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Appendices: Appendix 7 

Appendix 7. Feed-back poster presentation  

 
  

Background:  

Feed$back:*
An*e$resource*for*child*weight*management*

Please try the e-resource and offer your  
comments and suggestions. Thank you. 

Carol Raaff – mcxcar@nottingham.ac.uk  
Paediatric Dietitian – Child weight 
management, Staffordshire and Stoke on Trent 
Partnership NHS Trust 

 

PhD Researcher –  
Division of Psychiatry 

and Applied Psychology, 

University of Nottingham 

There are calls to innovate weight 
management interventions. 
Technology used to enable and 
enhance face-to-face consultations 
with dietitians offers a fresh 
perspective.    

Future plans:  
To evaluate: 

•  Potential to improve child-dietitian 
communication within child weight 
management consultations 

•  Effects on treatment outcomes 

What is your feedback?  

!
!
!
!
!
!
!
!
!

!
!
!
!
!
!
!
!
!
!
!
!

!
!
!
!
!
!
!
!

Design:  

Four interactive sections:  

• Time to Think – Discussion-openers, 
i.e. what being a healthy weight means, 
barriers to change, etc. 

• Eat Well – The Eatwell Plate and how 
the child’s diet compares 

Purpose:  
Feed-back is an electronic visual aid, 
to provide scaffolding for 
communication. Intended use: 
•  Overweight 7 to 11-year-olds 

•  Dietitians (potentially other 
relevant health professionals) 

•  One-to-one appointments 

•  Tablet device (preferable), PC or 
laptop 

•  In Balance –  
Explains  
Energy 
balance  
and the  
concept of  
calories 

 

 

 

 

•  Growth 
and BMI – 
Links BMI 
and 
change  
in body 
shape  
over time 

http://dietitian-feed-back.weebly.com 
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Appendix 8. Systematic review search terms (Chapter 

Two) 

Ovid MEDLINE(R) 1946 to April week three 2012 search strategy 
 
1. (appointment$ OR consultation$).tw,kf 
2. Health Communication.sh 
3. (health ADJ3 communicat$).tw,kf 
4. OR/ 1-3 
5. (e-communicat$ OR ecommunicat$).tw,kf 
6. (e-health OR ehealth).tw,kf 
7. electronic$.tw,kf 
8. virtual.tw,kf 
9. Virtual Reality.sh 
10. (virtual ADJ reality).tw,kf 
11. (Hypermedia OR Multimedia).sh,tw,kf 
12. animation.tw,kf 
13. ((information ADJ technolog$) OR IT).tw,kf 
14. (Decision Making, Computer-Assisted OR Therapy, Computer-

Assisted).sh 
15. (computer ADJ (assisted OR based OR mediated)).tw,kf 
16. (Computers OR Computers, Handheld).sh 
17. (computer$ OR (hand ADJ held ADJ3 computer$) OR (handheld ADJ3 

computer$)).tw,kf 
18. (mobile ADJ communic$).tw,kf 
19. ((personal ADJ digital ADJ assistant) OR pda$ OR (pocket ADJ pc) OR 

(pocket ADJ computer$)).tw,kf 
20. ipad$.tw,kf 
21. Internet.sh,tw,kf 
22. World Wide Web.sh 
23. ((world ADJ wide ADJ web) OR www OR website$ OR (web-site$) OR 

(web ADJ based) OR (web-based) OR webbased).tw,kf 
24. Online Systems.sh 
25. (online OR on-line OR portal).tw,kf 
26. Compact Disks.sh OR CD-I.sh OR CD-ROM.sh 
27. ((cd ADJ rom$) OR cd-rom$ OR cdrom$).tw,kf 
28. Software.sh,tw,kf 
29. (interactive ADJ3 (technolog$ OR application$ OR program$) OR 

ITA).tw,kf 
30. Video Games.sh 
31. ((video OR computer) ADJ game$).tw,kf 
32. (wii OR nintendo).tw,kf 
33. OR/ 5-32 
34. Pediatrics.sh 
35. (p*ediatric OR p*ediatrics).tw,kf 
36. Child.sh,tw,kf 
37. (children OR childhood).tw,kf 
38. OR/ 34-37 
39. (Diet OR Diet Therapy OR Nutrition Therapy).sh 
40. (diet$ OR nutrition$).tw,kf 
41. (Health Education OR Patient Education as Topic).sh 
42. (health ADJ education).tw,kf 
43. Health Promotion.sh 
44. ((health ADJ promotion) OR (promot$ ADJ health)).tw,kf 
45. Patient Participation.sh 
46. exp Patient Compliance.sh (includes Medication Adherence/) 
47. Motivation.sh 
48. motivat$.tw,kf 
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49. exp Attitude to Health.sh (includes Health Knowledge, Attitudes, 
Practice/, Patient Acceptance of Health Care/) 

50. Self Efficacy.sh 
51. (self ADJ efficacy).tw,kf 
52. (health ADJ competence).tw,kf 
53. Health Behavior.sh 
54. ((health ADJ behavi*r$) OR (chang$ ADJ3 behavi*r$) OR (behavi*r$ 

ADJ3 change$)).tw,kf 
55. exp Self Care.sh (includes Blood Glucose Self-Monitoring/, Self 

Administration/ and Self Medication/) 
56. (self ADJ manag$).tw,kf 
57. exp Patient Satisfaction.sh (includes Patient Preference/) 
58. OR/ 39-57 
59. Randomized Controlled Trial.sh 
60. Randomized Controlled Trials as Topic.sh 
61. (randomized controlled trial).pt 
62. (controlled clinical trial).pt 
63. Random Allocation.sh 
64. Double-blind Method.sh 
65. Single-blind Method.sh 
66. OR/ 59-65 
67. Animals.sh NOT Humans.sh 
68. 66 NOT 67 
69. (clinical trial).pt 
70. exp Clinical Trial.sh (includes Clinical Trial, Phase I/, Clinical Trial, 

Phase II/, Clinical Trial, Phase III/, Clinical Trial, Phase IV/, Controlled 
Clinical Trial/, Multicenter Study/ and Randomized Controlled Trial/) 

71. Case-Control Studies.sh 
72. (clin$ ADJ25 trial$).tw,kf 
73. ((single OR double OR triple OR treble) ADJ25 mask$).tw,kf 
74. Placebos.sh 
75. (placebo$ OR random$).tw,kf 
76. Research Design.sh 
77. OR/ 69-76 
78. 77 NOT 67 
79. 78 NOT 68 
80. (Comparative Study OR Evaluation Studies OR Follow-Up Studies OR 

Prospective Studies).sh 
81. (control$ OR prospectiv$ OR volunteer$).tw,kf 
82. intervention$.tw,kf 
83. OR/ 80-82 
84. 83 NOT 67 
85. 84 NOT (68 OR 79) 
86. 68 OR 79 OR 85 
87. 4 AND 33 AND 38 AND 58 AND 86 
88. limit 87 to yr=1990-2012 
89. exp Schools.sh (includes Schools Medical/, Schools Nursery/ and 

Universities/) 
90. Vocational Education.sh 
91. 88 NOT (89 OR 90) 
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Appendix 9. Semi-structured telephone interview 

schedule (Chapter Three) 

Aim 1: To explore experiences / views / opinions on communicating 
directly with 7 to 11 year old children and the degree to which they involve 
children in the structure of paediatric weight management appointments. 
 
Aim 2: To explore resources used with children and families, who the 
resources target and views on suitability / usability of these resources. 
 
1. Introduction 
 
General introduction 
• Is it convenient to talk? / Have I caught you at a good time? 
• Is this a good line?  Can you hear me clearly? 
 
Personal introduction 
• Paediatric dietitian and PhD researcher 
 
Recap purpose of the study and what will happen in this interview: 
• Experiences and views on communicating with preadolescents and 

resources that you may use with these children 
• Interview will be recorded and then transcribed.  Identifying data will 

be removed and stored in a password-protected file.  I will be making 
brief notes during the course of the interview 

• Last about 30 minutes.  Is there a set time that you need to finish by? 
• Do you have any questions about the study or this telephone interview? 
• Would you mind if we started the interview? 
• Please feel free to stop me or ask me to clarify questions as we go 

along 
• I am going to switch the dictaphone on now 
 
Start recording 
 
2a. Demographic information – general 
 
• Would you mind if I asked you some questions about your professional 

role and paediatric experience? 
…to begin with… 
- Which area of the country do you work in? 

England Wales  Scotland Other 
 

- What year did you qualify in? 
 

- How long have you been working in paediatrics? 
 

- How long have you been working with overweight children? 
<1 y  1-3 y  4-6 y  7-10 y  >10 y 

 
- Job title? 

Dietitian or dietetic assistant? 
 

- No. hours that you work in paediatrics each week? 
 
2b. Demographic information - your child weight management 
service 
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The next few questions are about how child weight management fits into 
your work role and the context for the service you provide. (I appreciate 
that your answers may be fairly generalised.) 
• Can you tell me a little bit about your child weight management 

service? 
- On average, how many 7 to 11 year olds do you see each week? 

<1 1 or 2 3-5 6-10 10-20 >20 
- Do you see children (and their families) in individual appointments? 
- Do you also see children in group sessions? 
- What proportion of your time would you say you spend on individual 

appointments (with children their parents/families) and what 
proportion do you spend in group sessions? 
 

3. Talking to 7 to 11 year old children and their families 
 
…within one-to-one appointments with children (with or without their 
parents)… 
• What is your experience of involving 7 to 11 year olds in an 

appointment? 
- When does it work well? 
- When does it not work well? 
- Is it practical? 
- Is there anything that you find particularly difficult? 
- Are there any barriers? 

 
• How do you involve children in conversations? 

- Do you find certain words or phrases helpful? 
- Do you use visual aids or information leaflets to explain concepts? 

• If you were to think of a ‘typical’ appointment with an overweight 
child…can you tell me how you tend to divide your time between the 
child and his/her parents? 
- Who do you get your information from? 
- Who do you direct your questions at? 
- Who do you tend to direct diet-related advice to? 

 
4. Resources that you use to communicate with children and their 
families 
 
Thinking about a ‘typical’ appointment… 
• Do you tend to use visual aids, information sheets, food models or 

diagrams to gather or convey information 
• Could you describe or possibly even name some of the resources you 

find helpful? 
- Who do you tend to use them to communicate with? Children or 

parents or both? 
e.g.: Gather lifestyle information, e.g. food diaries, activity diaries? 

Clarify information, e.g. food portion size illustrations or 
descriptors? 
Meal or snack ideas? 
Drinks? 
Action plan? 

• Can you put your finger on what makes a resource useful? 
• Are there any that you have used that you have found less helpful? 

Why? 
• Who do you hope will read or look at the information you give out?  

Who do you think actually reads it? 
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5. Closing questions 
 
• Are you satisfied with how much you involve children during their 

appointments? 
• In your opinion, could anything make diet-related conversations with 7 

to 11 year old children easier, better, smoother, more productive? 
• We have come to the end of the questions.  Is there anything else you 

would like to add? 
• We are planning to develop a multimedia communication tool for this 

group of children.  Would you like to provide feedback on it once it has 
been developed? 
 

6. Thank you for your time 
 
These interviews will help to shape an online survey.  If you have the time, 
it would be helpful if you would fill it in.  Thank you so much for your time. 
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Appendix 10. E-flier invitation sent to potential 

participants (Chapter Three) 
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Appendix 11. Dietitian participant information sheet 

(Chapter Three) 

 

Talking with key stage 2 (7 to 11 year old) overweight or obese children 
about diet: the views of dietitians and dietetic assistants 
 
Investigators: 
Mrs Carol Raaff, paediatric dietitian and researcher 
Prof Cris Glazebrook, Professor of health psychology 
Prof Heather Wharrad, Professor of e-learning and health informatics 
 
Healthy Volunteer’s Information Sheet 
 
You are being invited to participate in a research study. When considering 
whether or not to participate in this study, it is important that you 
understand why this research is being done and what it will involve. Please 
ask the investigator, Carol Raaff, any questions or queries you might have. 
Thank you for your interest in this study. 
 
Background 
 
Part of the dietetic role in child weight management involves promoting 
and supporting dietary behaviour change.  Communication skills are at the 
heart of facilitating this change.  However consultations with children can 
be particularly tricky.  This research seeks to explore the range of 
professional approaches and views concerning how to engage primary 
school-aged children about diet.  It will also explore the resources that 
dietitians and dietetic assistants have to support this communication and 
their ideas for improvement.  The findings will contribute to the design and 
development of a universally available, innovative interactive resource 
designed for child weight management consultations and suited to a 
variety of dietitian/dietetic assistant communication styles and approaches. 
 
What does the study involve? 
 
This research consists of two phases; telephone interviews followed by an 
e-survey.  Eligible dietitians and dietetic assistants are invited to take part 
in either a telephone interview, or the online survey, or both.  The content 
of this information sheet relates to the first phase of the study – telephone 
interviews. 
 
Eligible dietitians and dietetic assistants are invited to take part in an 
individual telephone interview with the researcher at a mutually convenient 
time.  Each interview will last approximately 30 minutes.  The conversation 
will be recorded and transcribed.  All identifiable data will be removed from 
the transcript.  Data from these interviews will inform the questions in an 
online survey to be advertised within the next couple of months. 
 
We are very grateful for your interest and we would value your views. 
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Why have you been chosen to take part? 
 
BDA Paediatric Group and DOM UK members are being contacted because 
we would like to find dietetic health professionals involved in child weight 
management.  Any of your colleagues (whether they are specialist interest 
group members or not) who meet the inclusion criteria are also invited to 
take part in this study. 
Inclusion criteria: 
 
• Dietitians or dietetic assistants who talk with overweight or obese 7 to 

11 year old children about dietary behaviour change.  This may form a 
minor or major part of the role. 

 
• At least some child weight management consultations take place within 

the context of an individual or one-to-one appointment (with or without 
parents/carers). 

 
Do you have to take part? 
 
It is up to you to decide whether or not to take part. If you do decide to 
take part: 
 
1. Please keep this Information Sheet (save it electronically or print a 

hardcopy) 
 
2. Complete the Consent Form by clicking on 

http://www.surveymonkey.com/s/DietTalk (this link will redirect you to 
SurveyMonkey®). 

 
3. If you would prefer a hardcopy of the consent form, or you would like 

further information, please email Carol Raaff on 
mcxcar@nottingham.ac.uk or 
07758 3817069. 

 
You are free to withdraw at any time without giving a reason. 
 
What is something goes wrong? 
 
If you have reason to complain about this study, complaints should be 
addressed in the first instance to Prof Cris Glazebrook (Professor of Health 
Psychology, Institute of Mental Health, Jubilee Campus, Triumph Road, 
Nottingham NG8 1BB).  If the matter remains unresolved, you may also 
contact the University of Nottingham Medical School Ethics Committee 
Secretary: Louise Sabir, Division of Therapeutics and Molecular Medicine, D 
Floor, South Block, Queen's Medical Centre Campus, Nottingham University 
Hospitals, Queen’s Medical Centre, Nottingham NG7 2UH. 
 
Will my taking part in this study be kept confidential? 
 
In accordance with the Data Protection Act (2000), all personal and 
identifiable information that is collected about you during the course of this 
research will be stored in a database that is password protected and strictly 
confidential. 
 
It should be noted that personal details are being collected via an online 
form and, while SurveyMonkey® offers data security, there is always the 
risk of intrusion by outside agents, i.e. hackers, and therefore the 
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possibility of your details being viewed by others.  You may prefer to 
contact the researcher (contact details below) to arrange for the Consent 
Form to be posted or emailed to you, and to provide your personal details 
by telephone or other means. 
 
What will happen to the results of this study? 
 
Data from the telephone interviews will be used to finalise the questions of 
the second phase of this research (the e-survey), and to design and 
develop an interactive resource that will be shared with the Paediatric 
Group and DOM UK members in 2013.  Data will also be written up and 
submitted to a peer review journal and presented as part of a PhD thesis. 
 
Who has reviewed the study? 
 
This study has been reviewed and approved by The University of 
Nottingham Medical School Ethics Committee. 
 
Further Information: 
 
If you would like to find out more about the study, please contact: 
 
Carol Raaff 
Paediatric dietitian and researcher 
mcxcar@nottingham.ac.uk 
07758 3817069 
 
Thank you for your time. 
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Appendix 12. Codebook for scoring interviews with 

paediatric dietitians on their views about talking to 

overweight 7 to 11 year old children (Chapter Three) 

Background 

This codebook has been developed following the qualitative analysis of data 
from semi-structured telephone interviews with paediatric dietitians who 
offer advice within the context of individual appointments to overweight 
and obese preadolescent children and families. 
 
The interviews aimed firstly to understand dietitians’ experiences and 
opinions on talking to 7 to 11 year old children, and the degree to which 
these clinicians tend to involve children in child weight management 
appointments.  Secondly, the interviews intended to explore the 
educational resources these health professionals use within consultations to 
support diet-related behaviour change, whether these resources are 
targeted at the child or the parent(s) and the clinician’s views on the 
suitability of these resources to support communication. 
 
Each of the 18 interviews lasted between 17 and 45 minutes 
(mean=31.24±7.51).  Verbal data were recorded and then transcribed 
verbatim.  The recording equipment failed during one interview, resulting 
in an inaudible data file.  Data from this interview was excluded from the 
analysis.  On all of the remaining transcripts, the interviewer’s interjections 
were captured in square brackets in regular font [].  Additional text has 
been added to some extracts to provide context or clarity, all of which were 
based on previous data within the interview, such as questions or previous 
statements.  These additions appear in italics within square brackets [].  
For example: 

“I would like to [use food models], but I don’t…” 
 
Sections of some extracts have been removed, as they detract from the 
essence of the excerpt, or they evidence a separate theme.  In both cases, 
this is indicated by the phrase in italics: [deleted section]. 
 
Half (n=8) of the 17 dietitians, included in the analysis, had qualified in the 
past five years.  Four study dietitians had been qualified for between 27 
and 30 years.  These dietitians had generally started to work with 
overweight children and their families when they had started to specialise 
in paediatrics.  Most (n=11) had begun practising in child weight 
management within the past five-years; of these, one dietitian was newly 
qualified and four had less than two-years of experience in this speciality.  
Four of the participants had worked with overweight children and families 
for more than 10 years. 
 
Six themes have emerged through inductive analysis of the data.  A brief 
overview of each theme has been provided, followed by more detailed 
descriptions and examples of their related subthemes. 
 
Theme 1 - Childhood obesity is a complex condition to treat 
 
Childhood obesity i 
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s complex for dietitians to treat because of its sensitive nature.  Children 
may feel awkward or embarrassed.  Guilt, combined with a lack of the 
necessary parental skills and knowledge, often leaves parents unsure of 
how to manage the reality of the situation at home.  Dietitians are 
presented with, and expected to deal with, these complex issues within the 
time-constraints of an appointment. 
 
Subtheme 1a: Subject matter and situation are sensitive 
 
Description – Childhood overweight and obesity is a sensitive subject for 
the child, the parent, and/or the dietitian. By extension an appointment, in 
which child weight management is discussed, can be awkward. 
 
Look for – References to the child, parent or dietitian feeling awkward or 
embarrassed within the appointment.  Simply attending the appointment 
may be difficult, or the discussions themselves may be uncomfortable – for 
the dietitian to raise, the parent to hear, or the child to engage with.  
Sensitive issues such as weight-related bullying are raised, and attempts to 
‘avoid upsetting’ or ‘psychologically harming’ the child, or not wanting the 
child to hear (or perhaps understand) aspects of the conversation between 
the dietitian and parent are also described.  Some dietitians describe the 
situation within such an appointment as ‘difficult’, implying a lack of 
confidence, or suggestions that they would appreciate further training in 
how to manage these appointments.  Dietitians attempt to refer to 
childhood obesity sensitively, choosing to use more culturally acceptable 
words to describe overweight or obesity.  Some dietitians sidestep the 
issue by talking about the child being ‘ above a healthy weight’, or how tall 
the child is.  It includes phrasing information in a ‘positive’ way, as an 
acknowledgement that weight management can be difficult for the child. 
 
Example –  “…like if they [children] are…whether they are more, um, 

embarrassed about their weight [yes].  For those older ones, 
near age 11, and they really don’t want to talk about it.” 

 
Exclusions – Extracts relating to a general lack of child willingness to 
communicate, or take part, in the conversation, without mentioning 
feelings of awkwardness or embarrassment. 
 
Example –  “And then, like, you get other children, and you just…there is 

nothing…and you will challenge and motivate the change and 
they put up quite a few barriers to parents when they make 
the changes.” 

 
Subtheme 1b: Parental skills affect treatment 
 
Description – Parental skills, such as parenting, education and general life 
skills, are an important consideration when treating children who are 
overweight, affecting the information given and the approach used within a 
child weight management consultation. 
 
Look for – Extracts describing discussions relating to parenting: parenting 
issues, positive parenting, or a lack of parenting skills.  Parenting need not 
be mentioned, but there may be references to the need to deal with 
boundary-setting or parental disciplining of children.  Parental knowledge 
and understanding of the situation; the dietitian describing a lack of 
parental awareness of the part they have played in their child becoming 
overweight and therefore their role in managing their child’s weight.  Also 
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included are allowances the dietitian needs to make when providing 
information to parents; taking into account varying levels of parental 
education, parental literacy levels, English-language skills, parental 
learning difficulties, and cooking skills.  All of these determine not only the 
information that is provided to parents, but also the way in which it is 
communicated to them. 
 
Example –  “…a lot of the stuff that we talk about with the parents is 

about parenting styles [yes] and setting boundaries…” 
 
Exclusions – References to parental support (or lack there of) for the 
child’s involvement in the conversation, or the level of parental 
participation in the conversation. 
 
Example –  “…I would say that if parents, um, were quite dominating… 

[deleted section] …some parents are laid back and they want 
the child to take the onus on them…” 

 
Subtheme 1c: More satisfactory dietetic treatment requires more time 
 
Description – Additional appointment time, either longer appointments or 
extra appointments, would benefit dietetic management of childhood 
obesity. 
 
Look for – The dietitian having changed treatment practice due to time 
pressures, or wishing to change their practice to be more effective but 
restrictions on time preventing them from doing so.  Indications that 
involving the child more in the consultation takes more time, and mentions 
of wanting to use different resources or to ‘do more’ but time being the 
prohibitive factor.  Dietitians also tend to feel that there is a lack of time 
within the typical consultation and more could be done to help children and 
families if more appointment time was available. 
 
Example –  “…it’s frustrating having only half-an-hour [mmm].  I…I think 

an hour would be much more realistic [mmm] to be able to do 
a full assessment [yes] and really get more out of that 
appointment really, and also I would prefer to have half-an-
hour for a follow-up to be honest.” 

 
Exclusions – Extracts that have no reference to time, or lack of time 
within the appointment, even if they refer to the complexity of the 
situation. 
 
Example –  “…‘cos I find it quite an involved process… [deleted section] 

…because a lot of the issues that underlie the obesity are quite 
complex and need quite a lot of unpicking.” 

 
Theme 2 - Variability of dietetic communication approaches to the 
child weight management consultation 
 
Dietitians tend to either try to communicate directly with the child, mainly 
with the parent, or with both the child and their parent in a form of 
partnership. 
 
Subtheme 2a: Dietitian aims to communicate with the child directly 
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Description – The dietitian aims to focus on the child, during the 
appointment, and involve the child in the conversation as much as 
possible. 
 
Look for – References to focussing on the child, aiming to engage the 
child, directing the conversation to the child, and having child-led 
appointments or conversations.  Since these are exchanges between a 
dietitian and a child aged between 7 and 11 years, despite the emphasis 
being placed on child involvement, certain details discussed with the child 
may need to be checked with the parent, such as agreed goals or actions.  
Checking, and ensuring, that the child understands the purpose of the 
appointment, and the content of the conversation, is also important. 
 
Example –  “…I think it’s important that the child is sort of focussed on the 

consultation, really.” 
 
Exclusions – Examples of how the child is involved in the conversation, 
such as building rapport, including the child in the conversation from the 
outset (or references to beginning the appointment by talking to the child), 
and utilising resources as the basis for the conversation, are not included in 
this subtheme. 
 
Example –  “Um, at the start…initially…asking them [the child], um how 

they feel about either being there, are they aware of why 
they’ve been referred [mmm] and what their feelings are 
really, about their…their weight before – cough…sorry – before 
we even ask the parent, um, why they are there.” 

 
Subtheme 2b: Dietitian communicates with the parent and child in  
partnership 
 
Description – The dietitian tries to engage with the parent and the child 
‘equally’, acknowledging the need for the child and parent to work in 
partnership in order to achieve a change in the family’s behaviour patterns. 
 
Look for – Coded when the dietitian places equal importance on involving 
the parents and the child (phrases such as ‘working together’, or talking 
about a ‘real mixture’), and includes references to enabling the child and 
parent to find a solution together, as well as communicating with the child 
to help parents manage the situation better at home.  Partnership working 
is evident when the dietitian talks about involving parent and child at 
appropriate junctures of the conversation, and mention of certain pieces of 
information coming from the child and others from the parent. 
 
Example –  “And particularly if they are [the child is] 11, and at secondary 

school [yes].  Because often, I don’t think the parent often 
does actually really know they have done at lunchtime. 
[laugh]  So I think you start to get quite more 50:50 then, 
perhaps.  Definitely 70:30…with still quite a lot from the 
parents.” 

 
Exclusions – References to the degree to while the child is involved based 
on age, ability or maturity alone are excluded from this subtheme.  Using 
the 'partnership' approach by default, i.e. involving the parent more 
because of the child’s unwillingness to engage in the conversation, is also 
disregarded. 
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Example –  “I would think with a seven year oldy, it would probably be 
more from the parent [yes].  I tend to, and as the child is 
getting older, nearer 11, you can get, I think, quite a bit of 
information from the child.” 

 
Subtheme 2c: Dietitian communicates with the parent to support  
the child 
 
Description – There is an emphasis on parental involvement – supporting 
the parent to make the necessary changes that in turn will help the child 
achieve a healthier weight. 
 
Look for – Extracts in which the dietitian emphasises parental 
involvement, with a view to equipping or empowering parents in some 
way.  Underlying this perspective is the understanding that parents of 
preadolescent children are crucial to bringing about lifestyle change within 
the family home and therefore ideally positioned to help children of this 
age to change health behaviours.  These include references to parent-only 
consultations, in which children are not invited to, or asked to leave 
appointments. 
 
Example –  “…I would probably spend the majority of the conversation, in 

this age group, um, understanding the issues with the parent 
[yes] but including the child in that conversation where it was 
relevant [OK].  But I really feel, in this age group, that um 
very often it’s the parent that needs to be supported to help 
the child to make changes [yes].  They haven’t really reached 
the age, you know, a child doesn’t want to do it…etcetera, 
etcetera…  It’s more about engaging the parents in change 
and them supporting the child to change.” 

 
Exclusions – References to a lack of parental involvement, or over 
involvement of parents, as barriers to treatment, this subtheme is also not 
about the how and why parents are involved, e.g. to address parenting. 
 
Example –  “…you know, for people who are a bit…you know, who are 

being forced to come by the…by the consultant [mmm], 
some…some parents really don’t…they, you know, if the child’s 
a bit overweight [mmm], they just think it’s puppy-fat, don’t 
they, and they’ll grow out of it…” 

 
Example –  “…understanding what’s underlying the obesity, then I would 

probably focus more on the parent [yeah].  So, what’s going 
on at home, how they feel about boundary-setting, saying ‘no’ 
[yeah], um, that side of things…sort of parenting issues 
[yes]…” 

 
Theme 3 – Capacity to communicate affects the child’s contribution 
in the dietetic consultation 
 
A number of factors affect how the dietitian talks to the child within an 
appointment.  These include the ability of the child, which is in turn 
determined by factors such as their developmental age and maturity, their 
interest in the conversation, and the degree to which the parent 
encourages or hampers the child’s communication. 
 
Subtheme 3a: Developmental stage of the child determines their  
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ability to contribute 
 
Description – Cognitive development and ability, as well as maturity 
affects the preadolescent child's ability to communicate with the dietitian 
within an appointment setting.  Younger children tend to need more help 
from their parents, purely because of their developmental ability. 
 
Look for – Extracts citing age-related factors as limiting or enabling 
factors for a child’s involvement in the conversation.  Specifically, reference 
made to the child's ability, or maturity to enter into the discussion, and the 
relative responsibility they may already have over certain food choices.  By 
extension, this incorporates limitations on the accuracy and extent of 
information that is available from the child, the attention span of 7 to 11 
year olds, and the range of communication abilities within this age group. 
 
Example –  “Usually it’s more parent input if they [children] are younger.” 
 
Exclusion – The child's level of Interest or willingness to engage in the 
conversation are not coded for in this subtheme.  References to 
partnership-working with the parent (see subtheme 2b) are also excluded. 
 
Example –  “It depends on how much the child wants to talk.” 
 
Subtheme 3b: Child willingness to be involved affects  
communication 
 
Description – The extent to which a child wants to engage in the 
conversation largely determines their involvement in the conversation. 
 
Look for – Indicators include references to the child’s level of interest as 
either an enabler to communication, or as a barrier.  Words such as 
‘willingness’, ‘interactive’, and ‘engagement’ are used to describe the 
dietitian’s perception of child when they try to talk to them during the 
appointment.  The child’s readiness to address their weight is another 
important factor, which has a bearing on whether they want to talk to the 
dietitian about their weight, or not. 
 
Example –  “I suppose it depends on the engagement of the child [mmm], 

if that makes sense.  So if there is a child that has been 
dragged along [mmm] [laugh], who doesn’t really want to be 
there [it’ll be all the parent…laugh], it might be largely aimed 
at the parent [yeah].  But if it’s a child whose come there…um, 
I had one yesterday for example who…a little girl…who was 
fully engaged and was really open [mmm], telling us why she 
was keen to change her weight and her lifestyle.” 

 
Exclusion – This subtheme does not deal with the capacity (or 
developmental ability of the child) to engage.  Neither does it include 
willingness to engage based on the sensitivity of the situation or the 
subject matter, e.g. if the child did not want to talk because they were 
embarrassed, or nervous. 
 
Example –  “Sometimes when they [children] come in to clinic and, um, 

don’t particularly want to speak to you [mmm] or they are 
very, um, very reserved about what they want to say or 
possibly embarrassed or scared [laugh] sometimes of coming 
in  [yes].  ‘Cos most parents tend to say, ‘We’ve spoken about 
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this before we came into clinic.’ [mmm]  But quite often, the 
child won’t necessarily open up.” 

 
Subtheme 3c: Parental support influences child participation 
 
Description – Parents can affect the degree to which a child takes part in 
the conversation. 
 
Look for – Extracts that mention parental impact on the conversation – 
parental encouragement or support, parents that contradict the child's 
response or version of events, or parents who interrupt or who are 
dominant in the conversation.  Other indicators of parental support, or lack 
thereof, are parents being unwilling to attend the appointment in the first 
instance. 
 
Example –  “…and quite often the…the…the mother or parent or other 

carer is…is answering questions [yeah] for them.” 
 
Exclusion – References to other parent-related barriers to the 
consultation, such as a lack of parental skills or ability to support the child. 
 
Example –  “…something that is a real barrier is um which we talk about, 

both on a one-to-one and in the group sessions, is, um, 
parents who, um, are quite happy to let their children just 
have…you know they don’t set boundaries [yes]…and that can 
happen…you know, I think the clinic situation reflects what’s 
going on at home [yes].  So, sometimes children who come 
start to run riot, either in the clinic setting or in the group 
setting [yeah].  And that is something that I have definitely 
learnt over time…is to bring that back to a constructive 
consultation…” 

 
Theme 4 - Dietetic strategies for verbal communication with the 
child 
 
Two of the main verbal strategies used by dietitians to include a young 
child into the conversation about their diet and physical activity levels, are 
firstly to interest them in what is being discussed, and then to go on to 
allow them to grasp the essence of what is being discussed by making the 
content of the conversation relevant and age-appropriate. 
 
Subtheme 4a: Dietitian verbally engages the child in the  
conversation 
 
Description – The dietitian talks to a child in a way that invites them into 
the conversation, and holds their interest.  This tends to be woven into the 
conversation at a later stage, or used to encourage them to identify 
specific goals. 
 
Look for – References to the initial greetings and introductions the 
dietitian uses, as well as making a point of trying to talk to the child from 
the outset, e.g. from when they walk in the room, or using the first 
appointment to get to know the child.  Another significant aspect of 
engaging the child is rapport building, in which the dietitian aims to put the 
child at ease, whilst building an affinity with them, e.g. using small talk.  
There also tends to be an attempt to understand the child's perspective on 
the their health, what they understand the appointment to be about, their 
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overall goals, and what motivates and interests them.  Evidence of 
physically engaging the child, such as by shaking their hands, is a further 
indicator. 
 
Example –  “…‘How was Christmas?’  ‘What have you been doing?’  ‘How is 

school?’  [Yeah.]  ‘What was your holiday like?’  I usually put 
little things of my cards to say…if they’ve said, ah, they’re 
going on holiday or they’re going away for the weekend or 
something, I’ll always make a note of that…because, you 
know, at the minute, ‘Oh, what did you get for Christmas?’” 

 
Exclusion – Attracting or maintaining the attention of the child with the 
help of resources, games or other visual aids.  It also excludes general 
statements about trying to engage the child (in conversation), or focussing 
the conversation on the child.  An exception would be if the extract 
emphasises the importance of trying to engage, or include, the child in 
conversation from the outset, or during the first session. 
 
Example –  “We would try to keep them engage, if that is the way they 

[the child is]...feeling, but if they are not as engaged, then I 
would still continue with, um, talking to the parent as well 
[yeah] while still trying to capture their attention if possible.” 

 
Subtheme 4b: Dietitian makes the conversation verbally accessible  
to the child 
 
Description – The dietitian uses verbal communication strategies to make 
the conversation more accessible and appropriate or relevant to the child. 
 
Look for – The various techniques used by the dietitian include use of 
language; using the child's language (sometimes called reflecting or 
mirroring), or adopting simpler phraseology, ensuring that wording of 
concepts and information is age-appropriate and ability-appropriate.  It is 
also important that the child can access the content of conversation, 
through language that is meaningful and relevant to them.  Dietitians 
sometimes use familiar analogies to convey concepts, and they tend to 
address topics that are within the child’s control.  Dietitians try to be 
specific in their questions and information giving, providing brief key 
messages that are ‘simple’ or ‘basic’. 
 
Example –  “…you need to be quite focused about that bit of the 

conversation, so you need to sort of capture them [the child] 
and it may only be for a few minutes [mmm], just to sort of 
clarify the goals that we’ve agreed…” 

 
Exclusions – References to language or words used to describe 
overweight or obesity, distraction techniques, and barriers to the child 
accessing the conversation. 
 
Example –  “…taking the focus off, you know, why they [the children] are 

there and feel so nervous…” 
 
Theme 5 - Features of resources that can support child 
communication 
 
Dietitians identify three characteristics of resources useful in supporting 
child-dietitian communication.  The first is that resources need to appeal to 
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the child by being attractive or interesting in some way.  Secondly, they 
should be age-appropriate so that they are accessible or useful for 
communication.  Finally, useful resources serve as scaffolding for the 
verbal exchange between the child, parent and dietitian, forming the 
concrete basis for the conversation. 
 
Subtheme 5a: Resources that appeal to the child can aid  
communication 
 
Description – Resources that support child communication tend to appeal 
to children.  These visual aids attract a child’s attention and are intended to 
maintain a level of interest. 
 
Look for – Dietitians identify a number of resource design features that 
they think appeal to children and encourage children to use them.  These 
include some level of interactivity (drawing, writing, touching three-
dimensional models, activity-based games, and electronic resources), 
visual attractiveness (bright, colourful, pictorial, and cartoon-like images), 
and the resource being inherently fun, such as a game.  Another important 
factor identified is that resources should preferably be picture-based rather 
than text-based, with age-appropriate pictures and containing minimal 
text, and text should also generally be larger and easy to read. 
 
Example –  “Also, they [the resources] are really bright and colourful, 

which I think is really attractive to children as well, rather than 
giving them a black and white photocopy [yes].  So, yeah, I 
think the presentation is quite important…and they are child-
friendly as well, with nice pictures and nice visual content in 
them.” 

 
Exclusions – Characteristics of resources that make communication more 
accessible to children, i.e. the information conveyed through the resource, 
such as references to the age-appropriateness of the resource, either the 
text or content. 
 
Example –  “Um, so something that is more specific to the child…that they 

can pick up and read and sort of follow…” 
 
Subtheme 5b: Useful resources help to make information more  
accessible to the child 
 
Description – Useful resources are accessible to the child.  This subtheme 
describes the content of the resource and how information can be made 
useful to a preadolescent child. 
 
Look for – Extracts referring to the age or ability-appropriateness of the 
information contained in the resource or the concepts upon which they are 
designed.  Other indicators are that information, messages, or content in 
general, needs to be simple, clear, and specific.  It is helpful if these 
messages are already familiar to the child, as well as identifiable, 
memorable, and relevant or meaningful.  Furthermore, messages should 
be age-appropriate, including the language used within the text. 
 
Example –  “So, sometimes if it’s an older child, I might use that sheet [a 

previously mentioned number-based resource]…[deleted 
section]...But with the younger children, I would usually, 
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um…like draw on a ladder on a Healthy Person Sheet or 
something…” 

 
Exclusion – References to the resource being used as the basis for the 
conversation; or extracts describing how the resource is used as a 
reference point within the verbal conversation. 
 
Example –  “…and [hmmm] they [the child] can quite quickly look at that 

[the resource] and compare things…” 
 
Subtheme 5c: Resources can serve as a visual reference for the  
child, parent and dietitian 
 
Description – Describes the resource as forming the basis for the 
conversation, visually supporting verbal discourse. 
 
Look for – References to the resource serving as visual reminder or point 
of reference for the child, in some way helping them in the communication 
process, e.g. acting as a prompt or as the basis for communication.  
Dietitians describe using information leaflets, or visual aids, to provide 
ideas from which parents and children can make specific choices when 
deciding on changes to their lunchboxes or main meal ideas.  This 
subtheme also incorporates evidence of the dietitian drawing pictures and 
using diagrams to illustrate a message they are verbally trying to 
communicate, or information they are trying to clarify.  Using the resource 
as a visual reference of the conversation, beyond the appointment – 
specifically child ownership of the resource. 
 
Example –  “…sometimes I do sketches on my notepad [mmm], when 

we’re [dietitian and child are] talking about portion sizes 
[mmm] and you know, I’ll refer to the palm of my hand or the 
palm of their hand [yes], when we’re talking about 
slices…pieces of ham.  ‘How much meat do you have?’ [sure] 
and fruit and veg…” 

 
Exclusion – Extracts relating to the usefulness of pictorial or visual 
elements alone, or a description of the resource, without explicitly linking 
these visual aspects with verbal conversation, communicating ideas, 
messages or concepts (including education).  Also excluded are written 
goals or agreed action plans that are written during the appointment. 
 
Example –  “…resources [deleted section]…that were sort of, you know, 

almost…almost sort of like cartoony [mmm].  You know, ‘this 
is hunger-monster’ and ‘how to deal with the hunger-monster 
[yeah] in your tummy’ and what…’what does it feel like when 
you are hungry?’” 

 
Theme 6 – Dietetic expectations for resources for the child weight 
management consultation 
 
Resources need to be useful, not only to children and parents, but to 
dietitians as well.  Many dietitians stated that the resources that they use 
need to in some way support individual approach to weight management 
consultations.  Due to the diverse needs of children and families that they 
treat, dietitians prefer resources that can be adapted and tailored to 
individual circumstances to some extent.  There is also a general 
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dissatisfaction with the quality of resources currently available for child 
weight management, particularly in this age group. 
 
Subtheme 6a: Resources should support individual dietetic practice 
 
Description – Dietitians prefer resources to reflect and support their 
approach to consultations. 
 
Look for – Extracts relating to the dietitian's own practice, what they find 
useful within the consultation setting.  Specific references to resources that 
‘go along’ with their message, that ‘complement’ their philosophy or 
approach, or statements that resources have ‘got to work’ or they need to 
feel ‘comfortable using’ them. 
 
Example –  “I wouldn’t use something [a resource] that wouldn’t be 

appropriate in this setting [no, that’s fair enough].  I just think 
it’s got to be like simple [mmm], it’s got to work.” 

 
Exclusions – Excerpts describing resources that either parents or children 
find beneficial. 
 
Example –  “…they have [the resource has] a traffic light for healthy 

eating plans. [Yes, I’ve heard of that one.  Yeah.]  It’s 
actually, really a…I’ve been using it and finding it 
useful…people [parents] get it…” 

 
Subtheme 6b: Useful resources are tailorable and adaptable to  
reinforce specific dietetic messages  
 
Description – Dietitians value the ability to tailor a resource to the 
individual child (and their families), each with a unique set of 
circumstances, needing specific individualised advice. 
 
Look for – Evidence of using different resources with different children 
and/or families.  Dietitians make mention of ‘tailorable’, ‘personalise 
messages’, ‘adapting’, ‘adjusting’, ‘individualising’ information.  These 
qualities can be mentioned in terms of individuality, such as differences in 
each child’s dietary needs, body size, age, growth stage and physical 
activity levels.  They value ‘flexibility’ within a resource, and require that 
information be given ‘proportionate to change’ (in other words; specific 
information to support those changes that have been agreed).  Part of this 
subtheme is therefore the ability to create specific reminders of the 
discussion, e.g. written goals, tips and plans. 
 
Example –  “…I would definitely say ‘not too prescriptive’ is a really good 

idea [yeah], um, and certainly to have…to have, um, a range 
of resources all on the one, you know, all on the one 
programme [yeah], I suppose, would be really good because I 
suppose, as I was saying…we have loads of resources….and 
that was because we didn’t want it so prescriptive [yes] 
because one…one doesn’t fit all, you know, and then you’re 
not able to tailor…so then, yeah, you’re just not tailoring to 
that…that particular family…” 

 
Exclusions – General references to goals, e.g. SMART goals, without 
explicit links to those goals being written down as a resource for parents 
and children. 
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Example –  “Um, and we will go around to each family individually and 

make sure their targets are SMART.  [Yes, make sure they are 
manageable.]  Yes, not too weird and wonderful.” 

 
Subtheme 6c: Limitations of available dietetic resources 
 
Description – Some dietitians express dissatisfaction with resources 
currently available. 
 
Look for – Preferences for professionally produced resources.  Also 
included are references to a general lack of suitable and/or appropriate 
resources for children of this age group.  Drawbacks of dietitians producing 
their own resources are that they are time-consuming, not cost-effective, 
that the in-house produced resource is less desirable.  It can also be 
challenging to keep information current and up-to-date. 
 
Example –  “…I feel that we lack in our resources [mmm].  I haven’t really 

come across a resource that is amazing [yeah].  I…I feel that 
we’re kind of making do with resources [have you got 
any…sorry].  Sorry…we use come of the Change4Life…well I 
try to use some Change4Life but even that…that from a child 
weight management point of view [mmm], is quite limited.” 

 
Exclusion – References relating to the characteristics of resources that 
support child communication, i.e. subthemes 5a, 5b and 5c are excluded 
from this subtheme, as are references to desirable features for dietetic 
practice, such as the resource being tailorable and adaptable. 
 
Example –  “[Better resources would be]…having very neutral resources 

that don’t really say much [mmm]…that you could tailor to the 
child [yeah] and you could write your own sort of front page 
to.” 
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Appendix 13. University of Nottingham ethics approval 

letter (Chapter Three) 
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Appendix 14. Clinical suggestions for the Feed-back e-

resource (Chapter Four) 
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Appendix 15. Feed-back e-resource questionnaire sent 

to dietitians (Chapter Four) 
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Appendix 16. Feed-back e-resource 
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Appendix 17. Author field notes (Chapters Four and 

Five) 
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Appendix 18. Parent information letter – non-patient 

child usability testing (Chapter Four) 

Usability testing of the Feed-back app on a tablet (like an iPad) 
with 7 to 11 year olds 
 
As you know, I am undertaking a PhD with the University of Nottingham.  I 
would like to invite your child to take part in testing an app that I have 
developed.  Before you decide, I would like to give you some information 
about what the app is for and what it would involve for your child. 
 
The background – why have I developed the app? 
 
Electronic visual aids (designed for tablet devices, like iPads) have not yet 
been used to help children to understand healthy eating, mainly because 
nothing suitable had been developed.  However, young children seem to 
respond well to electronic images and interactive games and it seems 
logical to explore the potential usefulness of these resources in explaining 
healthy eating.  I have developed an app for this reason. 
 
The app, called Feed-back, is evidence-based and has been peer-reviewed 
(by other paediatric dietitians from across the UK).  Before trying it in a 
clinic setting, I would like to find out whether the resource is usable by 
children, appeals to this age group and whether it conveys the health 
messages accurately and effectively.  This is part of usability testing of the 
resource. 
 
The children’s responses and comments will be used to make any 
necessary changes to the app, before it is used in a small feasibility study 
with other children, in a clinical setting. 
 
Why my child? 
 
The Feed-back app has been developed for 7 to 11 year olds and so I am 
inviting children of this age group to help test its usability.  I am hoping for 
between 15 children. 
 
Do I have to? 
 
Taking part is entirely voluntary.  Your child is free to withdraw at any time 
(before or during the usability testing), without giving any reason, and 
without it being taken personally. 
 
What will happen if my child takes part? 
 
We will arrange a mutually convenient time for your child to come and play 
at our house for a few hours (or I can come to yours) in the next few 
weeks (you are welcome to sit in if you would like).  They will: 
• Answer three or four short questions verbally with me (and I will write 

them down).  These questions are about health knowledge and should 
take a maximum of five minutes, 

• Use the app for about 10 minutes, and 
• Complete a few tick boxes about what they thought of the app, and 

verbally answer the same knowledge questions as they did at the start 
(that should take about five minutes).  The questions will help me to 
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find out how useful the app is at communicating information, and how 
much (or how little) they enjoyed using the app (they will be 
encouraged to answer honestly). 

 
What is the app about? 
 
• The app has been designed to help overweight 7 to 11 year olds 

achieve a healthy weight.  Weight management in children focuses on 
becoming healthier – healthy eating and physical activity.  Most of the 
app is appropriate for most children.  You can view the app at: 
http://dietitian-feed-back.weebly.com. 
 

• One of the sections (Growth and BMI) would be not be suitable to 
discuss with your child because it looks at the effect of continued 
weight gain and weight maintenance (in an overweight child).  This 
section will not be shown to your child. 

 
• Children will only be shown the first and last screens in (Time to Think) 

as they are appropriate to all children – they are about what being a 
healthy weight means to them and potential difficulties in being or 
becoming ‘healthier’. 

 
What data will be collected? 
 
I am only interested in finding out about what is useful and what isn’t 
useful about the app.  I am not recording or collecting any personal details, 
i.e. I will not be writing down or keeping your child’s name, date of birth, 
gender, address, etc. 
 
Further information and contact details 
 
If you have any questions, or would like further information, please feel 
free to contact me (number below).  If this is something you are happy to 
arrange with me, please give me a call or a text – I am aiming to have 
done all the usability testing by the 22 December 2014.  Look forward to 
hearing from you. 
 
 
Carol Raaff – 07952 076688 
 
Thank you!
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Appendix 19. National Research Ethics Committee 

(NRES) approval letter (Chapters Four and Five) 
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Appendix 20. NHS Research and development approval 

letter (Chapters Four and Five) 
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Appendix 21a. Child E-resource Satisfaction and 

Acceptability Measure (E-SAM) (Chapter Five) 
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Appendix 21b. Parent E-resource Satisfaction and 

Acceptability Measure (E-SAM) (Chapter Five) 
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Appendix 22a. Baseline Child Healthy Eating Knowledge 

Questions (CHEKQ) (Chapter Five) 
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Appendix 22b. Post-intervention Child Healthy Eating 

Knowledge Questions (CHEKQ) (Chapter Five) 
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Appendix 23. Triadic Communication Rating Scale (TRI-

COM-RS) guideline (Chapter Five) 

Background 
 
The feasibility study aimed to explore acceptability of the e-resource in the 
clinical setting.  Furthermore, the study sought to develop suitable 
outcome measures, to assess the impact of the intervention on the quality 
of triadic communication within the consultation.  Pre and post-intervention 
questions captured change in child knowledge, and satisfaction questions 
helped to gauge acceptability of the e-resource amongst parent/carer(s) 
and children.  This guide has been developed to support rating of the audio 
data collected during weight management consultations with 7 to 11 year 
old overweight children, and their parent/carer(s), using the Feed-back e-
resource. 
 
Each of the 15 consultations lasted between 17:22 and 36:44 minutes 
(mean=29:30±5:30).  The children were between 7.27 and 11.97 years 
with the mean age of 9.82±1.75, and roughly half (n=8) were girls.  Most 
(n=10) came with only their mother, one with their father, three had both 
parents in the appointment, and one child came with her grandmother.  
Verbal data have not been transcribed but extract samples (not necessarily 
word-for-word) have been provided to illustrate code categories.  In each 
example, the speaker is placed within square brackets [], additional 
context may also be provided in italics and additional text has been added 
to some extracts to provide context or clarity, all of which are based on 
previous data within the interview, such as questions or previous 
statements.  These additions appear in italics within square brackets [].  
For example: 

[Parent]: “You’ve been doing other things, have you?  To 
occupy yourself?”  [Child]: “yeah, I’ve been doing other 
things like walking around the school…[the child continues to 
expand on exactly what happens].”  [Child later adds]: 
“Sometimes I get told off for it.” 

 
Extracts from participants P2/02 and P2/08 have also been included to 
hear examples ‘in context’.  The timings of these conversation extracts 
have been included to facilitate listening to the audio file. 
 
Two main categories are rated: child participation and parent participation. 
 
Rating instructions 
 
Rating involves firstly listening to the child and parent’s contribution to the 
conversation and counting instances of speech that correspond to items on 
the scale.  Secondly, at the end of the recording, a final judgement needs 
to be made, to allocate a ‘No’, ‘Somewhat’ or ‘Yes’ rating to each listed 
item. 
 
Knowing how to count an ‘episode’ or ‘turn’ of contribution is important.  
Non-lexical utterances such as ‘ummmm’ or ‘hmmmm’ or ‘huh’ are not 
considered significant verbal contributions to the conversation on their own 
but they may be the start of a ‘turn’.  Their turn ends when they come to 
the end of what they are trying to say and they stop talking.  This may be 
when they are interrupted, or as someone else starts their turn.  If there is 
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a relatively long gap or pause in their contribution, but they then begin 
talking again (without another person taking over), their turn continues 
until they have come to the end of what they are trying to say and they 
stop talking. 
 
1. Child contribution 
 
1.1 Child engages in the conversation: 
 
Engaging in a conversation goes beyond answering ‘yes’ or ‘no’ to 
questions, it relates to becoming involved in the conversation, by 
expressing emotion and preferences (or interests), disagreeing, 
interrupting, making suggestions or recommendations, and accepting an 
alternative view point (among other things).  The tone in the child’s voice 
may also play a role in whether their contribution demonstrates active 
engagement.  If their response is emphasised or they speak with surprise, 
delight or enthusiasm, this would be rated as an instance of active 
participation because they are playing an active role in the conversation. 
 
Seeking information, or asking questions, demonstrates active 
engagement.  By asking a question, the child may be admitting to a lack of 
understanding, wish to clarify existing information, or be seeking additional 
information. 
 
See Addendum – child engagement for detailed inclusion and exclusion 
descriptors, and extract examples. 
 
Extracts – P2/02   1.22 sec: “Loads better!” 
   1.40 sec: “Yeah, ‘cos it took us about 25 minutes…” 
   4.37 sec: “And a massive orange for my lunch…” 
   5.07 sec: “I don’t like carrot sticks anyway.” 
   21.08 sec: “It’s in balance.” 
 
1.2 Child disengages with the conversation: 
 
Disengagement is rated when the child appears disinterested in the verbal 
discourse.  This is evidenced by inappropriate interruptions, making 
comments or giving responses that are unrelated to the conversation, 
needing additional prompts to answer or respond.  Disruptions and 
inappropriate contributions should also be rated as disengagement.  Note 
that this is different to needing additional prompts because of an existing 
learning difficulty.  (Some participants have mild learning difficulties, and 
are in receipt of additional support at school – this has been indicated next 
to their participant number towards the end of this document.)  The rater’s 
discretion should be used in these instances. 
 
Extracts – P2/08   34.30 sec: Banging noises on counter 
   27.37 sec: “I forgot.” 
   35.20 sec: “Have we been recording now, half-an- 
 hour and three minutes?” 
 
1.3 Child plays a role in goal-setting and decision-making: 
 
This involves the child making his or her own suggestions or 
recommendations in relation to goal-setting.  In making suggestions or 
recommendations, the child demonstrates their initiative in finding a 
solution to a problem.  These may be asked for or spontaneously given.  
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He or she may also come up with their own decision about something, or 
an independent observation. 
 
Example –  [Dietitian]: “And what happens if it is raining?”  [Child]: “I 

could put my waterproofs on.” 
 [Dietitian referring to an interaction shown on the e-

resource]: “What do you think about that?”  [Child]: I am 
going to cut down on the amount of sugary things I eat.” 
[Child unprompted, when using the e-resource]: “[I’ll] try 
walking.” 
[Child unprompted, when using the e-resource, and following 
interaction with one of the animations]: “six minutes.” 
 

Extract –  P2/02 31.15 sec: “Walk a bit faster?” 
  P2/08 33.20 sec: “Maybe have a piece of fruit?” 
 
2. Parent contribution 
 
2.1 Parent tries to include the child during parent contributions: 
 
This item tends to occur during exchanges between the parent or carer and 
the dietitian.  The parent demonstrates a commitment to partnership 
working with the child by trying to include the child in their conversation 
with the dietitian.  This may be done through the words that they use, 
making the conversation accessible to the child.  The parent may use the 
words ‘we’ or the phrases ‘don’t we’, ‘don’t you’, ‘isn’t it’ when providing 
information to the dietitian, as a means of helping the child feel part of the 
conversation.  This may also be done by using relevant or familiar concepts 
that the child can relate to, and that may or may not lead to the child 
taking up that invitation to join the dialogue. 
 
Extract –  P2/08 32.48 sec: “We usually say half-an-hour when we 
   come in from school, don’t we? …” 

  33.25 sec: “You have a yoghurt, though, don’t you?  
You have a yoghurt…” 

 P2/02 6.47 sec:  “Still a problem at big nan’s i’n’t? Because 
     she doesn’t see is as much of a problem,  
    does she?” 
  31.48 sec: “Because we are all hibernating after  
   school… I don’t know 15 minutes on my 

treadmill…” 
 
2.2 Parent insensitive to the child’s or their contribution: 
 
Insensitivity relates to parent contributions that devalue the child, 
undermining or contradicting them in some way.  These comments may be 
true but not necessary to have said them in a negative way.  These types 
of parent contributions are a form of criticisms that can lead to a lower 
sense of self-worth, which may in turn a lower the level of participation in 
future exchanges. 
 
Extract –  P2/02  1.47 sec:  “I think she might have a bit of a dawdle 
   on…” 
 2.50 sec:  “It’s the stop button, [child’s name]…” 
 
2.3 Parent intrusiveness: 
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Insensitivity relates to interrupting, answering for the child (without 
leaving space for him or her to answer), talking over the child and/or 
making inappropriate or distracting comments.  All of these types of parent 
contributions can inhibit child participation because they leave less room 
for the child to be heard.  Parental intrusiveness can lead to the child 
feeling overpowered in the conversation and may lead to a lower level of 
participation in the conversation. 
 
Extract –  P2/02 1.15 sec: “Um, it’s the low fat margarine.”  

2.57 sec: “Well, I think she is…” 
 
2.4 High level of parental need for their own health-related conversation: 
 
This relates to the parent or carer initiating conversations about diet or 
health-related concerns.  Contributions may be in the form of questions or 
comments made by the parent, and may be relate to themselves but is 
more often about the child, as they seek to support the child to manage 
their weight.  Parents may wish to find out more about food composition, 
physical activity levels, or more complex energy balance information.  
Conversations of this type tend to exclude the child, and may or may not 
eventually draw the child in.  While child weight management 
appointments seek to satisfy the needs of the child and his or her parent, 
the more time given to discuss parental concerns (however valid and 
useful), the less time will be available for child contribution. 
 
Extract –  P2/02 29.39 sec: “How much do you think…” 
   32.30 sec: “Trying to find ways…financial 
 constraints.” 
 
Calculating a score rating 
 
Having kept a tally of the score for each item, making a rating judgement 
is required.  This is done in the following way. 
 
0 = No 
 
This score is achieved when there are zero or one examples of this item in 
the recording. 
 
1 = Somewhat 
 
A ‘somewhat’ score is identified when there are from two to Five examples, 
i.e. 2 to 4 inclusive. 
 
2 = Yes 
 
A ‘yes’ score is rated when five or more extracts have been identified as 
falling into this category. 
 
Addendum – child engagement 
 
Categories: 
 
1. Child – seeking information 
2. Child – giving information 
 2.1 Appropriate expressions of preferences, interests, and  

spontaneous contributions 
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2.2 Descriptions of how the child is feeling 
2.3 Expressions of appropriate emotion 
2.4 Self-aware and self-affirming statements 
2.5 Disagreeing and challenging 
2.6 Starting to talk (appropriately) when the parent or dietitian is  

already talking 
2.7 Accepting an alternative opinion or view point 
2.8 Attempts to clarify their position 

 
1. Child – seeking information 
 
Description – Seeking information, or asking questions, demonstrates 
active engagement.  By asking a question, the child may be admitting to a 
lack of understanding, wish to clarify existing information, or be seeking 
additional information. 
 
Look for –  All types of seeking information, from asking questions about 
the appointment structure, to e-resource interactivity and user interface 
queries, as well as questions about diet, physical activity and lifestyle.  The 
question need not relate to what the parent or the dietitian have raised or 
are discussing.  Seeking information also includes clarifying information 
and probing deeper into a topic that is being discussed. 
 
Example –  [Parent]: “…grapes, pomegranate seeds, strawberries…”  

[Child]: “What are pomegranates?” 
  [Child referring to something on the e-resource]: “Is that  

cheese?” 
 [Child asking the dietitian to repeat something because she 

was talking and hadn’t heard the questions]: “Mmmmm?” 
 
Exclusion –  Seeking information is not usually in response to a question, 
but usually originates from the child, rather than from the dietitian or the 
parent.  The tone of the child’s voice can be misleading, as a child who is 
unsure of the ‘expected’ or ‘correct’ response may provide an answer that 
sounds like a question (as if to ask, is this correct?).  Considering what has 
preceded the child’s response can be very helpful.  If they have been asked 
a question, and the verbal content of their response sounds like an attempt 
to answer, this is not active participation. 
 
Example –  [Dietitian]: “Which [food] group does that fit into?”  [Child]:  

“Milk and dairy?” 
  [Child]: “…Nachos…I think…oats?” 
 
Exclusion –  Diverting the question to the parent is not actively 
contributing to the consultation.  By directing the question to their parent, 
they are trying to involve the parent on their behalf.  This is not active 
participation. 
 
Example –  [Dietitian]: “What did you have for your tea?”  [Child]: 

“What did I have for tea, mum?” 
 
2. Child – giving information 
 
Description – Engaging in a conversation goes beyond answering ‘yes’ or 
‘no’ to questions, it is about becoming involved in the conversation, by 
expressing emotion and preferences (or interests), disagreeing, 
interrupting, making suggestions or recommendations, and accepting an 
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alternative view point (among other things).  The tone in the child’s voice 
may also play a role in whether their contribution demonstrates 
autonomous engagement.  If their response is emphasised or speak with 
surprise, delight or enthusiasm, this would be rated as they are playing an 
active role in the conversation. 
 
2.1 Expressions of preferences, interests, and spontaneous contributions: 
 
Look for –  Preferences (or dislikes) of food or types of physical activity, 
the e-resource, or anything else within the appointment.  These are 
spontaneous statements, and would include unprompted observations, and 
a willingness to provide further background or insight into areas of their 
school or home life, thought processes, etc.  These are all contributions 
that could help the dietitian tailor future communication with the child 
(either the way in which information is provided or during goal-setting). 
 
Example –  [Child referring to something on the e-resource]: “I like  

that.” 
  [Child]: “Yuk” 
  [Child statement, not in response to a question]: “I really  

like carrots.” 
 [Parent]: “You’ve been doing other things, have you?  To 

occupy yourself?”  [Child]: “yeah, I’ve been doing other 
things like walking around the school…[the child continues to 
expand on exactly what happens].”  [Child later adds]: 
“Sometimes I get told off for it.” 
[Dietitian]: “If you could choose and [food] you wanted, 
what would you choose?”  [Child]: “It’s between crisps and a 
coke.  Not a chocolate bar because that fills me up.” 
 

Exclusions – Following an instruction or a straightforward response to a 
question about the foods or types of physical activity the child prefers.  
Other exclusions include lists of items because of a question from the 
parent or the dietitian. 
 
Example –  [Dietitian]: “Which types of fruit do you eat?”  [Child]:  “I 

like grapes, strawberries…” 
 [Dietitian]: “Pick one [food].”  [Child]: “Cake.” 
 [Dietitian]: “What did you tell me about that group?”  

[Child]: “That it was getting a bit big.” 
 
2.2 Descriptions of how the child is feeling: 
 
Look for –  Autonomous insights and expressions of how the child is 
feeling.  This will often contain a ‘because’, to provide further information 
about why they feel the way they do.  Spontaneous contributions (without 
significant reflections on how or why they feel the way they do) about 
changes to their diet, physical activity, and/or weight would also be rated.  
It may be how the child responds to a question that demonstrates the 
extent of feeling towards something. 
 
Example –  [Dietitian]: “So, how are you feeling?”  [Child]: “I feel a lot 
better.” 

[Dietitian]: “Which one would you choose?”  [Child]: 
“Oooooooooh……chocolate.” 

 



 

 391 

Exclusions – Responding to a leading question without conviction or 
depth. 
 
Example –  [Dietitian]: “So are you feeling better?”  [Child]: “I probably 

am, I think.” 
 
2.3 Expressions of emotion: 
 
Look for –  Expressions emotion relating to food or types of physical 
activity, the e-resource, or anything else within the appointment.  These 
are usually spontaneous statements. 
 
Example –  [Child]: “Cool!” or “Yay!” or “Woaw.” 
 
Exclusions – Laughter, copying sounds generated by the e-resource, 
verbal following, or mirroring speech patterns of either the parent/carer, or 
the dietitian. 
 
Example –  [Child]: “…tick-tock, tick-tock…“ or “See-saw…” 
 
Exclusions – Unrelated expressions of emotion, that serve to disrupt 
rather than to contribute to the conversation. 
 
Example –  [Child]: “Ouaw!”  or “Irrrrrrrrrrrrr” 
 
2.4 Self-aware and self-affirming statements: 
 
Look for –  Assertive statements such as what they are good at or what 
they do well, and what they are not good at.  These are usually related to a 
question but the child’s response demonstrates their belief about their own 
ability – positive or negative, e.g. ‘it has to be…’.  These types of 
statements also demonstrate an awareness of their own limitations or their 
role within the family. 
 
Example –  [Dietitian]: “So, would you do some running after school?”  

[Child]: “I am really good at running.  I can run really fast.” 
 [Child]: “Obvious…it says rice!” or “It has to be more than 

one hour.” 
 [Dietitian]: “Do you know what you are having for dinner 

tonight?”  [Child]: “You have to ask mummy, normally?” 
 
Exclusions – Responses to questions that ask the child directly about their 
belief in their ability. 
 
Example –  [Dietitian]: “Are you good at running?”  [Child]: “I am really 

good at running.  I can run really fast.” 
 
2.5 Disagreeing and challenging: 
 
Look for –  Child responses that show disagreement to a statement that 
has been made by either the parent or the dietitian.  This goes beyond 
answering ‘no’ to a neutral question, it captures the ability of the child to 
contradict an adult when he or she believes that the information that has 
been conveyed is incorrect, and the confidence to put it right.  Autonomous 
engagement may be conveyed through a marked emphasis on the way the 
response is made – emotions can evidence engagement in the 
conversation (this overlaps with the other coding category of ‘expressions 
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of emotion’.  They are engaged enough in the conversation to care about 
what is being said and prepared to correct misinformation.  Furthermore, a 
child’s statement or a response, in spite of previous (associated) 
discouragement from the dietitian or parent, is another example verbal 
autonomy. 
 
Example –  [Parent]: “See, you don’t even know what you have in your 

lunchbox today”  [Child]: “Grapes…orange…” 
 [Child following a pause after a parent had given 

information]: “No, I didn’t!” 
 [Dietitian]: “Do you mean a honeydew melon?” [Child]: 

“No!” 
 
Exclusions – Responses to closed questions, that could conceivably 
require  ‘yes’/’no’ answer. 
 
Example –  [Dietitian]: “Do you like oranges?”  [Child]: “No, I don’t.” 

[Dietitian]: “Do you mean a honeydew melon?” [Child]: 
“No.” 
[Dietitian]: “Do you do any activities after school?”  [Child]: 
“Not really, no.” 
 

2.6 Starting to talk when the parent or dietitian is already talking: 
 
Look for –  A child starting to speak, when another person is already 
speaking, is rated as it usually indicates that the child believes they have 
something more important to say than the person who is currently.  The 
child is trying to make him or herself heard.  This may be as a result of 
their personality, age, or in response to a lack of opportunity to take part 
in the conversation. 
 
If the child is trying to speak and they are not being listened to, leading to 
them waiting a few seconds before trying again, rate this attempt to make 
themselves heard.  Even if they have had to repeat themselves briefly so 
that others can understand them, this should only be rated once (as it is 
one ‘turn’). 
 
The child completing another person’s turn or contribution is another form 
of autonomous engagement, provided their contribution is not anticipated. 
 
Example –  [Child while at least one other person is talking]: “I don’t 

want…I don’t want… [other people/person stops talking] I 
don’t want to have breakfast in the morning.” 
[Parent]: “Because if you have the chocolate, and you don’t 
do the walking, it’s just going to…”  [Child]: “…build up.” 
[Parent]: “They have a 20 minute break when they have a 
snack to…” [Child]: “Keep going.” 
 

Exclusions – Interruptions that are never ‘heard’.  If the child loses the 
battle to make themself heard and stop partway through their attempt, or 
do not try again if the other adults have clearly not heard them (these 
include ‘unheard’ first attempts).  Similarly, by interjecting another 
person’s speech with ‘yeah’ or ‘uhmmm’ or similar non-lexical utterances, 
the child is encouraging that person in their contribution, rather than 
intending to interrupt their turn. 
 
2.7 Accepting an alternative opinion or view point: 
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Look for –  If a child has made a statement and they been proved 
wrong, or realise that their parent (or the dietitian) is correct and they are 
not.  This may be an implied verbal admission of error, e.g. “oooh” or 
“oops”, and includes changing their mind about something, either 
spontaneously or as a result of information that has been given to them. 
 
Example –  [Child (not rated)]: “I don’t do much walking:”  [Parent]: 

“You do lots of walking.  We walk everywhere.”  [Child 
(rated)]: “Oh, yeah.  We do.” 

 [Child (not rated)]: “Half-seven.” [Parent]: “Half-seven?…” 
[Child (rated)]: “Or quarter-to-eight.” 

 
2.8 Attempts to clarify their position: 
 
Look for –  The child’s attempt to clarify their position on a matter.  This 
usually involves providing more detailed information than has been asked 
for (particularly following closed or leading questions). 
 
Example –  [Dietitian]: “So you don’t like the tomatoes?”  [Child]: 

“Cherry tomatoes.” 
 [Dietitian]: “So, with the juices, you don’t have a problem 

with that?”  [Child]: “Not any more, no.” 
 
Exclusions – A situation in which the adult asks the child to repeat to 
clarify an interruption that wasn’t heard clearly, or explain something 
further. 
 
Example –  [Dietitian]: “Sorry?”  [Child]: “It says it’s perfect for 

lunchboxes.” 
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Appendix 24. Child Contribution Coding System (CCCS) 

codebook (Chapter Five) 

Background 
 
The feasibility study aimed to explore acceptability of the e-resource in the 
clinical setting.  Furthermore, the study sought to develop suitable 
outcome measures, to assess the impact of the intervention on the quality 
of triadic communication within the consultation.  Pre and post-intervention 
questions captured change in child knowledge, and satisfaction questions 
helped to gauge acceptability of the e-resource amongst parent/carer(s) 
and children.  This codebook has been developed to analyse an aspect of 
the audio data collected during weight management consultations with 7 to 
11 year old overweight children, and their parent/carer(s), using the Feed-
back e-resource. 
 
Each of the 15 consultations lasted between 17:22 and 36:44 minutes 
(mean=29:30±5:30).  The children were between 7.27 and 11.97 years 
with the mean age of 9.82±1.75, and roughly half (n=8) were girls.  Most 
(n=10) came with only their mother, one with their father, three had both 
parents in the appointment, and one child came with her grandmother.  
Verbal data have not been transcribed but have been analysed ‘live’ using 
behaviour observation software (BORIS).  Extract samples (not necessarily 
word-for-word) have been provided to illustrate code categories.  In each 
example, the speaker is placed within square brackets [], additional 
context may also be provided in italics and additional text has been added 
to some extracts to provide context or clarity, all of which are based on 
previous data within the interview, such as questions or previous 
statements.  These additions appear in italics within square brackets [].  
For example: 

[Parent]: “You’ve been doing other things, have you?  To 
occupy yourself?”  [Child]: “yeah, I’ve been doing other 
things like walking around the school…[the child continues to 
expand on exactly what happens].”  [Child later adds]: 
“Sometimes I get told off for it.” 

 
Two main code types have been identified: child – seeking information and 
child – giving information.  Giving information is in turn comprised of nine 
descriptors to aid analysis of this code.  Each has been defined through 
inclusion and exclusion criteria.  Accurate timing and correct labelling of 
these child contributions are equally important. 
 
Coding instructions 
 
Autonomous engagement, from the child, may occur throughout the audio-
recording.  ‘Child-giving info’ and ‘child-seeking info’ are both timed 
events.  In other words, they have a start and an end time. 
 
Knowing when to ‘start’ and ‘stop’ is important.  When a child’s response 
starts with ‘mmm’, or ‘ummm’, coding should not start until they make a 
more substantial verbal contribution on that turn.  Some children have 
‘turns’ that never progress beyond a non-lexical utterance, saying no more 
than ‘mmmm’, or they use that time to think about their response.  Coding 
should only start when a verbal contribution is made to the conversation.  
Their turn ends when they come to the end of what they are trying to say 
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and they stop talking.  This may be when they are interrupted, or as 
someone else starts their turn.  If there is a relatively long gap or pause in 
their contribution, but they carry on talking without another person taking 
over, their turn continues until they have come to the end of what they are 
trying to say and they stop talking.  If another adult encourages their 
contribution with non-lexical utterances or two words or less (contracted 
words, such as ‘that’s’, ‘hasn’t’ and ‘OK’ are classified as single words): 

[Child]: “…grapes…”  [Dietitian]: “Yes.”  [Child]: “…apples…”  
[Dietitian]: “Yes.”  [Child]: “…strawberries…”  [Dietitian]: 
“Yes.”  [Child]: “…and pears.” 

 
Time exclusions have already been inputted.  These include time spent 
setting up the e-resource, dealing with technical problems or distractions, 
setting aside the e-resource and turning the audio off (and in some cases 
on as well).  There is no need to code these events.  This codebook relates 
to logging instances of child contribution only, and more specifically: 
occurrences of their verbal autonomous engagement. 
 
1. Code: Child – seeking information 
 
Description – Seeking information, or asking questions, demonstrates 
active engagement.  By asking a question, the child may be admitting to a 
lack of understanding, wish to clarify existing information, or be seeking 
additional information. 
 
Look for –  All types of seeking information, from asking questions about 
the appointment structure, to e-resource interactivity and user interface 
queries, as well as questions about diet, physical activity and lifestyle.  The 
question need not relate to what the parent or the dietitian have raised or 
are discussing.  Seeking information also includes clarifying information 
and probing deeper into a topic that is being discussed. 
 
Example –  [Parent]: “…grapes, pomegranate seeds, strawberries…”  

[Child]: “What are pomegranates?” 
 [Child referring to something on the e-resource]: “Is that 

cheese?” 
 [Child asking the dietitian to repeat something because she 

was talking and hadn’t heard the questions]: “Mmmmm?” 
 
Exclusion –  Seeking information is not usually in response to a question, 
but usually originates from the child, rather than from the dietitian or the 
parent.  The tone of the child’s voice can be misleading, as a child who is 
unsure of the ‘expected’ or ‘correct’ response may provide an answer that 
sounds like a question (as if to ask, is this correct?).  Considering what has 
preceded the child’s response can be very helpful.  If they have been asked 
a question, and the verbal content of their response sounds like an attempt 
to answer, this should not be coded as ‘seeking information’. 
 
Example –  [Dietitian]: “Which [food] group does that fit into?”  [Child]: 

“Milk and dairy?” 
  [Child]: “…Nachos…I think…oats?” 
 
Exclusion –  Diverting the question to the parent is not actively 
contributing to the consultation.  By directing the question to their parent, 
they are trying to involve the parent on their behalf.  This should not be 
coded as ‘seeking information’. 
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Example –  [Dietitian]: “What did you have for your tea?”  [Child]: 
“What did I have for tea, mum?” 

 
Exclusion –  Giving information by asking a question.  While this would 
not be coded as ‘seeking information’, it is autonomous engagement and, 
and therefore should be coded as ‘giving information’. 
 
Example –  [Child]: “Well, do you know why I didn’t like the broccoli?”  

[Dietitian]: “Why?”  [Child]: Because it had snot on it.” 
 
2. Code: Child – giving information 
 
Description – Engaging in a conversation goes beyond answering ‘yes’ or 
‘no’ to questions, it is about becoming involved in the conversation, by 
expressing emotion and preferences (or interests), disagreeing, 
interrupting, making suggestions or recommendations, and accepting an 
alternative view point (among other things).  The tone in the child’s voice 
may also play a role in whether their contribution demonstrates 
autonomous engagement.  If their response is emphasised or speak with 
surprise, delight or enthusiasm, this would be coded as autonomous 
engagement because they are playing an active role in the conversation. 
 
2.1 Expressions of preferences, interests, and spontaneous contributions: 
 
Look for –  Preferences (or dislikes) of food or types of physical activity, 
the e-resource, or anything else within the appointment.  These are 
spontaneous statements, and would include unprompted observations, and 
a willingness to provide further background or insight into areas of their 
school or home life, thought processes, etc.  These are all contributions 
that could help the dietitian tailor future communication with the child 
(either the way in which information is provided or during goal-setting). 
 
Example –  [Child referring to something on the e-resource]: “I like 

that.” 
  [Child]: “Yuk” 
  [Child statement, not in response to a question]: “I really 

like carrots.” 
 [Parent]: “You’ve been doing other things, have you?  To 

occupy yourself?”  [Child]: “yeah, I’ve been doing other 
things like walking around the school…[the child continues to 
expand on exactly what happens].”  [Child later adds]: 
“Sometimes I get told off for it.” 
[Dietitian]: “If you could choose and [food] you wanted, 
what would you choose?”  [Child]: “It’s between crisps and a 
coke.  Not a chocolate bar because that fills me up.” 
 

Exclusions – Following an instruction or a straightforward response to a 
question about the foods or types of physical activity the child prefers.  
Other exclusions include lists of items because of a question from the 
parent or the dietitian. 
 
Example –  [Dietitian]: “Which types of fruit do you eat?”  [Child]:  “I 

like grapes, strawberries…” 
 [Dietitian]: “Pick one [food].”  [Child]: “Cake.” 
 [Dietitian]: “What did you tell me about that group?”  

[Child]: “That it was getting a bit big.” 
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2.2 Descriptions of how the child is feeling: 
 
Look for –  Autonomous insights and expressions of how the child is 
feeling.  This will often contain a ‘because’, to provide further information 
about why they feel the way they do.  Spontaneous contributions (without 
significant reflections on how or why they feel the way they do) about 
changes to their diet, physical activity, and/or weight would also be coded.  
It may be how the child responds to a question that demonstrates the 
extent of feeling towards something. 
 
Example –  [Dietitian]: “So, how are you feeling?”  [Child]: “I feel a lot 

better.” 
  [Dietitian]: “Which one would you choose?”  [Child]: 

“Oooooooooh……chocolate.” 
 
Exclusions – Responding to a leading question without conviction or 
depth. 
 
Example –  [Dietitian]: “So are you feeling better?”  [Child]: “I probably 

am, I think.” 
 
2.3 Expressions of emotion: 
 
Look for –  Expressions emotion relating to food or types of physical 
activity, the e-resource, or anything else within the appointment.  These 
are usually spontaneous statements. 
 
Example –  [Child]: “Cool!” or “Yay!” or “Woaw.” 
 
Exclusions – Laughter, copying sounds generated by the e-resource, 
verbal following, or mirroring speech patterns of either the parent/carer, or 
the dietitian. 
 
Example –  [Child]: “…tick-tock, tick-tock…“ or “See-saw…” 
 
Exclusions – Unrelated expressions of emotion, that serve to disrupt 
rather than to contribute to the conversation. 
 
Example –  [Child]: “Ouaw!”  or “Irrrrrrrrrrrrr” 
 
2.4 Self-aware and self-affirming statements: 
 
Look for –  Assertive statements such as what they are good at or what 
they do well, and what they are not good at.  These are usually related to a 
question but the child’s response demonstrates their belief about their own 
ability – positive or negative, e.g. ‘it has to be…’.  These types of 
statements also demonstrate an awareness of their own limitations or their 
role within the family. 
 
Example –  [Dietitian]: “So, would you do some running after school?”  

[Child]: “I am really good at running.  I can run really fast.” 
 [Child]: “Obvious…it says rice!” or “It has to be more than 1 

hour.” 
 [Dietitian]: “Do you know what you are having for dinner 

tonight?”  [Child]: “You have to ask mummy, normally?” 
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Exclusions – Responses to questions that ask the child directly about their 
belief in their ability. 
 
Example –  [Dietitian]: “Are you good at running?”  [Child]: “I am really 

good at running.  I can run really fast.” 
 
2.5 Disagreeing and challenging: 
 
Look for –  Child responses that show disagreement to a statement that 
has been made by either the parent or the dietitian.  This goes beyond 
answering ‘no’ to a neutral question, it captures the ability of the child to 
contradict an adult when he or she believes that the information that has 
been conveyed is incorrect, and the confidence to put it right.  Autonomous 
engagement may be conveyed through a marked emphasis on the way the 
response is made – emotions can evidence engagement in the 
conversation (this overlaps with the other coding category of ‘expressions 
of emotion’.  They are engaged enough in the conversation to care about 
what is being said and prepared to correct misinformation.  Furthermore, a 
child’s statement or a response, in spite of previous (associated) 
discouragement from the dietitian or parent, is another example verbal 
autonomy. 
 
Example –  [Parent]: “See, you don’t even know what you have in your 

lunchbox today”  [Child]: “Grapes…orange…” 
 [Child following a pause after a parent had given 

information]: “No, I didn’t!” 
 [Dietitian]: “Do you mean a honeydew melon?” [Child]: 

“No!” 
 
Exclusions – Responses to closed questions, that could conceivably 
require  ‘yes’/’no’ answer. 
 
Example –  [Dietitian]: “Do you like oranges?”  [Child]: “No, I don’t.” 

[Dietitian]: “Do you mean a honeydew melon?” [Child]: 
“No.” 
[Dietitian]: “Do you do any activities after school?”  [Child]: 
“Not really, no.” 
 

2.6 Starting to talk when the parent or dietitian is already talking: 
 
Look for –  A child starting to speak, when another person is already 
speaking, is coded as an interruption, and usually indicates that the child 
believes they have something more important to say than the person who 
is currently.  The child is trying to make him or herself heard.  This may be 
as a result of their personality, age, or in response to a lack of opportunity 
to take part in the conversation. 
 
If an adult is speaking, and the child also tries to speak, this should be 
coded.  If they are trying to speak and they are not being listened to, 
leading to them waiting a few seconds before trying again, recording 
should start at the beginning of their second attempt to make themselves 
heard.  If they are successful, and the other adults start to listen partway 
through their turn, recording should begin at the start of their turn, even if 
they have had to repeat themselves briefly so that others can understand 
them. 
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The child completing another person’s turn or contribution is another form 
of autonomous engagement, provided their contribution is not anticipated. 
 
Example –  [Child while at least one other person is talking]: “I don’t 

want…I don’t want… [other people/person stops talking] I 
don’t want to have breakfast in the morning.” 
[Parent]: “Because if you have the chocolate, and you don’t 
do the walking, it’s just going to…”  [Child]: “…build up.” 
[Parent]: “They have a 20 minute break when they have a 
snack to…” [Child]: “Keep going.” 
 

Exclusions – Interruptions that are never ‘heard’.  If the child lose the 
battle to make themself heard and stop partway through their attempt, or 
do not try again if the other adults have clearly not heard them (these 
include ‘unheard’ first attempts).  If a child answers a question just before 
the person asking it has finished, this would also not be coded.  Similarly, 
by interjecting another person’s speech with ‘yeah’ or ‘uhmmm’ or similar 
non-lexical utterances, the child is encouraging that person in their 
contribution, rather than intending to interrupt their turn. 
 
Example –  [Child while at least one other person is talking]: “I don’t 

want…I don’t want… I don’t want to have breakfast in the 
morning.” [Other people/person stops talking and the child 
tries to say the same thing again] 

 
Exclusions – If the parent or dietitian pauses and waits for the child to 
complete their turn or contribution, this is a form of answering a question, 
and should therefore not be coded on that basis.  This is usually identified 
by the tone of the adult’s voice and length of the pause. 
 
2.7 Accepting an alternative opinion or view point: 
 
Look for –  If a child has made a statement and they been proved 
wrong, or realise that their parent (or the dietitian) is correct and they are 
not.  This may be an implied verbal admission of error, e.g. “oooh” or 
“oops”, and includes changing their mind about something, either 
spontaneously or as a result of information that has been given to them.  
Admissions of fault may occur during the child’s turn (in which case the 
whole turn is coded) or as a separate turn or statement. 
 
Example –  [Child (not coded)]: “I don’t do much walking:”  [Parent]: 

“You do lots of walking.  We walk everywhere.”  [Child 
(coded)]: “Oh, yeah.  We do.” 

 [Child (not coded)]: “Half-seven.” [Parent]: “Half-seven…” 
[Child (coded)]: “Or quarter-to-eight.” 

 
2.8 Attempts to clarify their position: 
 
Look for –  The child’s attempt to clarify their position on a matter.  This 
usually involves providing more detailed information than has been asked 
for (particularly following closed or leading questions). 
 
Example –  [Dietitian]: “So you don’t like the tomatoes?”  [Child]: 

“Cherry tomatoes.” 
 [Dietitian]: “So, with the juices, you don’t have a problem 

with that?”  [Child]: “Not any more, no.” 
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Exclusions – A situation in which the adult asks the child to repeat to 
clarify an interruption that wasn’t heard clearly, or explain something 
further. 
 
Example –  [Dietitian]: “Sorry?”  [Child]: “It says it’s perfect for 

lunchboxes.” 
 
2.9 Making suggestions or recommendations: 
 
Look for –  These are typically goal-related.  This is coded when the child 
makes his or her own suggestions or recommendations.  In making 
suggestions or recommendations, the child demonstrates their initiative in 
finding a solution to a problem.  These may be asked for or spontaneously 
given.  He or she may also come up with their own decision about 
something, or an independent observation. 
 
Example –  [Dietitian]: “And what happens if it is raining?”  [Child]: “I 

could put my waterproofs on.” 
 [Dietitian referring to an interaction shown on the e-

resource]: “What do you think about that?”  [Child]: I am 
going to cut down on the amount of sugary things I eat.” 
[Child unprompted, when using the e-resource]: “[I’ll] try 
walking.” 
[Child unprompted, when using the e-resource, and following 
interaction with one of the animations]: “six minutes.” 
 

Exclusions – Directly prompted guesses at how long it would take to use 
up the calories contained in food. 
 
Example –  [Dietitian]: “ How long would it take to use that up?”  

[Child]: “About 10 minutes?” 
 
3. Code summary: 
 
1. Child – seeking information 
2. Child – giving information 

2.1 Expressions of preferences, interests, and spontaneous contributions 
2.2 Descriptions of how the child is feeling 
2.3 Expressions of emotion 
2.4 Self-aware and self-affirming statements 
2.5 Disagreeing and challenging 
2.6 Starting to talk when the parent or dietitian is already talking 
2.7 Accepting an alternative opinion or view point 
2.8 Attempts to clarify their position 
2.9 Making suggestions or recommendations 



 

 

Appendix 25a. Parent pre-intervention questionnaire 

(Chapter Five) 
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Appendix 25b. Parent post-intervention questionnaire 

(Chapter Five) 

Questions 1-7 became the parent E-SAM (Appendix 21b) 
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Appendix 26a. Parent information letter – patient 

usability testing (Chapter Four) 

  

Participant information sheet for parents (Phase 1)  
(Final version 2.0: 18.12.14) 
 
Title of Study: The feasibility of using Feed-back (an e-resource) on 
a tablet (like an iPad) to help communication within a child weight 
management consultation 
 
Researcher: Carol Raaff  

(Specialist Paediatric Dietitian – Healthy Kid5 
Service – and PhD Researcher) 

Research Supervisors: Prof Cris Glazebrook 
 Prof Heather Wharrad 
 
We would like to invite your child to take part in our research study. Before 
you decide, we would like you to understand why the research is being 
done and what it would involve for you. One of our team will go through 
the information sheet with you and answer any questions you have. Talk to 
others about the study if you wish. Ask us if there is anything that is not 
clear. 
 
What is the purpose of the study? 
 
Electronic visual aids (designed for tablet devices, like iPads) have not yet 
been introduced into child weight management appointments, mainly 
because nothing suitable had been developed.  However, young children 
seem to respond to electronic images and interactive games and it seems 
logical to explore the potential usefulness of such resources in dietetic child 
weight management appointments, to eventually find out whether it 
improves treatment.  We have developed an app (for a tablet device) for 
this reason. 
 
The app (designed for a tablet, like an iPad) is called Feed-back.  It is 
evidence-based and has been peer-reviewed (by other paediatric dietitians 
from across the UK).  This study is designed to find out whether it is suited 
to use in a clinic setting – we need to find out what children and their 
parents think of the app.  After we have gathered feedback from families, 
the another piece of research will try to measure the effect of the Feed-
back app on communication with children (and their parents / carers). 
 
Why has my child been invited? 
 
The Feed-back app has been developed to treat overweight 7 to 11 year 
olds and so we are inviting children of this age group who have been 
referred to the Healthy Kid5 Service.  We are hoping to have five children 
(and a parent / carer) who will to take part in the study. 
 
Does my child have to take part? 
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It is up to you and your child to decide whether or not to take part.  If your 
child does take part, you will be given this information sheet to keep and 
be asked to sign a consent form.  If you and your child decide to take part, 
you (and your child) are still free to withdraw at any time, without giving a 
reason.  This would not affect your legal rights or the care that you will 
receive from the Healthy Kid5 Service. 
 
What will happen to my child and I if we take part? 
 
In brief, taking part in the study will mean that you and your child will be 
asked to: 
• Attend one Healthy Kid5 appointment (that you would have attended 

anyway), 
• Use the Feed-back app at this appointment, and 
• Complete two short questionnaires each.  This will mean that you will 

need to allow an extra 25 minutes for the appointment. 
 
In detail, this is what will happen: 
• We will arrange your child’s follow-up appointment with the Healthy 

Kid5 Service, for you and your child to attend, as usual.  Normally, we 
ask parents to allow 30 minutes for this appointment.  Taking part in 
this study will mean arriving 15 minutes before the appointment, so 
that you and your child can ask questions about the study, sign a study 
consent form, and answer a short questionnaire each.  The dietitian will 
read your child the questions and also write down his/her answers.  You 
will be asked to answer your questions on paper and not to help your 
child to answer theirs.  The questionnaire should take about five 
minutes to complete. 

• Your child will use the Feed-back app during their appointment (and 
receive similar treatment and advice had they not taken part in the 
study). 

• After the appointment, you will both be asked to complete another 
short questionnaire each (similar to what you both did before the 
appointment, which should take about five minutes), to be handed to 
the dietitian before you leave. 

• Your child’s involvement in the study will end at this point.  You will not 
be asked to complete any further study-related questionnaires.  
Families attending the appointment and completing both sets of 
questionnaires (mentioned above) will receive a £20 Amazon gift 
voucher.  Once the data has been analysed, the study findings will be 
summarised and posted to you. 

 
Expenses and payments 
 
Participants will not be paid to take part in the study, but families will be 
posted a £20 Amazon gift voucher after the ‘study’ appointment. 
 
What are the possible disadvantages and risks of taking part?  
 
One disadvantage to taking part in the study is that the ‘study’ 
appointment that your child has with the Healthy Kid5 Service will take up 
to 20 minutes longer than usual.  You and your child will spend this time 
giving written consent and completing two short study questionnaires each. 
 
What are the possible benefits of taking part? 
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We cannot promise the study will help you and your child but the 
information we get from this study may help to improve outcomes for child 
weight management in the future, and your child may enjoy using the 
Feed-back app. 
 
What happens when the research study stops? 
 
When the study stops, your child will continue to be offered treatment and 
support from the Healthy Kid5 Service for up to 12 months from the first 
appointment. 
 
What if there is a problem? 
 
If you have a concern about any aspect of this study, you should ask to 
speak to the researcher who will do their best to answer your questions.  
The researcher’s contact details are given at the end of this information 
sheet. If you remain unhappy and wish to complain formally, you can do 
this by contacting the Patient Advice and Liaison Service (PALS): 
 Edric House 
 Wolseley Court 
 Towers Plaza 
 Wheelhouse Road 

Rugeley WS15 1UW 
 01889 571523 
 PALS@ssotp.nhs.uk 
 
Will my child’s taking part in the study be kept confidential? 
 
We will follow ethical and legal practice and all information about you and 
your child will be handled in confidence. 
 
If your child joins the study, data collected for the study will be looked at 
by authorised persons from the University of Nottingham who are 
organising the research (examples of this data are your child’s date of 
birth, gender, BMI (on referral and their most recent measurement), and 
appointment attendance). They may also be looked at by those authorised 
to check that the study is being carried out correctly. All will have a duty of 
confidentiality to you and your child, as a research participant, and we will 
do our best to meet this duty. 
 
All information that is collected about you or your child during the course of 
the research will be kept strictly confidential, stored in a secure and 
locked office, and in password-protected folders.  Any information about 
you or your child, which leaves NHS premises, will have your names and 
address removed (anonymised), and a unique code used, so that you and 
your child could not be recognised from it. 
 
Your child’s personal data (address, telephone number) will be kept for 12 
months after the end of the study so that we are able to contact you about 
the findings of the study (unless you advise us that you do not wish to be 
contacted).  All other study data will be kept securely for seven years.  
After this time your data will be disposed of securely.  During this time all 
precautions will be taken by all those involved to maintain your 
confidentiality, only members of the research team will have access to your 
personal data. 
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In line with Staffordshire and Stoke-on-Trent Partnership NHS Trust 
Safeguarding Guidelines, although the information you and your child 
provide in the appointments or in the questionnaires is confidential, should 
you disclose anything to us which we feel puts you, your child or anyone 
else at any risk, we may feel it necessary to report this to the appropriate 
persons.  
 
What will happen if I don’t want my child to carry on with the 
study? 
 
Your child’s participation is voluntary.  You and your child are free to 
withdraw at any time, without giving any reason, and without it affecting 
you or your child’s legal rights.  If your child withdraws then the 
information collected up until that point cannot be erased and this 
information may still be used in the study analysis. 
 
What will happen to the results of the research study? 
 
Once all the data has been collected and analysed, a summary of the study 
findings will be posted to you, within 12 months of the end of the study.  
Detailed study results will be published in an academic journal and as part 
of a PhD thesis.  You and your child will not be identified in any report, 
presentation or publication. 
 
Who is organising and funding the research? 
 
This research is being organised by the University of Nottingham and is 
being funded by the researcher as part of her PhD. 
 
Who has reviewed the study? 
 
All research in the NHS is looked at by independent group of people, called 
a Research Ethics Committee, to protect your child’s interests. This study 
has been reviewed and given favourable opinion by East Midlands – 
Nottingham 2 Research Ethics Committee. 
 
Further information and contact details 
 
If you have any questions, or would like further information, please feel 
free to contact: 
 
The Researcher:  
Mrs Carol Raaff 
Specialist Paediatric Dietitian –  

Child Weight Management 
Healthy Kid5 Service 
Springfields Health and Wellbeing 
Centre 
Off Lovett Court 
Rugeley WS15 2QD 
01889 571801/3 

And/or the Chief Investigator: 
Prof Cris Glazebrook 
Head of Divsion of Psychiatry and 

Applied Psychology 
School of Medicine 
Room B12, B Floor 
Institute of Mental Health 
Triumph Road 
Nottingham NG7 2HA 
0115 82304
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Appendix 26b. Parent information letter – feasibility 

study (Chapter Five) 

  

Participant information sheet for parents (Phase 2) 
(Final version 1.0: 24.11.14) 
 
Title of Study: The feasibility of using Feed-back (an e-resource) on 
a tablet (like an iPad) to help communication within a child weight 
management consultation 
 
Researcher: Carol Raaff  

(Specialist Paediatric Dietitian – Healthy Kid5 
Service – and PhD Researcher) 

Research Supervisors: Prof Cris Glazebrook 
 Prof Heather Wharrad 
 
We would like to invite your child to take part in our research study. Before 
you decide, we would like you to understand why the research is being 
done and what it would involve for you. One of our team will go through 
the information sheet with you and answer any questions you have. Talk to 
others about the study if you wish. Ask us if there is anything that is not 
clear. 
 
What is the purpose of the study? 
 
Electronic visual aids (designed for computers and tablet devices) have not 
yet been introduced into child weight management appointments, mainly 
because nothing suitable had been developed.  However, young children 
seem to respond to electronic images and interactive games and it seems 
logical to explore the potential usefulness of such resources in dietetic child 
weight management appointments, to eventually find out whether it 
improves treatment.  We have developed an app (for a tablet device) for 
this reason. 
 
The app, called Feed-back, is evidence-based, it has been peer-reviewed 
(by other paediatric dietitians from across the UK), and tested in a clinic 
setting with overweight children and their parents.  The next step is to see 
if it has any positive effects on communication with children (and parents / 
carers).  This study will be relatively small and is called a feasibility study 
because if the results are promising (and the Feed-back app shows some 
benefit), we will undertake a larger study to look at its effect on treatment 
outcomes (such as the child’s weight and BMI or body mass index). 
 
Why has my child been invited? 
 
The Feed-back app has been developed to treat overweight 7 to 11 year 
olds and so we are inviting children of this age group who have been 
referred to the Healthy Kid5 Service.  We are hoping to have 15 children 
(and a parent / carer) who will to take part in the study. 
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Does my child have to take part? 
 
It is up to you and your child to decide whether or not to take part.  If your 
child does take part, you will be given this information sheet to keep and 
be asked to sign a consent form.  If you and your child decide to take part, 
you (and your child) are still free to withdraw at any time, without giving a 
reason.  This would not affect your legal rights or the care that you will 
receive from the Healthy Kid5 Service. 
 
What will happen to my child and I if we take part? 
 
In brief, taking part in the study will mean that you and your child will be 
asked: 
• Attend one Healthy Kid5 appointment (that you would have attended 

anyway), 
• Use the Feed-back app at this appointment, and 
• Complete two short questionnaires each.  This will mean that you will 

need to allow an extra 25 minutes for the appointment. 
The appointment will be audio-recorded. 
 
In detail, this is what will happen: 
• We will arrange your child’s follow-up appointment with the Healthy 

Kid5 Service, for you and your child to attend, as usual.  Normally, we 
ask parents to allow 30 minutes for this appointment.  Taking part in 
this study will mean arriving 15 minutes before the appointment, so 
that you and your child can ask questions about the study, sign a study 
consent form, and answer a short questionnaire each.  The dietitian will 
read your child the questions and also write down his/her answers.  You 
will be asked to answer your questions on paper and not to help your 
child to answer theirs.  The questionnaire should take about five 
minutes to complete.   

• Your child will use the Feed-back app during their appointment (and 
receive similar treatment and advice had they not taken part in the 
study).  The appointment will be audio-recorded. 

• After the appointment, you will both be asked to complete another 
short questionnaire each (similar to what you both did before the 
appointment, which should take between 5 and 10 minutes), to be 
handed to the dietitian before you leave. 

• Your child’s involvement in the study will end at this point.  Future 
appointments with the Healthy Kid5 Service will not be audio-recorded 
and you will not be asked to complete any further study-related 
questionnaires.  Families attending the appointment and completing 
both sets of questionnaires (mentioned above) will receive a £20 
Amazon gift voucher.  Once the data has been analysed, the study 
findings will be summarised and posted to you. 
 

Expenses and payments 
 
Participants will not be paid to take part in the study, but families will be 
posted a £20 Amazon gift voucher after the ‘study’ appointment. 
 
What are the possible disadvantages and risks of taking part?  
 
One disadvantage to taking part in the study is that the ‘study’ 
appointment that your child has with the Healthy Kid5 Service will take up 
to 25 minutes longer than usual.  You and your child will spend this time 
giving written consent and completing two short study questionnaires each. 
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What are the possible benefits of taking part? 
 
We cannot promise the study will help you and your child but the 
information we get from this study may help to improve outcomes for child 
weight management in the future, and your child may enjoy using the 
Feed-back app. 
 
What happens when the research study stops? 
 
When the study stops, your child will continue to be offered treatment and 
support from the Healthy Kid5 Service for up to 12 months from their first 
appointment. 
 
What if there is a problem? 
 
If you have a concern about any aspect of this study, you should ask to 
speak to the researcher who will do their best to answer your questions.  
The researcher’s contact details are given at the end of this information 
sheet. If you remain unhappy and wish to complain formally, you can do 
this by contacting the Patient Advice and Liaison Service (PALS): 
 Edric House 
 Wolseley Court 
 Towers Plaza 
 Wheelhouse Road 

Rugeley WS15 1UW 
 01889 571523 
 PALS@ssotp.nhs.uk 
 
Will my child’s taking part in the study be kept confidential? 
 
We will follow ethical and legal practice and all information about you and 
your child will be handled in confidence. 
 
If your child joins the study, data collected for the study will be looked at 
by authorised persons from the University of Nottingham who are 
organising the research (examples of this data are your child’s date of 
birth, gender, BMI (on referral and their most recent measurement), and 
appointment attendance). They may also be looked at by those authorised 
to check that the study is being carried out correctly. All will have a duty of 
confidentiality to you and your child, as a research participant, and we will 
do our best to meet this duty. 
 
All information that is collected about you or your child during the course of 
the research will be kept strictly confidential, stored in a secure and 
locked office, and in password-protected folders.  Any information about 
you or your child, which leaves NHS premises, will have your names and 
address removed (anonymised), and a unique code used, so that you and 
your child could not be recognised from it. 
 
Your child’s personal data (address, telephone number) will be kept for 12 
months after the end of the study so that we are able to contact you about 
the findings of the study (unless you advise us that you do not wish to be 
contacted).  All other study data will be kept securely for seven years.  
After this time your data will be disposed of securely.  During this time all 
precautions will be taken by all those involved to maintain your 
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confidentiality, only members of the research team will have access to your 
personal data. 
 
In line with Staffordshire and Stoke-on-Trent Partnership NHS Trust 
Safeguarding Guidelines, although the information you and your child 
provide in the appointments or in the questionnaires is confidential, should 
you disclose anything to us which we feel puts you, your child or anyone 
else at any risk, we may feel it necessary to report this to the appropriate 
persons.  
 
What will happen if I don’t want my child to carry on with the 
study? 
 
Your child’s participation is voluntary.  You and your child are free to 
withdraw at any time, without giving any reason, and without it affecting 
you or your child’s legal rights.  If your child withdraws then the 
information collected up until that point cannot be erased and this 
information may still be used in the study analysis. 
 
What will happen to the results of the research study? 
 
Once all the data has been collected and analysed, a summary of the study 
findings will be posted to you, within 12 months of the end of the study.  
Detailed study results will be published in an academic journal and as part 
of a PhD thesis.  You and your child will not be identified in any report, 
presentation or publication. 
 
Who is organising and funding the research? 
 
This research is being organised by the University of Nottingham and is 
being funded by the researcher as part of her PhD. 
 
Who has reviewed the study? 
 
All research in the NHS is looked at by independent group of people, called 
a Research Ethics Committee, to protect your child’s interests. This study 
has been reviewed and given favourable opinion by East Midlands – 
Nottingham 2 Research Ethics Committee. 
 
Further information and contact details 
 
If you have any questions, or would like further information, please feel 
free to contact: 
 
The Researcher:  
Mrs Carol Raaff 
Specialist Paediatric Dietitian –  

Child Weight Management 
Healthy Kid5 Service 
Springfields Health and Wellbeing 
Centre 
Off Lovett Court 
Rugeley WS15 2QD 
01889 571801/3 

And/or the Chief Investigator: 
Prof Cris Glazebrook 
Head of Divsion of Psychiatry and 

Applied Psychology 
School of Medicine 
Room B12, B Floor 
Institute of Mental Health 
Triumph Road 
Nottingham NG7 2HA 
0115 82304
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Appendix 27a. Child information letter – patient 

usability testing (Chapter Four) 

  

Participant information sheet for the child (Phase 1) 
(Final version 1.0: 24.11.14) 
 
Title of Study: Using the Feed-back app on a tablet (like an iPad) in 
Healthy Kid5 appointments 
 
We would like to you to take part in our study. 
 
What is a study? 
 
A study is a careful experiment to find out the answer to an important 
question. 
 

 

Before you decide, we would like 
you to understand what the study is 
about and what you would need to 
do.  Someone will talk to you about 
the study and you will have a 
chance to ask questions before you 
decide. 

 

Why are we doing the study and why have I been invited? 
 
Most children like looking at apps and looking at moving pictures on mobile 
phones and tablets (like iPads).  We want to see whether our new tablet 
app (called Feed-back), could make Healthy Kid5 appointments better for 
children and their parents.  The Feed-back app is for 7 to 11 year olds 
working towards getting to a healthy weight.  We are looking for five 
children to take part – we would like you to think about being one of those 
children. 
 
Do I have to take part? 
 
It is up to you and your mum or dad to decide whether or not to take part.  
Even if you decide to take part, you are allowed to change your mind 
without giving a reason.  If you decide not to take part in this study, it will 
not affect your care from the Healthy Kid5 Service.
 
What will happen to me if I take part? 
 
You, and your mum or dad, will 
come to one Healthy Kid5 
appointment (as usual). 
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During the appointment, there 
will be two differences: 
 

 
 
• You will use the Feed-back 

app as part of your 
appointment, and 

 
• You (and your mum or dad) 

will fill in two short forms 
each.  You will be able to tell 
someone what your answers 
are (so, not have to write 
your answers down) 
 

 
 
After the study, you will have 
your usual appointments with the 
Healthy Kid5 Service. 
 

 
What are the good and bad points of taking part?  
 
One bad point is that the forms will take some extra time to fill in.  A good 
point is that families taking part will receive a £20 Amazon gift voucher, 
and you may also enjoy using the Feed-back app! 
 
Will my taking part in the study be kept private? 
 
All the information collected about you and your family in this study will be 
kept private.  The information will be looked after and only seen by people 
doing the study, or who need to make sure that study is being done 
properly. 
 
Please talk to your mum or dad and ask if anything that is not clear.
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Appendix 27b. Child information letter – feasibility 

study (Chapter Five) 

  

Participant information sheet for the child (Phase 2) 
(Final version 1.0: 24.11.14) 
 
Title of Study: Using the Feed-back app on a tablet (like an iPad) in 
Healthy Kid5 appointments 
 
We would like to you to take part in our study. 
 
What is a study? 
 
A study is a careful experiment to find out the answer to an important 
question. 
 

 

Before you decide, we would like 
you to understand what the study 
is about and what you would need 
to do.  Someone will talk to you 
about the study and you will have 
a chance to ask questions before 
you decide. 

 

Why are we doing the study and why have I been invited? 
 
Most children like looking at apps and looking at moving pictures on mobile 
phones and tablets (like iPads).  We want to see whether our new tablet 
app (called Feed-back), could make Healthy Kid5 appointments better for 
children and their parents.  The Feed-back app is for 7 to 11 year olds 
working towards getting to a healthy weight.  We are looking for 15 
children to take part – we would like you to think about being one of those 
children. 
 
Do I have to take part? 
 
It is up to you and your mum or dad to decide whether or not to take part.  
Even if you decide to take part, you are allowed to change your mind 
without giving a reason.  If you decide not to take part in this study, it will 
not affect your care from the Healthy Kid5 Service.
 
What will happen to me if I take part? 
 

You, and your mum or dad, will 
come to one Healthy Kid5 
appointment (as usual). 
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During the appointment, there 
will be three differences: 
 

 
 
• You will use the Feed-back 

app as part of your 
appointment, 
 

• What we say in the 
appointment will be recorded 
(not videoed), and 

  
 
• You (and your mum or dad) 

will fill in two short forms 
each.  You will be able to tell 
someone what your answers 
are (so, not have to write 
your answers down) 
 

 
 
After the study, you will have 
your usual appointments with the 
Healthy Kid5 Service. 
 

 
What are the good and bad points of taking part?  
 
One bad point is that the forms will take some extra time to fill in.  A good 
point is that families taking part will receive a £20 Amazon gift voucher, 
and you may also enjoy using the Feed-back app! 
 
Will my taking part in the study be kept private? 
 
All the information collected about you and your family in this study will be 
kept private.  The information will be looked after and only seen by people 
doing the study, or who need to make sure that study is being done 
properly. 
 
Please talk to your mum or dad and ask if anything that is not clear
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Appendix 28a. Parent consent and child assent form – 

patient usability testing (Chapter Four) 
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Appendix 28b. Parent consent and child assent form – 

feasibility study (Chapter Five) 
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