group, 
the study sample was stratified after residential location, socio-economic 
catchment area and population size before randomization. This was done by 
the first author (GEI) with the help of an experienced nurse (the gatekeeper), 
employed at the Development unit of CHC, which is an important strength in 
study III and study IV. The survey was administered to both of the parents of 
each child and in Swedish only, which could have caused a potential volunteer 
bias (Altman, 1991). Nevertheless, due to limited resources, a translation into 
other languages was not feasible. Consequently, the response rate was relative-
ly low (47%), which was expected, due to the design and the target popula-
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tion. Thus, the external validity of study III and study IV can be discussed 
from the perspective of generalizability from the study group to other groups 
(Atman, 1991; Shadish, 2002). One limitation was that we did not fully assess 
the potential demographic differences in the external dropouts, which is a way 
of detecting any apparent differences between responders and non-responders 
(Altman, 1991; Shadish, 2002). Nevertheless, we know that there was less re-
sponse from neighborhoods with a high-level of foreign-born families with <5 
years of stay in Sweden, younger parents and also less response from those be-
longing to countries outside of Europe and fathers in general. The input from 
non-responders would have constituted valuable information for the estima-
tion of the risks related to OW and OB in children. However, of all the partic-
ipants 39% were foreign-born, which was above our expectations and thus 
seen as a strength in study III and study IV. In this field of research, it is com-
mon for research to be aimed exclusively towards mothers which we are trying 
to change by inviting the fathers. The distribution between mothers and fa-
thers was 57 % and 42 % respectively, which was a strength since we indicat-
ed that we had managed to reach the fathers. The educational level among the 
participants was considerably high, with more mothers than fathers (58% vs. 
48%) having a higher level of education (>12 years) – see Table 5. 
 
Data collection and procedures 

Another aspect of credibility when conducting qualitative studies concerns de-
pendability, which is related to concerns of whether the data is representative 
and stable over time (Lincoln & Guba, 1985). The first author (GEI) carried 
out all of the interviews, to avoid deviations due to personal biases. As an ef-
fort to enhance dependability, the analysis was conducted closely following 
the interviews and the transcription of data in order to avoid memory bias. 
The research procedure was described in detail throughout the process of data 
collection and analysis, to further enhance dependability. The semi-structured 
interview is the preferred method in the phenomenographic approach (Marton 
& Booth, 1997). All of the participants were asked the same initial question 
and were encouraged to speak freely. The main questions were further pene-
trated and followed up with supplementary questions depending on the char-
acter of the answers in study I and study II, which strengthens the trustwor-
thiness.  
 
In a cross-sectional study, participants are identified and contacted at one time 
when all the information is collected (Shadish et al., 2002) and are less intru-
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sive than, for example, prospective cohort studies. Study III combines descrip-
tive and analytic methods, and study IV uses analytic methods only, both are 
based on one postal questionnaire written in Swedish (Appendix I). Since, 
non-response can be a significant problem in cross-sectional studies, with only 
50-80% of questionnaires being returned (Altman, 1991; Boström, 2010), 
strenuous efforts were made to get as high a response rate as possible. In total, 
a second and a third mailing (with a link to an electronic version of the ques-
tionnaire) was sent out to those who did not respond to the first letter. The 
first author was available, by cell phone or e-mail, for questions or help to fill 
in the form. Nine participants requested help (five requested a new question-
naire and four help with the electronic questionnaire). One third of the re-
sponses were derived from the electronic questionnaire. Thus, we now realize 
that it may have been advantageous to include the link to the electronic ver-
sion from the start. However, after three reminders, 598 parents had respond-
ed and approximately 60 % of the children had both parents respond to the 
survey. 
 
Data analysis 

In the qualitative studies (Paper I and II), creditability was ensured by the re-
searchers departing from different perspectives (bracketing the researchers pre-
understandings in phenomenography) and searching for agreement based in 
the independent interpretation of the data. The occupational perspectives of 
health can be seen as a prerequisite for this thesis, as well as a potential threat, 
inflicting subjective interpretation of the qualitative data. In an attempt to 
strengthen the trustworthiness, several authors were involved in the process of 
analysis in study I and study II. Beside the interviewer (GEI), a second author 
(GA), familiar with the approach, continuously scrutinized the process of 
analysis. To attain rigor, there were continuous discussions between the au-
thors, throughout the analysis (Creswell, 2007), regarding the conceptions and 
later the categories of description. The interdisciplinary background of the au-
thors guarded against personal biases, which also improves the trustworthi-
ness. The limitation of potential pre-understanding is estimated to be negligi-
ble. Conformability, or the degree to which the results could be confirmed by 
others (Guba, 1981), was ensured by the description of the phenomenographic 
approach, which was applied uniformly throughout the interviews as well as 
in the processes of analysis. The process of analysis was, in Study I and Study, 
II conducted and described in five stages, allowing the studies to be repeated. 
Another aspect of trustworthiness is transferability. Transferability is whether 
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it is possible to apply the findings to other contexts (Lincoln & Guba, 1985). 
The participants and the context of the studies were thoroughly described in 
study I and II, which enables others to decide the applicability to other con-
texts. The results of the studies may be applicable to similar units and may al-
so be of interest in other contexts both nationally and internationally. 
 
The reliability and validity of an instrument used can be discussed from the 
perspectives of internal and external validity (Shadish et al., 2002; Polit & 
Beck, 2012). Internal validity refers to the origin of the questions in the in-
strument (i.e. questionnaire) and that it measures what it is supposed to and 
how reliable it is (reliability). The external validity refers to the generalizability 
of the answers to the general population (Polit & Beck, 2012). The questions 
used in study III to IV are conducted according to the original questions in 
“Health on equal terms”, a questionnaire constructed and validated by a re-
search group linked to the National Institute of Public Health (Boström & 
Nyqvist, 2009). The reliability and validity of the questionnaire are tested on 
the general adult population in Sweden. Since, “Health on equal terms”, is 
used yearly in order to measure the public health in Sweden, we decided it was 
appropriate to use as an measurement instrument for sociodemographic risk 
factors, as well as lifestyle habits for parents in our studies (Paper III and IV). 
Questions related to children’s characteristics were added and tested in a pilot 
study, with no revisions. The external validity of the current questionnaire 
used was confirmed as appropriate when the results were compared to the sta-
tistics from public health measurements presented by Statistics Sweden (SCB). 
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CONCLUSIONS 

This thesis contributes to existing research in the field of childhood OW, re-
garding barriers within CHC and parental risk factors for OW and OB in 
younger children.  
 

 
• There exists a gap between nurses’ conception of the magnitude of OW 

and OB at CHC and the actual prevalence (Paper I). 
  

• Children with OW are conceived by CHC nurses to be so common that 
they no longer stand out which has affected their view regarding to what 
is a healthy weight for a preschool child. Consequently this means, that 
the nurses in CHC minimize their concern about OW in younger children 
(Paper I).  

 
• Negative conceptions can reinforce stigma in an already stigmatized group 

of children and affect the parent-nurse relationship. This in turn, can af-
fect the nurses, as well as the parents’ efforts to influence children’s 
weight (Paper I) which may lead to an increased prevalence of OB in chil-
dren (Paper II).  

 
• CHC nurses are professionally unprepared to manage childhood OW and 

OB. Nurses’ consider that their knowledge of monitoring OW and OB in 
children is insufficient as well as their knowledge of child OW and pre-
vention. This may lead to a risk that OW children will pass through the 
CHC without being recognized, which increases the risk of developing OB 
in early childhood or adolescence (Paper II).  
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• The prevention of childhood OW is conceived to be impeded by a defi-
cient management organization and the absence of resources. Nurses’ ini-
tiatives for preventive work with child OW and OB are based on their 
conceptions of several obstacles. These obstacles must be taken seriously, 
since they hinder the CHC in their preventive work with childhood OW 
and OB (Paper II).  

 
• Current figures show a frequency of 14.5% in OW and OB in preschool 

children. Meaning, that these children may have been passed on to the 
SHC without any monitoring being done (Paper III).  
 

• OW or OB in parents are not associated with an increased risk for OW 
and OB in their child (Paper III). 

 
• Fathers’ financial situation is indirectly associated with an increased risk 

for children developing OW and OB. Additionally there is a fourfold risk 
for children becoming OW and OB if at least one parent was born outside 
Sweden (Paper III).  

 
• There may be some indications that children’s exposure for a daily smok-

ing father is a potentially increased risk for children to develop OW and 
OB, as well as their exposure for a physically inactive mother. This con-
clusion should however, be interpreted with caution, since it may be con-
founded by the parents’ country of origin (Paper IV). 
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IMPLICATIONS FOR PRACTICE 

 
The findings presented in the current thesis can be considered as proposals 
for future health promotion and preventive work; 
 
• The awareness of health care professionals’ conceptions of childhood OW 

and OB can prevent or alter negative attitudes, and benefit the encounter 
with this group of children and their families. It is suggested that the spe-
cialist education of health care professionals, i.e. RSCNs, would benefit 
from a supplement of research implications in clinical work.  
 

• The knowledge related to childhood OW and OB should, at all healthcare 
levels, be enhanced to better health care and professionals’ ability to pro-
mote healthier lifestyle choices within families. This can be done by per-
son-centered care, through the empowerment of parents, for example by 
the use of Motivational Interviewing (MI). 

 
• CHC and the primary health care should recognize and give priority to 

the problems involving childhood OW. 
  
• To enable the management of OW and OB in CHC, the preventive work 

in primary health care settings should be continuously updated and coor-
dinated. 

 
• In order to meet the objective of a healthier population OW requires the 

overall attention and enhanced cooperation throughout the whole of the 
health care chain (from the MHC, the SHC and the COU, as well as the 
Pediatric Clinic). 
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• The implementation of comprehensive research requires future strategies 

for clinically relevant implications. 
 

• Awareness of socio-cultural aspects contributing to the perspectives of a 
healthy weight in children should be an important part in nurses’ cultural 
competence. More important, nurses’ knowledge concerning socio-
cultural factors relevant to children’s excess weight development should 
be permeated by a continued evaluation of their personal attitudes related 
to their awareness of their perception of OW and OB. 

 
• There is a further need to better understand the relationship and the so-

cio-cultural mechanisms of parental lifestyle habits and childhood OW 
and OB in order to develop evidence-based health promotion and preven-
tion in the context of primary health care setting. 
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FURTHER RESEARCH 

The thesis generated several new research questions suggesting research in or-
der to; 
 
• explore CHC nurses’ ambiguous perceptions of OW and OB in younger 

children. 
 
• explore parents socio-cultural perception of OW and OB in younger chil-

dren, as well as their perceptions related to health promotion and preven-
tion.  

 
• conduct a follow-up of the prevalence of OW and OB in children identi-

fied with excess weight in CHC. 
 

• explore children’s perception of OW and OB in the context of CHC and 
SHC, in different socio-cultural contexts.  

 
• conduct action research within nurse education, to be able to manage 

their health promotive activities and prevention work. 
 

• conduct interventions to develop person-centered care focused on child 
OW and OB in relation to families, supported by Motivational Interviews 
(MI). 

 
• explore nurses need for support and how they can be supported by health 

care actors. 
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SAMMANFATTNING PÅ SVENSKA 

Övervikt och fetma under barndomen är ett globalt hot mot folkhälsan. Det är 
välkänt att såväl övervikt som fetma i ung ålder har samband med ett flertal 
samverkande sjukdomar och en ökad dödlighet i vuxen ålder. Ärftlighet, i 
kombination med barnets fysiska utveckling, levnadsmiljö och kultur, är bi-
dragande faktorer till en begynnande övervikt. Icke-ärftliga komponenter, 
såsom ohälsosamma kost- och aktivetsmönster, är miljöfaktorer som kan fö-
rebyggas innan dessa (o)vanor blir etablerade hos barnet. Det är därmed vik-
tigt att inleda det förebyggande arbetet så tidigt som möjligt. 
 
Tidigare forskning har visat att det existerar flertalet hinder för en effektiv 
handläggning av detta, oftast långvariga tillstånd, och att just barn i förskole-
åldern är en bortglömd och under-studerad grupp. Syftet med denna avhand-
ling var att undersöka hur sjuksköterskor bedriver det förebyggande arbetet 
mot barnövervikt och barnfetma inom barnhälsovården (BHV). Den undersö-
ker även riskfaktorer hos föräldrar, som är relaterade till övervikt och fetma 
hos deras barn i förskoleåldern. Syftet med den första studien (Studie I) var att 
belysa uppfattningar av barnövervikt och barnfetma hos sjuksköterskor inom 
BHV. I denna studie genomfördes personliga intervjuer med 18 sjuksköterskor 
på 17 olika BHV-enheter i södra Sverige. Av de intervjuade sjuksköterskorna 
var tio barnsjuksköterskor, fem distriktssjuksköterskor och tre både barn- och 
distriktssjuksköterskor. Intervjuerna var halvstrukturerade och följde en fe-
nomenografisk ansats. Analysen av intervjuerna resulterade i elva olika upp-
fattningar, vilka bildade fyra olika beskrivande kategorier; ”Uppfattningar om 
barnövervikt ändras”, ”Övervikt hos yngre barn ett försummat problem”, 
”Övervikt ett känsligt ämne” och ”Betydelsen av familjens livsstil”. Resultatet 
visar att sjuksköterskor inom BHV uppfattade övervikt och, framför allt, 
fetma hos barn, som ett omfattande och allvarligt hälsoproblem, huvudsaklig-



90
 

en orsakat  av föräldrarnas livsstil. Övervikt under spädbarnsåldern samt un-
der förskoleåldern uppfattades vara ett mindre bekymmer.  Sjuksköterskorna 
uppfattade det som ett provocerande och känsligt problem. Denna studie, lik-
som den påföljande studien är av kvalitativ karaktär.  
 
Studie II, avsåg att belysa och beskriva hur sjuksköterskor inom BHV uppfat-
tar sitt förebyggande arbete med övervikt och fetma hos barn inom BHV. In-
tervjuerna med sjuksköterskorna i studie I fortsatte, men med en ny frågeställ-
ning, vilken belyste sju olika uppfattningar, ur vilka två beskrivande katego-
rier slutligen framträdde; ”Interna hinder mot sjuksköterskors arbete med 
övervikt hos barn” samt ”Externa hinder mot handläggandet av barnöver-
vikt”.  
 
Resultatet visar att sjuksköterskors preventiva arbete inom BHV uppfattades 
vara komplicerat och ansträngt på grund av olika hinder. Sjuksköterskors pre-
ventiva arbete påverkades av faktorer som kunde länkas till personliga egen-
skaper och kunskapsbrist (interna hinder) samt resursbrist (externa hinder). 
Hinderna påverkade deras förmåga att bedriva det förebyggande arbetet. 
 
Den tredje och den fjärde studien (Studie III och IV), baseras på en tvärsnitts-
studie, vilken genomfördes som en enkätstudie. Enkäterna sändes via post till 
ett slumpmässigt urval av familjer, bestående av föräldrar till barn i förskole-
åldern registrerade på ett urval av BHV-enheter i södra Sverige. Deltagaranta-
let var 598 föräldrar totalt, fördelat mellan 255 pappor och 343 mammor till 
372 barn, det vill säga 372 familjer. Av de föräldrar som besvarade enkäten 
var 82 % mellan 35-54 år, 61 % födda i Sverige, 14 % var födda i Europeiska 
länder utanför Norden och 15 % var födda utanför Europa. Av de utlands-
födda hade 55 %bott i Sverige  5-14 år, 54 % av samtliga deltagare hade en 
universitets- eller högskoleutbildning, 90 % var gifta, 17 % var arbetslösa och 
14 % hade en ansträngd ekonomi.  
 
Målet med delstudie tre (Studie III) var att beskriva förekomsten av övervikt 
och fetma bland barn i förskoleåldern inom barnhälsovården i södra Sverige, 
samt att undersöka föräldrarnas BMI och socio- demografiska situation i för-
hållande till övervikt och fetma (mätt utifrån särskilda BMI-värden för barn 
och för kön, s.k. iso-BMI) hos deras 6-åriga barn i ett mångkulturellt sam-
manhang.  
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Beskrivande analyser användes för att presentera förekomsten av övervikt och 
fetma hos föräldrar och deras barn. För att uppskatta sambanden mellan för-
äldrars socio- och biodemografiska faktorer och för att kunna beräkna bar-
nens risk för övervikt och fetma, användes statistiska samvariationsanalyser. 
Resultatet visar att förekomsten av övervikt och fetma hos barn var 14.5 %, 
56.0 % hos pappor samt 36.5 % hos mammor. Barn till utlandsfödd(a) föräl-
der/föräldrar hade en påvisad fyrfaldig ökad risk att drabbas av övervikt eller 
fetma. En ansträngd ekonomi hos pappor kunde också relateras till en ökad 
risk för övervikt eller fetma hos barn. När de båda föräldrarnas sammanvägda 
resultat justerades för potentiella felkällor kvarstod utlandsfödda föräldrar 
som den starkaste riskfaktorn för övervikt eller fetma hos barn.  
 
Avslutningsvis, den fjärde och sista delstudien (Studie IV) hade som avsikt att 
undersöka föräldrars levnadsvanor som riskfaktor för övervikt och fetma hos 
barn i förskoleåldern. Sambandsanalyser på enskilda föräldrar indikerade att 
det fanns tendenser som påvisade att pappor som rökte dagligen och mammor 
som var fysiskt inaktiva utgjorde en ökad risk för övervikt eller fetma hos de-
ras barn. 
 
Det finns ett behov av att komplettera specialistsjuksköterskors kunskaper 
inom BHV genom fortlöpande utbildning om barnövervikt och viktutvärde-
ring, med tyngdpunkt på det yngre barnet. Denna avhandling pekar också på 
att det föreligger ett behov att bättre förbereda verksamma sjuksköterskor 
samt specialistsjuksköterskestudenters kliniska skicklighet gällande mötet med 
familjer och barn som är i riskzonen för övervikt och fetma. Detta kan genom-
föras genom att öka deras medvetenhet om övervikt hos yngre barn. Barnö-
vervikt borde erkännas och prioriteras i BHV och likaså borde implemente-
ringen av forskningsresultat prioriteras i det kliniska arbetet. Detta eftersom 
identifieringen av risk faktorer kan hjälpa hälso- och sjukvårdspersonal att 
identifiera och ringa in barn i riskfyllda familjemiljöer. Sjuksköterskor bör 
samtidigt vara medvetna om de sociokulturella faktorer, som kan påverka de-
ras, men även i hög grad föräldrars, syn på definitionen av en hälsosam vikt 
hos barn. 
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APPENDIX 

 
Appendix I: Hälsa och levnadsvanor.  
Questionnaire (in Swedish version), used in Study III-IV. 
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På nästkommande sidor finns frågor över saker som handlar om föräldrars 
Levnadsvor. Endast en och samma förälder ska besvara frågorna. Tala om för oss hur 
du har haft det under den SENASTE MÅNADEN genom att sätta ett tydligt kryss för 
varje fråga.

Glöm inte att besvara alla frågor. 

Det finns inga rätta eller fel svar. 

Be gärna om hjälp om du inte förstår någon fråga. Kontakta Gabriella Isma på:

FRÅGOR OM FÖRÄLDRARS

1 / 15

INSTRUKTIONER
På nästkommande sidor finns frågor som handlar om föräldrars Hälsa och
Levnadsvanor. Varje förälder fyller i ett formulär och frågorna avser den
SENASTE MÅNADEN. Du svarar genom att sätta ett tydligt kryss för varje
fråga, där inget annat anges.

Det är viktigt att du besvarar alla frågorna.

Om någon fråga är oklar kontakta gärna Gabriella Isma, doktorand,
Institutionen för Vårdvetenskap Malmö högskola/Vårdalinstitutet Lunds
universitet: gabriella.isma@mah.se

ID-nr

13989

Appendix 1



2 / 15

B2. Är du man eller kvinna?

Man

Kvinna

B1b. Barnet är:

Flicka

Pojke

BAKGRUNDSFRÅGOR

B1a. Vad har du för relation till det barn som är utgångspunkt för denna enkät?

Biologisk förälder

"Bonusförälder" (jag är extra förälder till barnet)

Adoptiv förälder

cm (vänligen skriv hela centimeter)

B1c. Barnet är:

kg (vänligen skriv hela kilon)

- månad för senaste vikt och längd ovan, (t.ex. 2013-04)
 År     År      År     År      Mån   Mån

B3. Vilket år är du född?

Var god fortsätt på nästa sida!

1

2

3

-
 År     År      År     År   Mån   Mån

B1d. Barnet är fött:
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B4.  Vilken är den högsta utbildning du har?
Om du studerar kryssa i den utbildning du går. Sätt bara ett kryss!

Universitet eller högskola 3 år eller längre (120 p eller mer)

3-4-årigt gymnasium

2-årigt gymnasium eller yrkesskola

Realskola eller flickskola

Folkskola eller grundskola

Annan utbildning.

Vilken?

B5a.  Är du född i Sverige?

Om Nej, i vilket land är du född?

Ja

Nej

Var vänlig texta i textrutan:

B5b. Vilket år bosatte du dig i Sverige?

Om ja, gå vidare till fråga B6

B6. Hur många barn har du?
 Skriv antalet barn i rutorna nedan.

st st stBiologiska barn Adoptiv barn Bonus barn

B7. Civilstatus

ensamstående

gift/sambo

särbo

Jag är:

Var god fortsätt på nästa sida!
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HÄLSA

F1.  Hur bedömer du ditt allmänna hälsotillstånd?

Självskattad allmän hälsa

Mycket bra

Bra

Dåligt

Mycket dåligt

F2.  Har du någon långvarig sjukdom, besvär efter olycksfall, någon nedsatt funktion eller
       annat långvarigt hälsoproblem?

Medför dessa besvär att din arbetsförmåga är nedsatt eller hindrar dig i dina
dagliga sysselsättningar?

Nej

Ja

Nej, inte alls

Ja, i någon mån

Ja, i hög grad

a)

b)

c)

F3a.  Har du en eller flera fysiska, psykiska eller medicinska funktionsnedsättningar?
Svårigheterna skall inte bero på någon tillfällig skada, sjukdom eller graviditet.

Nej

Ja, en

Ja, två

Ja, flera

gå vidare till fråga F4

Var god fortsätt på nästa sida!

F3b. Innebär funktionsnedsättningen/funktionsnedsättningarna att du har svårigheter
         att delta i dagliga aktiviteter?

Nej, aldrig

Ja, ibland

Ja, alltid eller nästan alltid

Sjukdom

Funktionsnedsättning

Gå vidare till fråga F3a
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a. Ängslan eller oro?

Nej

Ja, lätta besvär

Ja, svåra besvär

F4. Har du något/några av följande besvär eller symtom?

b. Trötthet?

Nej

Ja, lätta besvär

Ja, svåra besvär

c. Sömnsvårigheter?

Nej

Ja, lätta besvär

Ja, svåra besvär

d. Övervikt, fetma?

Nej

Ja, lätta besvär

Ja, svåra besvär

F5. Har du någon/några av följande sjukdomar?
  Sätt ett kryss på varje rad!

a) diabetes

b) astma

c) allergi

Nej Ja, men inga
besvär

Ja, lätta
besvär

Ja, svåra
besvär

d) högt blodtryck

Var god fortsätt på nästa sida!

Symtom
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F6. Känner du dig för närvarande stressad?
Med stress menas ett tillstånd då man känner sig spänd, rastlös, nervös, orolig eller okoncentrerad.

F8. Ange din längd i hela centimeter.

F9. Ange din vikt i hela kilo.

cm

kg

Inte alls

I viss mån

Ganska mycket

Väldigt mycket

Mycket bra

Bra

Någorlunda

Dåligt

Mycket dåligt

F7. Hur bedömer du ditt allmänna psykiska hälsotillstånd?

Var god fortsätt på nästa sida!

Stress

Övervikt och fetma

Är du gravid anger du hur mycket du brukar väga.
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F10. Hur tycker du att din tandhälsa är?

Allmän tandhälsa

Tandhälsa

Mycket bra

Ganska bra

Ganska dålig

Mycket dålig

F11. Hur mycket tid ägnar du en vanlig vecka åt vardagsmotion till exempel promenader,
        cykling eller trädgårdsarbete? Räkna samman all tid (minst 10 min åt gången).

Fysisk aktivitet

Levnadsvanor

0 minuter/ingen tid

Mindre än 30 minuter

0,5-1 timme

1-1,5 timmar

1,5-2,5 timmar

2,5-5 timmar

Mer än 5 timmar

F12. Hur mycket tid ägnar du en vanlig vecka åt fysisk träning som får dig att bli andfådd,
        till exempel löpning, motionsgymnastik och bollsport?

0 minuter/ingen tid

Mindre än 30 minuter

0,5-1 timme

1-1,5 timmar

1,5-2 timmar

Mer än 2 timmar

Var god fortsätt på nästa sida!
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F13. Hur mycket har du rört och ansträngt dig kroppsligt på fritiden under de senaste
        12 månaderna? Om din aktivitet varierar mellan t.ex. sommar och vinter, så försök att ta
        ett genomsnitt. Ange ett alternativ.

Måttlig motion på fritiden
Du promenerar, cyklar eller rör dig på annat sätt under minst 2 timmar i veckan oftast utan att
svettas. I detta inräknas också promenad eller cykling till och från arbetet, övriga promenader,
tyngre hushållsarbete, ordinärt trädgårdsarbete, fiske, bordtennis, bowling.

Stillasittande fritid
Du ägnar dig mest åt läsning, TV, bio eller annan stillasittande sysselsättning på
fritiden. Du promenerar, cyklar eller rör dig på annat sätt mindre än 2 timmar i veckan.

Måttlig, regelbunden motion på fritiden
Du motionerar regelbundet 1-2 gånger per vecka minst 30 minuter per gång med löpning,
simning, tennis, badminton eller annan aktivitet som gör att du svettas.

Regelbunden motion och träning
Du ägnar dig åt t.ex. löpning, simning, tennis, badminton, motionsgymnastik eller liknande vid i
genomsnitt minst 3 tillfällen per vecka. Vardera tillfället varar minst 30 minuter per gång.

F14. Hur mycket tid ägnar du en vanlig vecka åt att titta på tv/läsa/sitta vid datorn eller
        andra stillasittande aktiviteter?

Mindre än 1 timme/dag

1-2 timmar/dag

3-4 timmar/dag

5-6 timmar/dag

Mer än 6 timmar/dag

F15. Hur mycket tid ägnar du en vanlig vecka åt vardagligt hem/hushållsarbete?

Mindre än 1 timme/dag

1-2 timmar/dag

3-4 timmar/dag

5-6 timmar/dag

7-8 timmar/dag

Mer än 8 timmar/dag

Var god fortsätt på nästa sida!
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Mycket bra

Bra

Någorlunda

Mindre bra

Dålig

F16. Hur bedömer du din nuvarande kondition?

Var god fortsätt på nästa sida!

Mycket bättre

Något bättre

Ungefär detsamma

Något sämre

Mycket sämre

F17. Hur bedömer du din nuvarande kondition i förhållande till för tolv månader sedan?

Mycket bättre

Något bättre

Ungefär detsamma

Något sämre

Mycket sämre

F18. Hur bedömer du din nuvarande kondition i förhållande till personer i samma ålder?

F19. Hur många av dina vänner, familj motionerar regelbundet (dvs. minst en gång
        per vecka, motsvarande en ansträngningsnivå av snabb promenad)?

Ingen Några De flesta Alla

Ja

Nej

Vet ej

F20. Finns det något grönområde (större park eller liknande) eller skogsområde inom 5-10
         minuters gångavstånd från där du bor?
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F22. Hur ofta äter du frukt och/eller bär (färska, konserverade, dricker juice etc.)?

Var god fortsätt på nästa sida!

F21.  Hur ofta äter du grönsaker och/eller rotfrukter (färska, frysta eller tillagade)?

Mat
Markera ett alternativ på varje fråga - det du brukar göra.

Två gånger per dag eller oftare

En gång per dag

Några gånger i veckan

En gång i veckan eller mer sällan

F23. Hur ofta äter du fisk eller skaldjur som huvudrätt, eller i sallad eller som pålägg?

F24. Hur ofta äter du kaffebröd, choklad/godis, chips eller dricker läsk/saft?

F25. Hur ofta äter du frukost?

Två gånger per dag eller oftare

En gång per dag

Några gånger i veckan

En gång i veckan eller mer sällan

Två gånger per dag eller oftare

En gång per dag

Några gånger i veckan

En gång i veckan eller mer sällan

Två gånger per dag eller oftare

En gång per dag

Några gånger i veckan

En gång i veckan eller mer sällan

Dagligen

Några gånger i veckan

Nästan varje dag

En gång i veckan eller mer sällan
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Var god fortsätt på nästa sida!

F26.  Mina rökvanor

Tobak
Markera ett alternativ på varje fråga - det du brukar göra.

Jag har aldrig varit rökare

Jag har slutat röka för mer än 6 månader sen

Jag har slutat röka för mindre än 6 månader sen

Jag röker men inte dagligen

Jag röker dagligen

F27.  Mina snusvanor

Jag har aldrig varit snusare

Jag har slutat snusa för mer än 6 månader sen

Jag har slutat snusa för mindre än 6 månader sen

Jag snusar men inte dagligen

Jag snusar dagligen

F28. Har du prövat hasch eller marijuana?

Nej

Ja, för mer än ett år sedan

Ja, det senaste året

Ja, den senaste månaden

Narkotika
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F29. Hur många standardglas dricker du en vanlig vecka?

Dricker mindre än 1 standardglas per vecka

1-4 standardglas per vecka

5-9 standardglas per vecka

10-14 standardglas per vecka

15 eller fler standardglas per vecka

Ja

Nej

F31. Om du plötsligt skulle hamna i en oförutsedd situation, där du på en vecka måste
         skaffa fram 15 000 kronor, skulle du klara det?

Alkohol
Markera ett alternativ på varje fråga - det du brukar göra.

Bilden visar exempel på standardglas.

          Med ett ”standardglas” menas

F30. Hur ofta dricker du som kvinna 4 standardglas och du som man 5 standardglas eller mer vid
        ett och samma tillfälle?

Aldrig

Mer sällan än 1 gång per månad

Varje månad

Varje vecka

Kontantmarginal

Var god fortsätt på nästa sida!
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F33. Har det under de senaste 12 månaderna hänt att lönen/pengarna tagit slut och du har
   blivit tvungen att…

F32. Har det under de senaste 12 månaderna hänt att du haft svårigheter att
   klara de löpande utgifterna för mat, hyra räkningar m.m?

Ekonomisk kris

Nej

Ja, vid ett tillfälle

Ja, vid flera tillfällen

a. låna från släkt eller vänner för att klara
matkontot eller hyran

b. begära socialhjälp för att klara
matkontot eller hyran

c. låta bli att betala hyran i tid

Nej Ja Sätt ett kryss på varje rad!

Var god fortsätt på nästa sida!

Arbete/sysselsättning

Arbetar som anställd

Egen företagare

Tjänstledig eller föräldraledig

Studerar, praktiserar

Arbetsmarknadsåtgärd

Arbetslös

Ålderspensionär

Sjuk-/aktivitetsersättning (förtids-, sjukpensionerad)

Långtidssjukskriven (mer än 3 månader)

Sköter eget hushåll

Annat, skriv i rutan:

% av heltid

F34a. Vilken är din nuvarande sysselsättning? Flera alternativ kan anges.
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F34b. Vilket är/var ditt huvudsakliga yrke?

Om du inte yrkesarbetar nu, ange det yrke som du huvudsakligen har haft. Försök att
lämna en så detaljerad yrkestitel som möjligt. T.ex: Skriv istället för assistent,
inköps-assistent. Var god texta!
Exempel: Istället för chaufför skriv t.ex:
BUSSCHAUFFÖR

Ditt yrke?

Var god fortsätt på nästa sida!

F35. Vilken är din huvudsakliga anställningsform?
Ange ett alternativ!

Egen företagare

Fast anställd

Anställd på personaluthyrnings- eller bemanningsföretag

Vikarieanställd

Projektanställd

Timanställd
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Förfrågan

Jag kan tänka mig att delta i en intervju, där jag får berätta mer om mig och min familjs Hälsa och
levnadsvanor. Om jag blir tillfrågad, så kommer jag att få ytterligare information innan jag
bestämmer mig för att delta i intervjun.

Ja, jag vill delta i en intervju.

Nej, jag vill inte delta i en intervju.

Var vänlig och kontrollera att du svarat på alla frågor.

Tack för din medverkan!

Jag vill gärna bli kontaktad på följande sätt (ange mail, mobil- eller telefonnummer):
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Swedish Child Health Care nurses conceptions of
overweight in children: a qualitative study
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Abstract

Background: Registered Sick Children’s Nurses and District Nurses employed at Child Health Care centres are in a
position to help prevent childhood overweight and obesity. Prevention of this challenging public health threat
could be improved through having a better understanding of how this group of nurses perceives childhood
obesity. The aim of this study was to elucidate the conceptions of childhood overweight, including obesity, among
nurses working in Child Health Care.

Method: A qualitative study using a phenomenographic approach, based on open-ended interviews with 18
Child Health Care nurses (CHC-nurses) strategically selected from 17 Child Health Care Centres in the southern
part of Sweden.

Results: Four categories of description emerged from the data: Perception of childhood overweight changes,
Overweight in younger children a neglected concern, Overweight a delicate issue and Importance of family
lifestyle. The participating CHC-nurses conceived overweight in children, primarily obesity in children to be an
extensive and serious problem which affects children, families and the surrounding society. Overweight in
children was further perceived as a consequence of their parent’s lifestyle and their awareness of the problem,
which was considered by the CHC-nurses as a sensitive and a provoking issue. It was also perceived that
overweight in children is not taken seriously during the pre-school period and that concerns regarding
overweight in younger children were mainly about the appearance and not the health of the child. The
CHC-nurses perceived that the proportion of overweight children has increased, which Swedish society and the
CHC-nurses have adapted to. This adaptation makes it difficult for CHC-nurses to define those children who are
overweight.

Conclusion: CHC-nurses provide a comprehensive and complex picture of childhood overweight, which includes
several difficulties dealing with this issue. Attention to CHC-nurse’s conceptions of overweight in children is
important since it can affect the parent-nurse relationship and thereby the nurse’s, as well as the parent’s efforts
to influence the children’s weight. It is suggested that CHC- nurses should work with person centered
counseling and empowerment concerning parent to child relations in cases involving overweight.
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Background
Childhood obesity, has become one of the most challen-
ging public health concerns globally, with an estimated
42 million overweight children under the age of five [1].
It is likely that 25 % of obese children under the age of 6
and 75 % of obese adolescents remain obese into adult-
hood and thereby develop related diseases such as dia-
betes and cardiovascular diseases at a younger age [1,2].
Compared to other European countries Sweden has

relatively low prevalence of childhood overweight. Cur-
rently, about 17 % of Swedish 7-to-9-year-old children
are overweight, including 3 % with obesity [3].
There are studies from Sweden that show an escalating

increase in the prevalence of childhood overweight over
the last three decades [4-6], but recent data indicates
that the overweight and obesity rate among children
may be leveling off [7,8]. Nevertheless, there are still
many overweight children [9] and any country with a
high rate of childhood obesity must take action against
this extensive health problem and acknowledge that it
is the responsibility of all health professionals to work
towards the prevention of this health problem [10].
In Sweden, Child Health Care nurses (CHC-nurses), i.

e. Registered Sick Children’s nurses (RSCNs) and District
nurses (DNs), are those who frequently encounter over-
weight preschool children and their families through the
Child Health Care (CHC). The task of the CHC is to
support parents in active parenting and thereby promote
the development of children’s health and safety. The role
of the nurses is to detect and prevent illness and risks in
the child’s proximity from birth to the age of six. The
CHC in Sweden is free of charge and should be actively
offered to every pre-school child in the country [11].
Since the CHC-nurses have access to almost 100 percent
of the children (0–6 year) they have the potential to play
an important role in the prevention of childhood over-
weight and obesity. Hence, the risk of being overweight
or obese can be reduced through health promoting ac-
tivities enhanced by CHC-nurses [12].
However, existing international literature indicates that

there are several barriers against the proper management
of obesity and one major concern is the attitudes and
views of health care personnel [13-16]. Additionally, re-
search has found that obese patients are exposed to
negative stereotypes and attitudes held by health care
providers. Health care settings are an important source
of weight stigma, which undermines these patients op-
portunity to receive effective medical care [17].
Several qualitative studies by general practitioners

(GPs) and nurses working in primary care, have revealed
negative beliefs surrounding obesity and obesity care for
adult populations [18-22]. Research with focus on the
care for overweight children also indicates that there
exist negative beliefs among health care workers. A

review studying communication issues between health
care workers and parents reveal that parents of children
who are overweight may be fearful that their child could
be stigmatised. Health care personnel’s attitudes and
beliefs about obesity can affect their encounter with
these families [23] and they often attempt to avoid the
topic of overweight in order not to prejudice their rela-
tionship with the parents [24]. It is especially difficult for
nurses to raise issues related to a child’s excess weight if
the parents are overweight themselves [25]. Walker et al,
[26] found that GPs and nurses believe that their re-
sponsibility is to raise the issue of a child’s weight with
its parents but that childhood obesity is a social and
family problem in the end to be dealt with outside the
scope of public health care. Moreover, barriers like diffi-
culties and inconvenience when counseling children and
their parents about weight are also described by school
nurses [15].
Learning from existing literature related to perceptions

of childhood overweight it is clear that the area of re-
search regarding the perceptions of childhood overweight
held by CHC- nurses has not been given much attention.
It is also obvious that perceptions of overweight have an
impact on the behavior of both health care personnel
and parents. Perceptions can be influenced and more im-
portant, perceptions can change. Raising awareness of
existing perceptions related to children with overweight
might prevent these children from the risk of being stig-
matized by CHC-nurses and other health care personnel.
Furthermore, knowledge of the CHC-nurses perceptions
of childhood overweight could assist in the identification
of areas that need to be addressed to enable CHC-nurses
to be actively involved in the prevention of overweight
and obesity among children. Nevertheless, overweight
and obesity, as well as their complications, might be pre-
ventable. Therefore the prevention of childhood obesity
requires urgent attention [1].
Against this background, the aim of the present study

was to elucidate conceptions of childhood overweight,
including obesity, among CHC-nurses.

Methods
A phenomenographical approach was chosen for the
study, which includes two research perspectives: the first
order perspective, which is the description of the world
as it is and the second order perspective, which is the
description of the world as it is experienced [27]. The
second order perspective is emphasised in phenomeno-
graphy and interviews are the most common way of col-
lecting data. The method was developed in the 1970s by
Marton and his co-workers, and originates from an em-
pirical educational framework. The focus is on how
people experience and perceive a given phenomenon
and not on the phenomenon itself. The interest lies in
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the variety of ways humans have of understanding the
world around them [27].
Individual interviews present different conceptions

which form categories of description in an analysis. The
categories of description represent a collective level of
the various conceptions [27,28].

Participants
The professional background of the CHC-nurses
involves RSCNs who are registered nurses with one year
of specialisation in health- and medical care of children
and young people, while DNs are registered nurses with
1.5 year of specialisation in primary health- and medical
care of children, adults and the elderly. The selection
criteria for the participants in this study were; CHC-
nurses with at least one year of clinical experience work-
ing at one of the 26 CHCs located in four municipalities
in the southern part of Sweden and with experience of
working with overweight children. In order to ensure a
broad range of conceptions, a strategic selection of both
CHCs and participants was made. The CHCs (n = 17)
were stratified after catchment area and population in
order to get a representative sample of the whole popu-
lation, whilst the CHC-nurses were stratified after age,
gender, nationality and professional experience in CHC.
Overall, 91 CHC-nurses were eligible for this study. Ori-
ginally, 19 RSCNs and DNs were invited to participate,
however, one nurse declined due to workload. The deci-
sion to stop at 19 nurses was taken because no new in-
formation was added and these 19 nurses stratified by
age, gender, nationality and professional experience in
CHC were a representative sample of the 91 eligible
nurses and each one of the 17 CHCs. Thus, 18 CHC-
nurses were interviewed at 17 CHCs, two of the partici-
pants at the same location.

Procedures and data collection
The local director of the Primary Health Care was per-
sonally informed about the study. Written agreement for
CHC-nurses to participate was obtained and the respon-
sible manager at each CHC was formally informed about
the study by the director of the Primary Health Care.
The presumptive participants were initially approached

by e-mail and two weeks later by telephone. The partici-
pants received the same written and oral information as
their managers. The interviews were made exclusively by
the first author (GEI) during 4 months in 2010. The par-
ticipants were allowed to choose the time and the pre-
ferred setting for the interview during their working
hours. Each interview began with the participant being
offered written and oral information and a request to
give their informed consent. All of the interviews took
place at the offices of the participants and the interviews
were digitally recorded and transcribed verbatim. The

interviews were then listened to and read through by the
interviewer (GEI) to ensure that they were transcribed
correctly. The first interview was also read through and
commented by the last author of this study (AKD).

Interviews
The interviews were held in conversation form and each
interview was supported with an interview guide devel-
oped by two of the researchers (GEI, AKD). The open-
ended interview guide had one initial question: What is
your perception of childhood overweight and obesity?
Depending on the character of the answer the responses
were penetrated using further questions. It was each
informant’s choice of focus that developed the character
of the interview. The interview guide included supple-
mentary questions such as; what do you mean? Can you
clarify? Can you develop your thoughts? In what way?
Can you exemplify? Is there anything you want to add?
The interviews lasted between 26 to 90 minutes (median
46 minutes).

Data analysis
The analysis was carried out in five-stages inspired by the
phenomenographic approach [22,28,29]. Stage 1, the
transcripts were read through several times by the
authors GEI, AKD and ACB in order to gain an overall
meaning. Stage 2, the statements relevant to the study
were identified according to each of the participant
nurse’s different ways of perceiving overweight in chil-
dren (GEI, AKD). The statements were continuously
compared and sorted into different preliminary concep-
tions and according to the themes addressed (GEI,
AKD). Stage 3, the identified conceptions were then
compared on the basis of there being any differences and
similarities in relation to each other, which would entail
some revision. The conceptions were grouped according
to their common features into preliminary categories of
description. Stage 4, the final categories of description,
containing each of the varieties of conception were
decided and individually labeled (GEI, AKD, ACB). Stage
5, the focus shifted to the relations between the categor-
ies of description. The elements of the phenomenon were
identified within each category of description and a de-
scription of each conception was summarised (GEI,
AKD, ACB, GA, MÖ). Finally, the categories of descrip-
tion was scrutinised to ensure their coherence with the
conceptions (GEI, AKD, GA).

Ethical considerations
Approval for the study was granted by the Regional Eth-
ical Review Board in Lund, Sweden (Dnr. 2010/694).
The interviews were voluntary and were conducted
according to the Declaration of Helsinki [30].
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Results
The age of the participants in the study group ranged
from 32 to 63 years with a mean age of 51 years. The
professional background of the CHC-nurses was spread
as follows; 10 RSCNs, 5 DNs and 3 CHC-nurse were
both RSCNs and DNs. The participant’s years of profes-
sional experience amounted to a mean of 11 years, ran-
ging from 1–29 years (Table 1).
The main findings constituted four categories of de-

scription illuminating CHC-nurses conceptions of over-
weight in children (Table 2). The conceptions in each
category of description are described in the current text
and are illuminated by selected quotes from intervie-
wees. Each quote is followed by a bracket containing a
numerical code, representing one specific interviewee
and one interview. For the sake of readability, the con-
cept overweight is further used in the text as a compre-
hensive term covering both overweight and obesity.

Perception of childhood overweight changes
This category summarises CHC-nurses conceptions con-
cerning what role the Swedish society plays in the con-
cept of overweight in children.

Acceptance of children’s excess weight
CHC-nurses conceived that the views held by Swedish
society and health care professionals, related to the

healthy weight of pre-school children, have changed in
recent years. According to the participant CHC-nurses,
the increased proportion of overweight children means
that these children no longer stand out. Their concep-
tion was that those children who were earlier regarded
as having a healthy weight were now regarded as being
thin. The Swedish population has become heavier in
general and this is something that the CHC-nurses
regarded as being due to the fact that the Swedish soci-
ety has accepted the situation and adapted to it. More-
over, the participants considered that CHC-nurses had
become blind to this fact and were no longer able to dis-
cern which of the children they meet should be consid-
ered overweight.

“I’ve thought about this regarding BMI. One talks
about it a lot nowadays. How good is it actually? I
look at the children here, and one sees a lot of quite
nice children. Their BMI is high, but when I look at
them I can’t see that they are bodily obese. They are
big.” (1:13)
A few kilos of overweight were not regarded with con-

cern, but were rather seen as a family trait. Nevertheless,
obesity was regarded by the participants as being a con-
dition among adults and children that today has pro-
gressed a long way, and this aroused strong reactions
among them.
According to the participants Swedish society has sim-

ultaneously realised that there is a concern about over-
weight and it was the participating CHC-nurses’
conception that, at different levels of society, some
attempts have been made to prevent an increase of the
problem. Further, the participants believed that the
Swedish society has now realised that it would be wrong
to allow the problem of overweight and obesity to con-
tinue to develop into epidemic proportions as it has in

Table 1 Demographic characteristic of the nurses at Child
Health Care (CHC)

Characteristics CHC-nurses (total, n= 18) [%]

Gender

Male 1[6]

Female 17 [94]

Age

30 - 40 3 [17]

41 - 45 2 [11]

46 - 50 4 [22]

51 - 55 2 [11]

56 - 65 7 [39]

Country of birth

Sweden 15 [83]

Other 3 [17]

Years in profession

1 - 5 6 [33]

6 - 10 5 [28]

11 - 16 1 [6]

17 - 20 5 [28]

21 - 25 -

26 - 30 1 [6]

Table 2 CHC-nurses’ conceptions of childhood overweight
in Child Health Care (CHC)

Categories of description Conceptions

Perception of childhood
overweight changes

Acceptance of children’s excess weight

Health seems less important than appearance

Overweight in younger
children a neglected
concern

Minimisation of the concern for
younger children

Emphasis mainly on diet

Overweight a
delicate issue

Overweight a sensitive subject

Overweight in children a provoking concern

Importance of
family lifestyle

Consequences of parents stressed lifestyle

Economic conditions and low education
level as contributing factors

Preferences differ in socio-culture

Awareness of the problem

Problem of setting boundaries
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several other countries. Moreover, the CHC-nurses con-
ceived that despite the fact that there exists awareness at
the CHC of the concern about the problem, childhood
overweight and subsequent obesity is nevertheless a
question of priorities and resources.

Health seems less important than appearance
Overweight in children was mainly conceived by the
CHC-nurses as being steered by how the surrounding
world views children. They considered that everyone
should, in general be slim today and that the develop-
ment towards overweight in society tends to include
children of an early age. The participants regarded soci-
ety to be normative, which reflects the parents’ fixation
to the official growth charts. CHC-nurses conceived that
parents expect their children to look average, like other
children and be just about the right size and height.

“They have to look like the Average-Swede; they have
to follow their charts. There’s a lot of focus on this in
child health care.” (1:16)
Nevertheless, overweight in children is about the

expectations of others and the fear of alienation. The par-
ticipants conceived this situation to be the driving force
behind parents’ concern about their children’s excess
weight. Swedish society does not like overweight in gen-
eral and it leads to bullying and stigmatisation which,
according to the participants, are known to be a common
problem among overweight children. It was the CHC-
nurses conception that the few parents who actually seek
help for their overweight child do so for one or more of
three main reasons: worry about their child being bullied
for its appearance, worry about their child’s ability to
keep up with the other children’s physical pace and worry
about their child being alienated. Additionally, the par-
ticipant CHC-nurses conceived that the parents fear
often originates from their own bad experiences related
to overweight during their own childhood.

Overweight in younger children a neglected concern
This category describes the participating CHC-nurses
conceptions regarding their own concern about over-
weight in children at the CHC. Further, it describes their
conception of what their work is to be directed towards.

Minimisation of the concern for younger children
The participating CHC-nurses conceived overweight in
children, primarily obesity in children to be an extensive
and serious problem which affects children, families and
society. Moreover, they expected the concern to increase
with the children’s age. The CHC-nurses considered that
overweight is primarily related to hereditary factors and
also the fact that overweight in children is not taken ser-
iously during the pre-school period. Most of the partici-
pants conceived that it is not before the children turn at

least five that CHC-nurses recognise the children’s ex-
cessive weight as being a health concern. However, in
the participants experience it was not before the chil-
dren started to approach their first school year that their
excess weight began to be a problem for the child and
the parents.

“You cannot help anyone who does not want to be
helped. In the beginning the child is protected by the
parents. But, the parents will realise the problem
sooner rather than later. They will return. If not to
the CHC, then they will turn to the school health.”
(1:18)
Very few of the CHC-nurses considered it meaningful

to raise the issue with the parents, if the child was
2.5 year or younger. They conceived it important to mo-
tivate the family to change the situation for their child,
but their main conception was, on the other hand, that
it is strictly up to the parents if they want to help reduce
their child’s weight or not.

Emphasis mainly on diet
The CHC-nurses who participated in this study con-
ceived diet to be of crucial importance for a healthier
weight and a healthier child. They considered that they
have sufficient knowledge to give general diet counseling
but that they lack knowledge beyond the general guide-
lines aimed to help all those children passing through
CHC. Collaboration with the dieticians was considered
valuable as the participants conceived that parents of
overweight children require more intensified diet coun-
seling than they could offer as nurses. Those nurses
who have access to a dietician would rather refer the
child to the dietician than give counseling themselves.
The participants considered that they had sufficient
knowledge regarding the sedentary behavior of children
who were overweight however, their conception was
that the emphasis in their work was to be directed to-
wards dietary habits.

“Diet is what we talk most about at CHC. From the
first to the last encounter, with every family.” (1:8)

Overweight a delicate issue
This category summarises the participating CHC-nurses
conceptions concerning the sensitive nature of over-
weight in children and the difficulties that exist in their
work with families with overweight children.

Overweight a sensitive subject
The fundamental conception among the participating
CHC-nurses was that neither health care personnel or
parents nor the Swedish society consider overweight to
be desirable. The participants experienced that over-
weight are something that parents are ashamed of and
unwilling to talk about. The participants expressed
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sympathy for children with overweight and stressed that
every child has the same value irrespective of their size
and appearance. The CHC-nurses experienced that
there was a risk of offending the parents and that there
was a need for using neutral terminology and making
cautious transcriptions and statements about a child’s
weight. If CHC-nurses perceive that the parent is on
the defensive or is angry they would rather back away
and change the subject. Then the subject isn’t men-
tioned again until the next encounter - usually a year
later. According to the participants, it was regarded to
be more legitimate to talk about good eating habits in
general without relating to the child’s weight. All of the
participants agreed that it was important to safeguard
their relations with the parents, and qualities like diplo-
macy and discretion were the key words used when
working with these families.

“I have learned to be careful with what I say to the
parents. It’s difficult to know how to present concern.
You don’t want to offend the parent. Already from the
start, weight is a bit sensitive for the parents” (1:1)

Overweight in children a provoking concern
The participating nurses related overweight children to
meaning more work for the nurses at the CHC. They
considered that it required more time and several visits
in addition to the general guidelines for children’s care
at the CHC. This additional load was something that
was considered difficult to keep up with and created fur-
ther strain on already strained resources. The intervie-
wees stated that there were automatically negative
thoughts about the whole family. Some of the partici-
pants perceived the parents to be of bad character and
to lack good judgment since they gave their children an
unhealthy diet. The participants also had negative con-
ceptions regarding the family’s everyday life. The CHC-
nurses considered the parents to be the cause of their
child’s excess weight and meant that the children did
not themselves have the ability to alter their situation.
The participants found it hard to accept and difficult to
talk about the problem of parents allowing their children
to become overweight.

“I feel sorry for the children. It is unnecessary and
then I’ll think about what kind of rules exist in the
family. One actually gets some negative thought about
the whole family/. . ./ how can they push so much into
the child and how do they eat at home? One really
wants to help and give good advice and so on.” (1:4)
The CHC-nurses saw overweight children with grow-

ing concern and they understood the problem to be a
family matter, where the whole family is in need of sup-
port. Further, CHC- nurses also considered that it is im-
portant to respect the will of the parents and not to
criticise them too much.

Importance of family lifestyle
This category describes conceptions concerning family
lifestyle and what role habits, parents’ socio-economical
background, socio-cultural perspectives, parent’s aware-
ness of their child’s excess weight and the parenting role
play in childhood overweight.

Consequences of parents stressed lifestyle
The CHC-nurses conceived childhood overweight to be
a complex problem which is relatively difficult to over-
come due to entrenched lifestyle habits among parents.
These habits, which primarily involve inadequate diet
and lack of exercise, are transferred from the parents to
the children in the family. They concluded that full-time
working parents are often stressed and lack time to pre-
pare proper meals, which results in several visits per
week to hamburger chains and Pizzerias. Further, the
participants described that parents are too quick to offer
fast food to their children at all times as a compensation
for the limited time they spend with them. Sometimes it
occurs that mothers use follow-on formula as a compen-
sation for a meal when they think that their child has
not been eating enough. The participants also conceived
that one parental strategy was to use the television as a
babysitter when parents lacked the time to go out and
play with their children after work. Overall, the partici-
pants expressed that childhood overweight has more to
do with the parents than with the child thus a small
child is dependent on what the parents give it to eat and
what it is occupied with during the day.

“. . . an adult causes their own overweight but it is the
parents of the small child who teach it the wrong
eating habits. The child inherits the parents’
behavior. . .” (1:3)

Economic conditions and low education level as
contributing factors
The participants conceived that the parents’ financial
situation is crucial for their choice of diet and activities
for their children and they considered it to be common
that parents of children with overweight have financial
straits and a low level of education. The CHC-nurses
concluded that these are the reasons why parents choose
cheaper food products with poor nourishment content.

“. . .those children who are overweight are those..,
how shall I say.., those whose parents have a lower
level of education and maybe a poorer economy..,
and that I think I can see. . . The parents just buy
the wrong products. They shop and then it just has
to be what’s the cheapest, they don’t check the
ingredients. . .” (1:5)
Furthermore, being in financial straits was regarded by

the participants as a reason why so many children do
not participate in extra curricula activities. According to
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the conceptions of the CHC-nurses, poor economy and
low education follow hand in hand. The participants
considered those parents in financial straits and with a
low level of education to be more difficult to reach and
stressed that they considered these families to be the
ones who should be given priority by the CHC.

Preferences differ in socio-culture
A great majority of the CHC-nurses expressed that they
conceived that there are cultural differences in what is
considered as being the best weight to be. Further, they
conceived that in many cultures it is regarded as a sign
of health and wealth if children (and even grown-ups in
some cases) are plumper. Infants and smaller children
were also considered to be stronger and sweeter by their
parents if they have more flesh on their bones. More-
over, it was also regarded as a communication problem
when parents from certain cultures held a view of a
healthy child and a healthy life that does not match the
view held by the CHC. The participant’s conception was
that some of the foreign mothers were very worried over
the fact that their children did not eat enough and it is
common that the mothers give both their breast and a
supplementary bottle in combination, just to ensure
themselves that their child has eaten enough. In
addition, the participants considered that some mothers
constantly offer their children food and never let them
be hungry. Crackers, crisps, sweets, nuts, milk and soft
drinks do not count as food, they are snacks, which par-
ents’ do not always understand, in fact, only make a
child feel full. The participant’s conception was that
adults think that they are being kind when they give
treats to children.

“I don’t actually believe that it has to do with
countries but that it actually has to do with
knowledge and traditions/. . ./ And here in Sweden we
have, I mean - we have all the resources in the world.
You don’t have to fatten the child so it will manage
and survive in the case of a possible period of
starvation.” (1:15)

Awareness of the problem
The participants expressed that most of the parents of
overweight children appear to be aware of their chil-
dren’s excess weight, but they do not necessarily ac-
knowledge the child’s overweight as a problem. It is
rather the parents to those children who follow the offi-
cial growth chart without deviation, who express con-
cern over their child’s diet and weight. The CHC-nurses
stressed that parents of overweight children readily glide
away from the fact that their child is heavier than what
is recognised as suitable for their age and expect the
problem to resolve itself over time.

“The parents say it is genetic and that he [the child]
will thin out when he gets older. They don’t feel any
concern at all. My experience is that parents of
children with just a little bit extra weight express
worry, rather than parents to round children who
aren’t a bit concerned.” (1:2)
Further, the CHC-nurses considered that some parents

regard their children as too young for them to need to
worry over their excess weight. Nevertheless, the partici-
pants still regarded most of the families as being willing
to do something about the weight issue. In their encoun-
ter with the parents the CHC- nurses experienced that
mothers sometimes say what they think the nurses want
to hear and embellish reality. Fathers were conceived to
tell the truth and to be more honest. Sometimes the par-
ticipants turned to the children with questions about
dietary habits as they expected to get a more honest
answer from them.

Problem of setting boundaries
The CHC- nurse’s conception was that the role of the
parents is important and their ability to set limits for
their children appears to be problematic for some of
them. Hence, some parents, in families with overweight
children, are not clear in their parenthood role and their
chosen routines regarding food can be bad or non-
existent. The participants concluded that, in some fam-
ilies, there appear to be no rules regarding diet. The
nurses expressed that it is difficult for parents to say no
to their children since food has an emotional meaning
and can be used as a substitute for parental love.

“. . .some of the parents give them [their children]
food as soon as they are screaming. It´s a way to calm
them down.” (1:12)
Another aspect experienced by the participant nurses

was that parents do not always understand that children
have small stomachs and therefore they expect their
children to eat unreasonably large amounts of food. The
participants concluded that there is not always an under-
standing about the relationship between children’s need
of nutrition and children’s development and growth. The
CHC-nurses conceived this to be the reason that chil-
dren who fuss with food were considered to be a stress
factor for some mother’s, for example, those who lack
the pleasurable experience of sitting down to eat to-
gether with their children.

Discussion
In accordance with the aim of this study, we found a
wide variation in CHC-nurses conceptions of overweight
in children. Several descriptions emerged regarding over-
weight children, all of which were regarded as difficult
to deal with at the CHC due to some of their core ele-
ments. The findings of the present study have, to some
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extent, features that are parallel to previous findings
regarding the attitudes and beliefs among health care
personnel and parents regarding overweight children
[15,24,25,31-48]. These findings will be summed up and
dealt with further in this text following the order of the
presented results.
This study adds to the knowledge related to over-

weight and obese children and the acceptance by society
of the problems of children’s excess weight. This accept-
ance affects CHC-nurses conceptions of what is a
healthy weight for a child, which is an important finding
that adds to the existing knowledge. Nurses consider
that the view of both the Swedish society and the health
care professionals about the healthy weight of preschool
children has changed. Earlier views have been revised
due to the increased proportion of overweight children
in society. Nevertheless, the CHC-nurses in this study
emphasised the seriousness of childhood overweight and
their experience was that it increases with a child’s age.
There is a vast difference between being aware of one’s

child excess weight and to actually realise that it is over-
weight. The participating CHC-nurses expressed that
most of the parents are aware of their children’s over-
weight, but the few parents who seek help for their over-
weight child do not express their concern about the
health issues. Hence, the participating CHC-nurses
emphasised that it is the child’s appearance and the par-
ent’s fear of their child being bullied that leads them to
seek help from the CHC. This finding is supported by
research indicating that mothers´ focus more on con-
cerns over stigmatisation and bullying and less on the
physical ramifications of the problem [46,47].
When asked, more than 90 percent of the public

believed that it is the parents who have the main respon-
sibility for reducing childhood overweight [35]. This re-
sult is in line with our finding regarding CHC-nurse’s
perception that it is up to the parents whether or not
they choose to make a change in their children’s weight.
Paradoxically, all of the CHC-nurses in our study per-
ceive childhood overweight as a problem of great con-
cern and emphasise that it is important to motivate the
family to change and not just to criticise the parents. At
the same time, a great majority of them did not take
overweight among children in their early preschool years
seriously. The CHC´s responsibility for a child extends
until the child’s care is transferred to the school health
care system at 6 years of age. It may be possible that this
fact makes it easier for the CHC-nurses to put the prob-
lem aside as at six years they are able to hand the respon-
sibility for the child and its overweight problem over to
the school nurses. However, to the best of our know-
ledge, there are no other studies implying such findings.
The participating CHC-nurses experience having nega-

tive thoughts towards parents and blame them for their

children’s excess weight. These negative thoughts are
expressed in terms of being a burden for the CHC as
these families are time consuming. One reason for these
experiences may be that CHC-nurses are uncomfortable
with their encounters with parents who are often over-
weight themselves [25]. Moreover, the CHC-nurses
expressed that lack of time, financial resources and staff,
constitute barriers against working with childhood over-
weight, which is supported by Moyers et al. [15]. Fur-
thermore, some of the CHC-nurses in our study
expressed that fathers and children were more likely to
tell the truth about the children’s dietary habits than the
mothers. As far as we know, there are no studies dealing
with the gender differences between parents concerning
honesty in reporting family dietary habits. Traits like
negative thoughts, suspicion and blame among health
care personnel are reflected in their encounter with the
parents of overweight children. Perceptions of help-
seeking experiences among parents of overweight chil-
dren indicate that they occasionally experience the
health care professional’s response as negative and dis-
missive [31]. Our present knowledge about parents of
overweight children facing stigmatisation is based upon
literature from the fields of both nursing and medicine
dealing with difficult patients and parents. These parents
are often referred to in terms of blame and stigmatisa-
tion [32-34]. There is therefore an imminent risk that
negative thoughts and lack of resources of CHC-nurses
are reflected as negative attitudes in an encounter with
an overweight child and its parents, which in turn may
affect the parent-nurse relationship.
The nurses who participated in this study indicated

that some parents have difficulties in setting limits for
their children’s demands regarding food preferences,
which is supported by previous research [24,36]. Our
findings show that the CHC- nurses conceived that par-
ental stress and lack of time was compensated by fast
food and that it was difficult for parents to say no to
their children since food has an emotional meaning and
could be used as a substitution for parental love. Food
can be used as a tool for coping with stress and as a tool
in parenting [24,37], which is in line with our results.
One of the strongest social determinants of childhood

overweight and obesity is known to be the education of
mothers [40]. The CHC-nurses in this study stressed
that it was important to give priority to families with a
poor economy and a low level of education, as children
in these families are especially vulnerable regarding
childhood overweight. Our findings are supported by a
previous qualitative study [41], which showed that par-
ents from high and low socio-economic groups differ in
their ways of handling overweight related health pro-
blems and therefore intervention strategies should be in-
dividually tailored to each group and family. Further,
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there is a body of literature showing that mothers with a
lower educational level are less likely to recognise their
children as being overweight, despite their children’s ob-
vious excess weight [38,42,43]. Additionally, children’s
probability of becoming overweight is linked to their
mother’s time and hours spent working per week [38].
Our study show that parental lifestyles and time spent
with children is perceived to have a great impact on diet-
ary intake and thereby children’s weight, which is also
supported by Jackson et al. [39].
A study by Heubeck [44] indicates that it is least

likely that poorer and immigrant subgroups identify
childhood overweight as a serious problem. The CHC-
nurses in our study stressed that existing cultural differ-
ences regarding eating habits and body perception,
affect the probability for childhood overweight in fam-
ilies from different cultures. In their study, Fisher and
Birch [45] reported that it was more important to par-
ents belonging to lower socio- economic groups that
there was food available and that their children con-
sumed a sufficient quantity of food. There is an equiva-
lent finding in this present study regarding mothers
constantly offering their children food and never letting
them feel hungry.
The overall conception of the participating CHC-

nurses was that overweight in children becomes a con-
cern first when the children reach school-age. The parti-
cipants considered it important to motivate the family to
change their habits, but it is up to the parents whether
or not they make dietary changes that will bring their
child’s weight into line. The CHC is voluntary and this
situation may result in the CHC-nurses making less ef-
fort and reducing their persistence to raise the subject
with the parents. All of what is mentioned above, as well
as the fact that overweight in children is perceived to be
a sensitive subject may lead to the risk of tactical under-
estimation of a child’s overweight by the CHC and
thereby lead to insufficient treatment [48].

Methodological considerations
There are certain strengths, as well as limitations, to con-
sider that may affect the interpretation of the present
study. Strengths are that all of the interviews and the
analysis were conducted by the first author (GEI) and all
of the participants were asked the same initial question.
Almost all of the CHC-nurses (n = 19) who were
requested to participate in this study wished to be
included apart from one. This meant that 18 CHC-
nurses represented the 17 different CHCs included in the
study. Further strengths are that the interviews were
experienced as positive by the participants who were
generally open and easy to talk to. There existed an
understanding of the profession-specific terms and rou-
tines used in CHC due to the professional background of

the first author (GEI), which could possibly have facili-
tated the interview process.
The CHCs included were situated in both well to do

and poor areas of the four municipalities chosen and the
CHCs differed in both the composition of RSCNs´ and
DNs´ and the number of employees per unit. They all
had the same local director but different responsible
clinic managers. This should not have influenced the
findings as they all have the same general guidelines for
CHC. The limitation of this study is that the findings
can only be valid for those nurses who participated in
the present study, which means that a gender perspec-
tive is missing. The number of eligible male RSCNs and
DNs in CHC is low in the southern part of Sweden,
however, all those eligible took part in this study. Fur-
ther, the authors believe that the result of this study
might be transferable to similar contexts of CHC as the
sample of CHCs represented both urban and rural areas.
Another strength is that the findings from the study

were continuously discussed back and forth between the
authors during the analysis. Further, this interdisciplin-
ary cooperation facilitated the guarding against the
effects of personal biases and thereby improves the trust-
worthiness. The derived conceptions and later the cat-
egories of description were regularly scrutinised by the
third author (GA), who is experienced in phenomeno-
graphic analysis, to attain greater rigour.
This area of research is still unexplored and there are

few studies conducted involving CHC-nurses. This study
adds to the accumulated knowledge the perceptions of
the CHC-nurses, who apart from other health care
personnel are those who most frequently encounter pre-
school children with overweight and obesity at the CHCs.

Conclusion
The CHC- nurses’ conceptions regarding overweight
children provide a comprehensive and complex picture
of the issue. According to the participating CHC-nurses,
today’s society also generally accepts childhood over-
weight. The participating nurses’ conceptions also eluci-
date the fact that overweight children are now so
common they no longer stand out, which has affected
the view of parents and nurses regarding what is a
healthy weight for a preschool child.
The participating CHC-nurses’ experienced that it was

difficult to deal with childhood overweight at the CHC
because parents of overweight children often failed to
acknowledge their children’s overweight as a problem.
CHC-nurses experienced difficulties in raising the sub-
ject of childhood overweight with these parents. Some of
the CHC-nurses in this study experienced ambivalent
feelings regarding childhood overweight and obesity and
there was a tendency by CHC-nurses to minimise the
concern about overweight in younger children.
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Implications for practice
The findings from this study elucidate the need for con-
tinuing education about childhood overweight and
weight assessment with emphasis on pre-school children
in CHC. Raising the awareness of CHC-nurse’s ambiva-
lent feelings about childhood overweight is important
since it may affect the parent-nurse relationship and
thereby the parent’s and the nurse’s effort to influence
the children’s weight. Further, the findings from this
study may be of value for other health care personnel
and professionals working with these families, since
awareness of existing perceptions may facilitate in their
own work with these families. The authors suggest that
CHC-nurses should work with person centered counsel-
ing and towards empowering the families, as recom-
mended by the existing CHC guidelines.
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Obstacles to the prevention of overweight and
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Abstract

Background: Overweight and obesity in younger children could better be brought in focus through a deeper
understanding of how Child Health Care nurses (CHC-nurses) perceive their work with the problems of overweight
at the CHC Centers. The aim of this study was to elucidate the CHC-nurses conceptions of their preventive work
with childhood overweight and obesity in Child Health Care.

Method: A qualitative study, based on open-ended interviews, involving 18 CHC-nurses strategically selected from
17 CHC Centres in the southern part of Sweden using a phenomenographic approach.

Results: Two categories of description emerged from the data: (i) Internal obstacles to the CHC- nurses’ work with
overweight in children and (ii) External obstacles to the management of overweight in children. The CHC-nurses
conceived their work with overweight in Child Health Care to be complicated and constrained by several obstacles
depending on the nurses’ personal priorities, knowledge, responsibility and the absence of resources and
cooperation, as well as the lack of uniform guidelines for preventing and managing childhood overweight and
further a deficient management organisation.

Conclusion: Nurses’ attention to monitoring overweight in children, and their initiative for prevention, is based on
their conceptions of the obstacles that hinder them in their efforts. An increased awareness of the CHC-nurses
conceptions of the priorities, their sense of responsibility and prevention practices is warranted. If measures in this
direction are not taken there is a growing risk that overweight children will pass through the CHC without any
formal recognition of their situation. There is an indication that the present level of the CHC-nurses’ preventive
work with childhood overweight has room for improvement in several areas. It is suggested that the specialist
education of these health care professionals should be supplemented and that organisation of the management of
childhood overweight should be also revised at the primary health care level.

Keywords: Child, Nurses, Obesity, Overweight, Perceptions, Preventive work, Primary care, Qualitative research

Background
The worldwide prevalence of childhood overweight and
obesity has increased during the last two decades and is
estimated to affect 60 million children by 2020 [1]. Over-
weight and obesity in adults is associated with several
serious health issues such as cardiovascular diseases and
diabetes which subsequently can lead to an earlier death.
There’s also a growing movement towards the same

negative development among the younger population
[2,3]. In Sweden alone, 17% of the 7-to-9-year olds are
overweight, including 3% who are obese [4]. Data pub-
lished 2009-2010 indicates that the rate of overweight
and obesity among children in Sweden might have
reached a plateau [5,6]. Nevertheless, of today, there
exist no national data covering the incidence of over-
weight and obesity in pre-school children, but there is
some regional data available. The regional data from
Skåne, the southernmost county in Sweden show that in
2011, 10.1% of 4-year-old children had a high BMI level,
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divided into 7.8% overweight and 2.3% obesity. During
the same period the adjacent county of Blekinge
recorded 11.4% overweight and obesity and the county
of Uppsala in central Sweden recorded 11.6%. However,
among the local municipalities in Skåne there is a wide
spread of overweight among 4-year- olds varying from
by 4 to 5 times between them [7].
Moreover, current research continues to emphasise

the need for effective interventions preferably beginning
as early as infancy [1].
Despite the known risks related to childhood obesity

there is a deficiency in the implementation of overweight
prevention within primary care which has resulted in a
situation where younger children with overweight and
those with moderate overweight often pass through the
system unrecognised and without action being taken [8].
CHC in Sweden is free of charge and it is actively of-

fered to every pre-school child [9]. Registered Sick Chil-
dren’s nurses (RSCNs) and District nurses (DNs) i.e.
Child Health Care nurses (CHC-nurses) are placed at
CHC centres to provide preventive care and counseling
for families in general. The role of the CHC-nurses is to
detect and prevent illness and risks to children from birth
to the age of six years [9]. Therefore as most children pass
through the CHC it is a very suitable catchment point for
supporting parents in an active parenting, thereby pro-
moting children’s health, safety and development.
Hence, the focus on the CHC-nurses’ prevention prac-

tices is of great importance since they have the possibil-
ity to recognise a child’s eventual overweight problems
and have the potential to prevent further weight gain
that is caused by an unhealthy lifestyle that leads to
obesity at an earlier stage in life. There are some studies
conducted in the UK and the USA relating to various
other Health Care Professionals’ (HCPs excluding RSCNs
and DNs in CHC), attitudes [10], views [11-13] and beliefs
[14] of managing [10,13], treating [12,15] and preventing
[11,14,15] childhood obesity in primary care. However, to
the best of our knowledge research is scarce about how
CHC-nurses perceive their work with childhood over-
weight at the CHCs.
Raising awareness at the correct level in the Primary

Care Services, of the CHC nurses’ perceptions of the
present methods available for the prevention of child-
hood overweight could shed light on those areas that
need to be addressed. This in turn might enable CHC-
nurses to identify and put forward possible ways of im-
proving their work, at the CHC, in the area of child
overweight. A previous study has shown that paying at-
tention to the CHC-nurses’ conceptions of overweight in
children is important since the nurses’ conceptions
might affect the parent-nurse relationships and thereby
the nurses’ and the parents’ efforts to influence chil-
dren’s weight [16]. The management of younger children

with overweight could be improved by the Primary Care
Management having a better understanding of how CHC-
nurses perceive their work with childhood overweight.
The aim was to elucidate and describe how CHC-

nurses conceive their work involving the prevention of
childhood overweight and obesity in CHC.

Methods
A phenomenographic approach was chosen for the inter-
view study outline. The focus in this approach is on the
variety of human ways of understanding the world around
themselves. The use of interviews is a common way to col-
lect data [17]. Transferred to this study, it means that the
CHC-nurses’ varied ways of understanding preventive
work with childhood overweight at the CHC could be cap-
tured. From the nurse’s individual interview statements
their different conceptions of their work with overweight
children could be identified and formed into categories of
description in an analysis. These categories of description
represent a collective level of the various conceptions [17].

Participants
The professional background of a CHC-nurse is either a
RSCN or a DN. RSCNs are registered nurses with spe-
cialisation in primary health- and medical care for chil-
dren, adolescents and their families, in contrast to DNs
who are registered nurses with some type of specialisa-
tion in primary health- and medical care for children
but with focus on adults and the elderly.
Overall, 91 CHC-nurses were eligible for this study at

26 CHCs, located in four municipalities in the southern
region of Sweden. A strategic selection of both CHCs and
CHC-nurses was made in order to ensure the possibility
of collecting a broad range of conceptions. A total of 17
CHCs were stratified according to their catchment area
in order to get a variation of citizens regarding socio-
economic and ethnic backgrounds. The CHC-nurses were
stratified according to age, gender, nationality, years in
their profession and years in CHC. The professional back-
grounds of the CHC-nurses are RSCNs and DNs with ex-
perience of working with children (0 - 6 years) for at least
one year including children who are overweight.
The decision to stop recruiting further nurses for this

study was taken at the point when no new information
was added and no new conceptions emerged. Finally, 18
CHC-nurses from 17 CHCs constituted the participants
in this study. Two of the participants came from the
same CHC centre. Originally, 19 RSCNs and DNs were
invited to participate, however, one nurse declined due
to a heavy workload. The mean age of the nurses was
51 years (range 32-63 year) with a mean of 11 years
(range 1-29 year) in CHC (Table 1).
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Procedures and data collection
Written agreement to carry out the study was obtained
from the local director of the Primary Health Care who
was personally informed about the study. The respon-
sible manager at each CHC centre was then formally in-
formed about the study by the director of the Primary
Health Care. Further, using a staff list, the first author
initially approached a number of presumptive partici-
pants by e-mail and then two weeks later by telephone.
The interviews were carried out by the first author

from December 2010 to March 2011. All of the inter-
views took place at the offices of the participants during
their working hours. All of the participants were given
written and oral information and were requested to give
their written informed consent after which the inter-
views were performed, digitally recorded and then tran-
scribed verbatim.

Interviews
This study was the second part of an interview study
with CHC-nurses concerning childhood overweight in
CHC. The first part covered the CHC-nurses concep-
tions of childhood overweight [16]. An interview guide
with open-ended questions was developed, relating to
the aim of this study. The introductory question in the
interview was: What is your perception, as a nurse, of
the preventive work against childhood overweight and
obesity in CHC?
The interviews were held in conversation form and de-

pending on the character of the answers, the responses

were explored using further questions. The interview
guide included supplementary questions such as; what
do you mean? Can you clarify? Can you develop your
thoughts? In what way? Can you exemplify? Is there any-
thing you want to add? The median length of the total
of the interviews was 46 minutes, ranging between 26 to
90 minutes.

Data analysis
The analysis was carried out in five-stages using the
phenomenographic approach [18-20].

Stage 1 To ensure that the interviews were transcribed
correctly, the transcripts (n = 18) were all listened to
by the interviewer and read through several times by
three of the authors (GEI, AKD and ACB) in order
to gain an overall sense of the content.

Stage 2 The statements relevant to the study was
identified according to each of the participating
nurse’s different ways of perceiving the preventive
work on childhood overweight and obesity in the
context of CHC. The statements were continuously
compared and sorted into different preliminary
conceptions.

Stage 3 The identified conceptions were then compared
on the basis of their differences and similarities in
relation to each other. The conceptions were
grouped into preliminary categories of description
according to their common features.

Stage 4 The final categories of description were named,
in order to emphasise their essence, based on the
variety of the conceptions included.

Stage 5 At this stage of the analysis the focus shifted to
the relations between the categories of description.
The categories of description was finally scrutinised
to ensure their coherence with the different
conceptions.

Ethical considerations
Approval for the study was granted by the Regional
Ethical Review Board in Lund (Dnr. 2010/694). All of
the interviews were voluntary, and were conducted
according to the Declaration of Helsinki [21].

Results
The main findings elucidating CHC-nurses conceptions
of the preventive work with childhood overweight in
CHC are presented in Table 2. Seven conceptions
formed two categories of description; (i) internal obsta-
cles to nurses’ work with overweight in children and (ii)
external obstacles to the management of overweight in
children. The conceptions in each category of descrip-
tion are described in the following text and are illus-
trated by selected quotes. Each quote represents one

Table 1 Demographic characteristic of CHC -nurses
(n = 18)

Characteristics CHC-nurses (n=) [%]

Gender

Male 1 [6]

Female 17 [94]

Age

30 - 50 9 [50]

51 - 65 9 [50]

Country of birth

Sweden 15 [83]

Other 3 [17]

Professional background

RSCN 10 [55]

DN 5 [28]

DN + RSCN 3 [17]

Years in CHC

1 - 10 11 [61]

11 - 20 6 [33]

21 - 30 1 [6]
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specific interviewee labeled by a numerical code in
brackets.

Internal obstacles to nurses’ work with overweight in
children
In this category, the CHC-nurses highlight their own
perceived ability to adequately manage cases of child-
hood overweight. Their conceptions were related to their
priorities and their approach, their self-perceived know-
ledge about the management of childhood overweight
and the recognition and assessment thereof.

Other priorities than childhood overweight
CHC-nurses conceived that despite an obvious propor-
tion of children with overweight noted within the catch-
ment area of their CHC centre, there are not many
overweight pre-school children passing though the CHC.
According to the interviewees, there are statistics show-
ing a local increase in the prevalence of overweight in
CHC, but this fact does not correspond with the nurses’
clinical experience. According to the nurses interviewed,
the intensity of prevention practices depends on the
prevalence of overweight children passing through the
CHC centre. The interviewees conceived that overweight
is a phenomenon that one often talks about, but how-
ever it is rarely seen at the CHC centres.
The CHC-nurses stated that due to their limited time

and resources, there are other issues that they conceive
to be more important and requiring higher priority than
a child’s overweight. They considered that the prevalence
of overweight and especially obesity at their own CHC
centre is low and thought that possibly the level of con-
cern was considerably higher in other CHC units. The
nurses conceived that CHC centres placed in districts
with a large number of immigrants and refugees have a
greater proportion of children with overweight and obes-
ity. Their conception was that socio-economically better
placed CHC centres do not have any obese children at
all and very few overweight children and parents.
According to the interviewed, the small proportion of
overweight children passing through CHC was not

conceived as being a concern in need of a greater effort
from the nurses or the CHC. The study participants
conceived that the preventive work on childhood over-
weight in CHC is not considered important. Hence, the
CHC-nurses stated that they see each child far too sel-
dom to be able to make a difference that would matter.
One of the problems often mentioned by the inter-
viewees as an important reason for concern is under-
weight, which occurs more frequently and is more
closely associated with illness and disease than is
overweight.

“…if we had a lot of overweight children and maybe
some with diabetes, then maybe we would have made
different priorities and put a larger effort into it. But,
because there only occurs one or another overweigh
child from time to time, I don’t feel it is worth putting
so much energy into it”. (1:11)

Insufficient knowledge regarding the identification and
handling of childhood overweight
The conception of the CHC participants was that they
did not have the skills and the tools to adequately man-
age overweight and obesity in children. CHC-nurses
considered it to be important that they have the specific
skills that are required for their encounters with the par-
ents and children. Most of the participating nurses con-
ceived that their education, as well as their in-service
training lacked sufficient focus on managing childhood
overweight in CHC. They also requested more time and
expertise in prevention practices and training in how to
tackle different situations. They conceived that their
own capacity to influence any negative development of a
child’s weight is limited.

“I can offer to take an extra weight measurement and
such, but I have neither the time nor the knowledge to
do so very much, really”. (1:16)

Major deviations in weight in a child’s growth pattern
over a short time, in combination with parental obesity,

Table 2 CHC-nurse’s conceptions of the preventive work with childhood overweight and obesity in the context of child
health care

Categories of description Conceptions

Internal obstacles to nurses’ work with overweight in
children

Other priorities than childhood over- weight

Insufficient knowledge regarding the identification and handling of childhood
overweight

Differences in nurses sense of responsibility and prevention practices

External obstacles to the management of overweight in
children

Parent’s cooperation-a vital concern

Absence of resources and cooperation with other agencies

Deficient management organisation of childhood overweight

Lack of uniform guidelines
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constituted a basis for concern. However, the CHC-
nurses conceived that there were several difficulties
regarding identifying children with overweight. They
considered that it was obvious when a child was obese,
especially if the child was older, and the child’s over-
weight appearance was clearly recognised as deviant. It
was considerably more difficult to discern overweight
from an acceptable weight, particularly if the child was
younger. The interviewees expressed uncertainty about
the assessment of BMI and most of them did not know
the definitions of overweight or obesity in children.

“No, I haven’t calculated BMI, partly because I don’t
master it well – the BMI in children – and partly
because I don’t know the threshold values. Certainly I
could have looked it up but then I don’t feel
comfortable about informing the parents”. (1:14)

Consequently, the CHC-nurses stated that the BMI-
measurements were rarely considered and that it was
more common that the CHC-nurses simply used their
visual appraisal to determine if a child was overweight
or not.

“… I do not agree with what I see in front of me. The
curves in the chart can show that the children are
proportionate but the BMI shows that they are over
the threshold values /…/ To be honest I have not
bothered to calculate BMI lately. I was very careful at
one time, writing down the value in each chart, but
lately I have not done this”. (1:13)

Differences in nurses sense of responsibility and prevention
practices
The participants considered that the CHCs duty is re-
stricted first and foremost to getting the parents to take
notice of their child’s overweight problem and later giv-
ing the parents the correct and adequate information
regarding healthy diets for their child. The nurses’ con-
ception was that the only prevention strategy a CHC-
nurse can offer is general advice and that no resolute
measures are ever taken by the CHC.
The interviewees conceived that the prevention of

childhood overweight is not solely the responsibility of
the CHC since there are other actors involved. Those
who have the uppermost responsibility for solving a
child’s overweight problem are the parents, and to a cer-
tain extent, society also shares the responsibility. Since
children spend most of their time at pre-school eating
and playing, the participants conceived that, the pre-
schools have a greater responsibility for childhood over-
weight than the CHC. Some of the nurses stated that on
their own initiative, they offered weight assessments of
the children as a follow-up to recommendations

regarding a healthier diet and also a diet diary, to be
kept by the parents, to record their child’s progress. The
participants considered that families with overweight
children were in need of professional guidance such as
that from a; dietician, paediatric clinic and a Child Obes-
ity Unit (COU), and that it was a part of the CHC-
nurses responsibility to give the parents support and
refer the families to the right unit. According to the par-
ticipant CHC-nurses, the few children whose overweight
is recognised at the CHC are rapidly taken care of. They
are preferably referred to either the COU, to the dietician
or to the School Health Care (SHC) once they have started
school. The referral is often preceded by counseling.

“We have referred them to the paediatric clinic
because it has been said that we shouldn’t take care of
overweight children. We are to pass them on”. (1:12)

External obstacles to the management of overweight in
children
This category summarises CHC-nurses conceptions re-
garding insufficient support and cooperation, the defi-
cient management organisation of childhood overweight
and the lack of uniform guidelines.

Parent’s cooperation a vital concern
The participants considered that their role at the CHC is
very important and they also conceived that a condem-
natory approach to informing parents about their child’s
weight status has an impact on how the parents receive
the nurse’s recommendations. Therefore the participants
considered that a good cooperation between the CHC-
nurses and the parents regarding the management of
childhood overweight is essential. However, no matter
how much the nurse informs the parents and how much
the nurse engages herself, it still depends much on what
the parents choose to do with the information they re-
ceive and what they later choose to do about their child’s
weight.

“I can talk and inform, but the step towards doing
something isn’t mine”. (1:7)

The participating CHC-nurses conceived health pro-
motion as a tightrope between motivating parents to-
wards making a positive change and to creating anxiety
and insecurity among them. However, the biggest con-
cern among the nurses who were asked for their percep-
tions concerning their preventive work with childhood
overweight in CHC are those parents who despite their
initially positive attitude ultimately choose to ignore the
nurses’ recommendations and referrals.
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“The Child Health Care has been criticised a lot
lately/…/We have to ask the parents what they think
about the child’s weight issue and listen to their
solutions through mirroring their own thoughts”. (1:15)

Absence of resources and cooperation with other agencies
The participants conceived that there are several obsta-
cles that complicate the nurse’s preventive work with
overweight children in CHC. The nurses considered that
a major flaw is that there is too little cooperation be-
tween the CHC and the COU which severely limits the
CHC-nurses work. Further, dieticians where described as
an important resource but also a resource to which there
was now significantly limited access.

“Sometime we have talked to the dietitian, who replied
that they didn’t have the resources to take care of
overweight children. They had to focus on the allergic
children instead. And the child obesity unit doesn’t
receive children of this age”. (1:2)

The participating CHC-nurses conceived that referrals
issued by the CHC are sometimes rejected by the COU,
due to workload, the child’s age or the lack of severity of
the weight issue. According to the interviewees, this
leaves the CHC-nurses isolated and powerless to deal
with overweight children and their families. They also
noted that they lacked cooperation from the maternity
health care, the COU and the pre-schools regarding this
issue.

Deficient management organisation of childhood
overweight
The participants noted that they considered the manage-
ment organisation for overweight children was ambigu-
ous and insufficient. The participating CHC-nurses
conceived that due to the Primary Health Care unit
managers disinterest in CHC they made no effort to
properly organise the management of the recourses
pertaining to childhood overweight and obesity.

“…the BMI should have been introduced, but nothing
happened and we continued as before. These children
cannot be placed anywhere, anyway”. (1:2)

Moreover, the CHC-nurses conceived that the domin-
ating problems and issues imposed on them by their
superiors demanded too much of their attention and re-
duced the time they had to spend on overweight chil-
dren and their other duties. The nurses considered, that
at the moment, their highest priority regarding the care
of children were, the problems caused by parental smok-
ing, mothers with postpartum depression, parental child
neglect and child autism.

Lack of uniform guidelines
The participants conceived that the lack of uniform
guidelines for the care of overweight and obese children
was a deficiency. Generally, they considered that the
CHCs require an approved list of explicit principles re-
lated to the management of overweight children. They
also conceived that the few guidelines they have are
brief, general and unclear and need to be updated. Some
of the participant nurses stated that they were not aware
of any existing official guidelines regarding the manage-
ment of overweight children in CHC. The participants
all expressed that they conceived that each of their
CHC-colleagues tackled the problem in a different way
due to the lack of uniform guidelines and instructions.
According to the participants, overweight and obesity

prevention practices depend much on the individual
CHC-nurse’s focus preferences which can vary from
moderate attention, for example, making continuous ob-
servations of a child’s diet, physical activity and their
eventual weight development, to taking little or no at-
tention. Eventual nurses’ observations could be followed
with further questions, information or remarks to the
child’s parents about any problem they had observed.
Following their discussions with the parents, nurses
could, according to their own initiative, follow-up a
child’s progress after a couple of months to one year
later, by checking the child’s weight and body measure-
ment or making a diet re-evaluation. However, whatever
they took the initiative to do in each case was not the re-
sult of any specific official guidelines. According to the
interviewees, in these cases they carried on in spite of
no existing guidelines.

“Actually, it isn’t included in the base programme to
take them back. Because then there would be
opportunities to bring them here, actually – I did so
with one child when the family refused to go to the
child obesity unit. They came to me once a month and
we just took the child’s weight each time. Just this little
made a difference to this girl’s weight. It reduced a
little – when someone watched it”. (1:4)

Discussion
Summary of the main findings
The results of this study present how CHC-nurses’ con-
ceive the preventive work with childhood overweight
and obesity with a wide variation of obstacles affecting
their work. To summarise, CHC-nurses conceptions
were related to perceived obstacles to their work with
childhood overweight which are divided into two main
aspects; (i) conceptions related to internal factors de-
scribed as the way nurses make priorities, take responsi-
bility and their lack of knowledge. The second aspect
(ii), involves conceptions related to external factors
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described as the absence of resources and cooperation, a
deficient management organisation related to the handling
of childhood overweight in CHC and a lack of uniform
guidelines. The descriptions that emerged highlighted im-
portant issues which can negatively affect the preventive
work with childhood overweight in CHC.
This area has been previously explored amongst vari-

ous health care professionals but, to the best of our
knowledge, has not been conducted specifically related
to the CHC-nurses conceptions of the activities sur-
rounding the prevention of childhood overweight and
obesity in CHC. Our finding is partly supported by pre-
vious research dealing with different health care profes-
sionals’ beliefs and knowledge related to preventing and
treating childhood obesity [10-15], discussed further
below.

Priorities, knowledge and responsibility
This study shows that CHC-nurses conceived that it is
their duty to raise the issue of a child’s overweight with its
parents; however, it is mainly the parent’s responsibility to
deal with the problem. Similar findings are presented by
Walker et al., [12], who describe general practitioners
(GPs) and family practice nurses unwillingness to accept
the responsibility for the problems of obesity in children
due to the difficulties involved in this issue.
Additionally, Redsell et al., [14] reported a low level of

concern among health care professionals dealing with
young children who may be at risk of developing obesity
and that GPs and nurses were not consistently
recognising overweight and obesity in younger children.
Further, they reported there was a lack of terminology,
training and guidance, which made the prevention of
overweight among children difficult. This is in line with
our findings showing that CHC-nurses perceived their
knowledge and skills on the subject to be insufficient.
The CHC-nurses in the current study expressed their
limited knowledge of handling childhood overweight
and their ability to make correct assessments. Moreover,
most of the CHC-nurses participating in this study had
difficulty in differentiating between overweight and obes-
ity. They were unable to define overweight or obesity in
accordance with any specific reference and rarely used
the BMI scale for respective age or monitoring those
children at risk for obesity. Instead, they used growth
charts, weight status and their own visual estimate to de-
fine a child’s possible overweight. Turner et al., [13] de-
scribe the practitioners own skills and motivation as
being barriers as do Story et al., [10] who show that self-
reported low proficiency in counseling-related skills are
barriers to the management of childhood obesity which
is consistent with our findings.
Our results are further supported by Larsen et al., [11]

who show that despite awareness of childhood obesity

prevention guidelines, most nurses do not regularly use
BMI for respective age or monitor those children at risk
of obesity. This is likely to affect their ability to identify
this category of children and their own perception of the
magnitude of the problem. According to O’Brian et al.,
[8] this might lead to the risk of generally lower recogni-
tion of the problem of childhood overweight resulting in
under treatment.
There is a contradiction in this study, where nurses

state that they see no prevalent problem of overweight
in their districts while at the same time pointing to
number of obstacles hindering them being able to deal
with the problem. After comparing the regional data on
4-year-olds with overweight [7] with the nurses’ percep-
tions of the prevalence of the problem the authors con-
clude that there is a lower recognition of childhood
overweight at the CHCs. Another explanation for this
apparent contradiction could be the nurses´ ability to
perceive the magnitude of the problem at their district
[16] or that they simply ignore the situation due to
workload.
Klein et. al., [22] indicate that training, time and

resource limitations affect the use of the BMI-percentile
by pediatricians and suggest that the awareness of
national guidelines might improve the prevention of
obesity, as they would recommend the use of the BMI-
percentile. This would also be a useful tool for the CHC-
nurses in their work with overweight children.

Lack of resources and cooperation
Our study shows that nurses working with overweight in
CHC conceive that they are left alone by the Health
Care system, to deal with this concern, which is a
perplexing situation. This is in line with a study by
Brown et al., [23] indicating that primary care nurses re-
quire proper support from the Health Care system in
the practice of dealing with obesity in adults. Our find-
ings also show that the cooperation between the CHC
and the Child Obesity Unit is limited and it is sought-
after by the nurses. Furthermore, the participants in this
study noted that there was a lack of cooperation be-
tween the CHCs and the maternity care and pre-schools
in this field which is supported by Chamberlin et al.,
[15] implying the need for developing collaboration with
other actors who can have an impact on the treatment
of childhood obesity.
Another important concern brought forward in our

study was that regarding nurses having to relying on par-
ent’s cooperation to help their children with the problem
of overweight. The CHC-nurse participants´ conception
was that, on the first hand, it is the parents and the pre-
school personnel who have the prime responsibility to
monitor children at risk for overweight The CHC-nurses
considered it very important that the parents take on the
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responsibility and follow through the recommendations
they are given. This finding is in line with a study by
Walker et al., [12] who show that although the GPs and
the family practice nurses recognise the importance of
the family’s role in solving the issue, they would rather
pass on the responsibility to the parents although in fact
the parents may be unwilling or unable to accept this
responsibility.
The results in this study are to some extent supported

by Turner et al., [13] who show that the lack of expertise
in how to treat overweight, resources and limited time
were barriers, as well as the level of health care contact
with children. Limited time for appointments and the
rare prevalence of primary school children visiting a sur-
gery were also restrictions to their dealing with child-
hood overweight according to the GPs and family
practice nurses involved.
Further, current study shows that families ignore the

nurses’ referrals. Turner et al. also commented that
according to the GPs and nurses in their study, most of
the patients that were offered follow-up appointments
did not return [13]. Some GPs and family practice
nurses describe primary care as an unsuitable treatment
setting for childhood obesity. Even those who didn’t
agree with this had doubts about the possibility to re-
duce a child’s obesity using some kind of treatment [13].
The main findings of this study show that despite the

negative nature of the conceptions of the participants
they have a positive attitude towards the prevention of
obesity. The participant CHC-nurses asked for more
education, increased cooperation with other actors and
clearer guidelines, which indicate that there might exist
awareness among them of their own limitations. The
participants point to a lack of guidelines, but nurses are
individuals with professional independence, however,
they need to learn how to utilise international research,
which they all have access to through the internet at
their workplace. According to the CHC nurses, what is
missing is time. The recommended base programme for
the CHC centres in Sweden is considered by the CHC-
nurses as being static, but they have the possibility and
the freedom of action to customise it to the individual.

Methodological considerations
The present study has both strengths and limitations.
This interview study used a phenomenographic ap-
proach conducted in the specific field of the prevention
of childhood overweight and obesity in primary care.
Findings generated from phenomenographic research
have educational relevance [24] as they can assist the
disciplines of nursing by adding knowledge about varia-
tions in how the prevention of overweight is experienced
in CHC [19]. Perceptions of a phenomenon can affect
the behavior of both the health care personnel [16,20]

and parents [16]. Content-related descriptions of a
group of professionals’ perceptions of the prevention of
overweight in CHC are a resource for enhancing aware-
ness [19].
From a gender perspective there is a limitation in that

the number of male CHC-nurses in the southern part of
Sweden is low. However, all those eligible took part in
this study, which can be seen as a strength. The profes-
sional and gender aspects might have an influence on
the findings of this study, but to the best of our know-
ledge there are, to date, no studies conducted that com-
pare these two aspects in the same study.
The 18 CHC-nurses in this study were from 17 differ-

ent CHCs, covering those areas where the problem of
overweight is reported. The CHCs included were situ-
ated in both well-to-do and poorer areas and the CHCs
differed in their composition of RSCNs´ and DNs´ as
well as in the number of employees per unit. They all
had the same local director but each had their own re-
sponsible clinical manager. This should not have
influenced the findings, as they all have the same general
guidelines for CHC. However, our findings show individ-
ual differences among the nurses which can be
interpreted as a result of unclear guidelines and lack of
education focusing on preventive work among over-
weight children. Larsen et al., [11] showed in a study
concerning childhood obesity, that there exist differences
regarding specialty, practice setting and awareness of the
prevention guidelines. These differences were found be-
tween advanced family nurse practitioners and advanced
paediatric nurse practitioners working in primary family
care or primary paediatric care settings. However, the
findings of the present study might be transferable to
similar contexts in CHC as the sample of the profession
represents all nurses employed at CHCs exclusively, and
the sample of CHCs represents both urban and rural
areas, including those with a large number of immigrants.
The semi-structured interview is the preferred method

of data collection in phenomenographic research [25]. In
the interview situation it is of value that the interviewer
obtains a clear understanding of how the informants
understand the phenomena in focus [18]. In this study
the participants spoke freely and had a positive attitude
toward the interview. The duration of the interviews
may have been affected due to the fact that the inter-
views were held at the CHC-nurses work place and
there were sometimes time restraints due to the
nurses’ involvement in their work. Following the inter-
views all but one of the nurses noted their satisfaction
with their contribution and had nothing more to add.
One participant wished to continue the interview as
there had been interruptions and the nurse felt the
interview to be unfinished so the interview was com-
pleted the next day.
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The relationship between the empirical data and the
findings of a phenomenographic study is the core ques-
tion of credibility. By providing the reader with excerpts
from the interviews, the relevance of the categories is
supported [18]. This was done by the presentation of in-
dividual quotes in this study. Further, to strengthen the
validation and trustworthiness of the study, the findings
were continuously discussed back and forth between the
authors during the analysis until a high degree of inter-
subjective agreement was reached [18].

Conclusion
The nurse’s conceptions of their role and their work,
along with their knowledge of overweight and existing
guidelines at the CHC affects their dedicated time and
their priorities. The participating CHC nurses conceive
themselves to be professionally unprepared to manage
childhood overweight, which can result in their failure
to recognise cases of overweight among the younger
children in their care.
Absence of resources and the deficient management

organisation of the primary health care impede the pre-
vention of childhood overweight at the CHC and the
participating CHC-nurses request more cooperation
from all those instances who are involved in these chil-
dren and their families.
This area of research is still unexplored and to the best

of our knowledge this is the first study conducted in-
volving CHC-nurses conceptions of the prevention of
childhood overweight in CHC. This study adds the con-
ceptions of the CHC-nurses to the accumulated know-
ledge of the perceptions of Health Care Professionals
regarding the prevention of childhood overweight.

Implications for research, practice, education and
organisation
Nurses should be aware of the impact of overweight and
obesity even among the younger population. There exist
knowledge gaps in the education of specialist nurses in
child health care and there is a need to supplement their
education. There should be greater focus on childhood
overweight in the education of RSCNs and DNs, includ-
ing further education in CHC regarding the CHC-nurses
’ role and responsibility including their contact with the
parents. The CHC-nurses need to enhance their ability
to observe and take action earlier, that it is to say, before
the children reach school-age.
Time, outside the base programme for CHC nurse’s

standard duties should be allocated at an early stage to
those families with children at risk for obesity. The man-
agement of childhood overweight should be developed
in the primary health care in order to update and coord-
inate the work of the health care professionals involved.
Overweight requires the attention of all the involved

authorities and it is suggested that there is a need for
enhanced cooperation throughout the whole health
care chain from the Maternity Health Care to the Child
Health Care, the School Health Care and the Child
Obesity Unit, as well as the Paediatric Clinic in order
to meet the goal of a healthier population. The prob-
lems involving childhood overweight should therefore
be recognised as a priority in CHC and the primary
health care.
This study indicate that there is a need for further re-

search that unravel the CHC-nurses somewhat ambigu-
ous perception of overweight and obesity in younger
children.
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