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Abstract
Background: Childhood overweight and obesity are a worldwide problem. In Utrecht, the Netherlands a pilot for
a multidisciplinary approach with a coordinating healthcare provider will be implemented. Before the pilot starts, the
opinions of the general practitioners in the pilot area will be studied, because their collaboration is important.
Aim: To obtain insight in the perceptions of general practitioners (GPs) with regard to their role in a
multidisciplinary approach of childhood overweight.
Design and Setting: Survey; 36 GPs, selected by convenience sampling from two districts in Utrecht.
Methods: Mixed methods; self-developed questionnaires based on face validity and semi-structured interviews
with GPs were conducted about their role in a multidisciplinary approach. Descriptive statistics were used to analyse
data collected by the questionnaire.
Results: Twenty-nine (81%) of the GPs filled in the questionnaire, 65% of them often observe overweight and
obesity in children. Barriers to discuss childhood overweight were: lack of time, reluctance to raise the subject and
lack of awareness by parents. Experienced barriers in treatment were: lack of motivation of the children and parents
and lack of a structured treatment plan. Within the multidisciplinary approach, the interdisciplinary communication
was mentioned; 83% of the GPs would like to be informed after the first and 100% after completion of treatment from
other healthcare professionals.
Conclusion: GPs signalize childhood overweight frequently, but perceive barriers in discussing childhood
overweight and obesity. In the multidisciplinary approach of childhood overweight, a structured treatment plan from
the coordinating health care provider and optimized interdisciplinary communication are needed for better
implementation.
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Introduction

How it Fits in

It is expected that by 2025, 70 million children and adolescents will
be overweight or obese [1]. In the Netherlands, a two to three fold
increase in overweight and a four to six fold increase in obesity in
children is currently seen compared to the 1980s [2]. However, in the
major cities, this increase stabilised over the past few years, which
might be the result of more attention for prevention and intervention
programs in these cities [2,3].

•
•
•

•

It is well known that GPs experience barriers in managing
childhood overweight and obesity.
Recently a multidisciplinary approach with a coordinating health
care provider has been advocated. Such an approach requests the
collaboration of GPs.
In the current study GPs state that a multidisciplinary approach
with a coordinating youth health care provider is important,
although better follow-up and treatment plans and good
interdisciplinary communication are needed so the GP can discuss
the childhood obesity with child and parents more frequently.
The GP’s stated that they feel mainly responsible for observing and
discussing the child’s overweight or obesity but less for treatment.

Childhood overweight and obesity has major consequences in all
stages of life; it is associated with co-morbidities such as glucose
intolerance, diabetes, metabolic syndrome and other cardiovascular
risks factors at young adulthood [4-11]. Besides somatic complications,
it can also have a socio-psychological impact, the quality of life in
obese children is similar to the impaired quality of life in children
diagnosed with cancer [12]. Besides, it is associated with depression
and worse social and mental coping throughout adolescence [13,14].
During the last decade, several (inter)national studies have been
published on the role of general practitioners (GPs) in the prevention
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and treatment of childhood obesity, with contradicting findings
[15-24]. GPs in Australia see a large role for themselves in weight
management in childhood overweight and obesity [17], those in the
UK only see a responsibility to raise the topic and provide basic
lifestyle advise [18,19]. Concerns with regard to a possible adverse
effect on the relationship with the patient, lack of time and scepticism
about intervention results are experienced barriers in this respect [19].
Also a lack of patient motivation and low priority to discuss the
overweight/obesity - since primary care physicians feel not competent
enough to treat it - are mentioned as barriers to raise the topic during a
consultation for another health problem [16,17,21]. Raising the topic
of overweight and obesity in children is not only difficult for GPs, but
likewise for parents; both parties prefer the other to raise the subject
[15]. Parents also prefer the GP to discuss a follow-up plan for the
child’s overweight [18].
GPs in the Netherlands are of opinion that the youth health care
physician should play a more prominent role in the tackling of
childhood overweight and obesity [22], in line with Dutch guidelines
on overweight and (severe) childhood obesity in which a
multidisciplinary approach with a coordinating health care provider is
recommended [25,26]. We aimed to get more insight into the opinions
of GPs with regard to their role in a multidisciplinary approach, with a
coordinating health care provider from the youth health (JGZ), before
implementing such an approach.

Method
First we describe the results of a survey on the GPs’ perceptions with
respect to signalling and discussing childhood overweight and obesity,
the use of guidelines, as well as treatment and cooperation with other
health care workers, collected by questionnaires (self-designed, items
based on face validity). The second part of the study describes
perceived barriers and facilitators in the treatment of childhood
overweight and obesity in the current situation as well as GPs’ views on
a multidisciplinary approach with a coordinating health care provider.
For the latter part, semi-structured interviews designed following the
COREQ consolidated criteria [27] were held.

Setting and participants
In two demographically different districts in Utrecht, the
Netherlands, the multidisciplinary approach with a coordinating
health care provider from JGZ for four to twelve year old children with
overweight or obesity, will be implemented. One district
(Kanaleneiland) is an urban neighbourhood with lower social
economic status with a 25% prevalence of childhood overweight and
7% obesity [28]. The other district, Leidsche Rijn, is comparable to
most Dutch newly developed suburbs with a 10% prevalence of
childhood overweight and 2% overweight between 9 and 11 years [29].
Convenience sampling was used for the current study; an email with a
web link to an online questionnaire was sent to all GPs in both
districts. In addition, a paper version of the questionnaire was made
available for GP’s who did not reply to the online questionnaire, which
was handed out during GP meetings to non-responders. All
participating GPs work in multidisciplinary health centres with several
GPs. In both districts one to three GPs per general practice were
approached, their practice managers assigned the GPs for the
interviews (n=14).
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Measures
Questionnaire
A fourteen-item questionnaire was developed based on different
Dutch guidelines for childhood overweight and obesity [30,31]. There
was no gold standard available to compare the items with. For that
reason the items of the questionnaire were based on face validity. The
items were chosen by the researchers (two experienced general
practitioners, one medical student and one epidemiologist-public
health researcher). Four items related to signalling and raising the
topic of overweight and obesity by the GP, six to diagnosis and
reporting of findings, two items regarded the treatment of overweight
and obesity and four about the interdisciplinary communication
among professionals. Answer options were on a five-point Likert scale,
yes/no items and several options items.

Semi-structured interviews
Data on perceived facilitators and barriers in signalling, raising the
topic, diagnosis, treatment and interdisciplinary communication, were
collected by semi-structured interviews. Also the GPs’ perception with
regard to their role in a multidisciplinary approach with a coordinating
health care provider was asked. For this method was chosen to address
specific topics important in de national discussion on the treatment of
childhood obesity, but not to determine the direction of the discussion
within each topic. The interviews were conducted face-to-face or by
phone, depending on the GP’s preference, by one of the authors (JB),
after a short training.

Data analysis
The data collected by the questionnaire were analysed using IBM
SPSS version 20.0 Descriptive statistics were used.
All interviews were recorded for transcription in a summary in the
same order of topics, but not analysed with specific software, due to the
scope of the pilot. The summaries of the interviews were not verified
with the participants, but compared with the results of the
questionnaire, so different methods were used to get more insight in
the opinions of the GPs. Counts with percentages of answers and
quotes are presented.

Results
The questionnaire was completed by 29 of 36 approached GPs
(81%); 89% (8/9) from Kanaleneiland (KE) and 21/27 (78%) from
Leidsche Rijn (LR). The GP’s who not attended the meeting were the
non-responders. The questionnaire was answered by 80% female GP’s,
responders had an average of 11.1 ± 7.6 years experience as GP and 6.5
± 5.5 years working in the current district. Of the participating GP’s
who were interviewed 70% was female, with 12.9 ± 9.0 years in this
profession and 8.8 ± 6.9 years in current district, without significant
difference among the two districts. The gender distribution of GP’s in
both districts is representative.
The average duration of the interview was between 20 and 25
minutes. Eight of the fourteen interviews were conducted by telephone
(six in Kanaleneiland, two in Leidsche Rijn). Results are presented by
topic.
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Kanaleneiland (%)(N=8)

Leidsche
(N=21)

Rijn

(%) Total
(N=29)

Rarely

62.5

57

59

Sometimes

37.5

38

38

Often

0

5

3

Rarely

0

10

7

Sometimes

37.5

24

28

Often

62.5

66

65

Rarely

12.5

33

28

Sometimes

12.5

43

34

Often

75

24

38

Would raise the topic sooner in obese children then in overweighed children? (yes)

100

86

90

37.5

33

34

NHG standard obesity (30)

37.5

29

31

healthcare obesity PON (26)

0

5

3

Addendum extreme obesity healthcare standard obesity PON

0

0

0

Flow chart Covenant multidisciplinary approach for childhood overweight Utrecht

37.5

0

10

Rarely

25

5

10

Sometimes

0

14

10

Often

12.5

15

13

(%)

Signalling
How often do parents or children come to the GP for overweight or obesity as main
consultation reason?

How often do you signalise childhood overweight or obesity during consultations?

How often do you discuss the topic of childhood overweight or obesity if that is not the reason
for consultation?

Diagnostics and reporting
Do you use a guideline in the care for childhood overweight or obesity? (yes)
If yes, which guideline do you

use?*

And how frequent do you use the guideline?

Which data do you report in the patients’ medical chart in case of childhood overweight or obesity?*
Length

75

91

86

Weight

100

91

93

BMI

62.5

76

72

Abdominal circumference

12.5

5

7

Weight related health risk

12.5

10

10

Conclusion (overweight/ grade I, II, III obesity)

12.5

24

21

BMI and conclusion (overweight/ grade I, II, III obesity)

37.5

24

28

Other

0

10

7
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Do you know the amount of the combined health and behavioural lifestyle interventions in 62.5
your district? (yes)

48

52

Are you satisfied of the communication between health care providers involved in the care for
childhood overweight and obesity? **
Unsatisfied

14

24

22

Neutral

42

62

57

Satisfied

42

14

21

Rarely

29

33

32

Sometimes

42

29

32

Often

29

38

36

Less frequent

0

0

0

Neutral

57

48

50

More frequent

43

52

50

After the first consultation, with treatment plan

87.5

81

83

In between with results of the treatment

25

30

35

After completion of termination of the treatment by therapist or parents or child

100

100

100

When a child does not show up at consultations

87.5

67

72

Never

0

0

0

How often do you receive information from other healthcare workers after you referred a
patient? **

Do you wish to receive more or less frequent information? **

At which moments do you wish to receive information from other health care providers
regarding the progress of the treatment of childhood overweight and obesity?*

Table 1: Results of the questionnaire.

childhood overweight and obesity, but that they also consider this a
responsibility for the parents to do so.

Signalling
From the participating GPs 65% observed overweight and obesity in
children often, although it is seldom the patient’s reason for encounter.
When overweight is observed, discussing it with the child and parents
(if the overweight was not the reason for consultation) occurs less
often, namely in 38% of the cases, (KE 75%; LR 24%). According to the
GPs, they discuss obesity in 90% of the times (Table 1).
The results of the semi-structured interviews showed that the GPs
agree that they are (partly) responsible for observing and discussing

GPs mentioned that children’s complaints, their own knowledge of
the impact of overweight and obesity on the child, their knowledge
that early treatment has better results on weight management and
sustainable healthy lifestyle facilitate signalling overweight and obesity
in children. Experienced barriers were a lack of time for proper
discussion, the possible negative influence on the relation with the
patient, difficult subject to discuss and the fact that parents do not
perceive overweight as a health problem (Box 1).

Facilitators
Compain relateld to overweight

"If there is a link with the current complaints it is easier to discuss and if there is no link, it is
often difficult to raise"

Health problem

"Oh well, my motivation is, that in my opinion, overweight is a health problem."

Early treatment

“Because you know if there is no early tackling of the problem, it keeps getting harder later on in
life to tackle the problem.”

Severe obesity

"Well, when I’m convinced it is severe obesity. You know, when I don’t think it’s still baby fat or
something."
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Barriers
Lack of time

"Because I think if you address the topic, you should discuss it. I don’t think that you can
address it just like that. So yes that makes, that for me, time is a huge factor.”

Doctor patient relation

"Yes, if you think it brings up resistance, it’s better not to discuss because you won’t achieve
what you want.”

No awareness

“Yes in general parents are okay with it, and one time I had a parent who rejected it all and one
time I had someone who rejected it all greatly and downplayed it."

Delicate topic

"Yeah, you know, if I am convinced it hurts the child."

Box 1: Quotes regarding signalling and discussing the topic of childhood overweight and obesity.

Diagnosing and reporting
In Table 1 and Box 2 the results and quotes with facilitators and
barriers in diagnosing obesity are described. One third of the included
GPs reported to use one of the available Dutch guidelines for
childhood obesity. Although 93% of the GPs measure and report
weight, only 21% of them report the grade of obesity in the medical
record as suggested by the guidelines [26,30,31]. In the interviews
some GP’s mentioned that in severe obesity they perform additional
biomedical testing (glucose, and sometimes thyroid function), other
GP’s don’t perform additional blood tests for diagnosing, because in
the majority of cases there is a lifestyle problem.

Treatment and multidisciplinary approach
Only half of the GPs were familiar with combined behavioural
lifestyle programs for children with overweight or obesity in their own
district (KE 63%, LR 48%). During the semi-structured interviews,
(Box 3, Box 4) most GPs stated that they feel mainly responsible for
observing and discussing the child’s overweight or obesity but less for
treatment, mainly due to lack of time. Other healthcare providers such
as dieticians and physiotherapists were considered to have a larger role
in this respect. Some GPs mentioned psychologists as well to play a
larger role in the treatment, but most of them prefer a
multidisciplinary approach.
Facilitators
Guidelines

"Then I have to calculate? The grade of overweight and then I
have to check the glucose. I always look in the NHG guideline, if
and what additional test I must perform.”

Discrepancy
in
anamnesis

"Well I would do it when there are serious problems and also if
there is a discrepancy between what a child eats and sports and
the overweight, if that is not compatible."

No results "Or when they come back after treatment at the dietician and has
treatment
already started with lifestyle changes for a period and there is no
success at all. That is also often a question from the dietician.”
Barriers
No
additional
value

"I think that you simply do not need additional testing, because in
the majority of cases there is a lifestyle problem."

External
factor

"I often fear that if something is found due to additional testing,
that it is for the parents directly the cause why that child has
overweight. And a very good reason not to change lifestyle which
actually should be changed as well."

Box 2: Quotes of facilitators and barriers in diagnostics and additional
testing.
Mentioned facilitators for the treatment of childhood obesity were: a
good communication between healthcare providers in the
multidisciplinary team, especially with regard to the follow up and
structured treatment plan and a coordinating health care provider to
guard and motivate patients and to prevent dropout. In the GP’s
opinion, motivated and involved parents also facilitate the tackling of
childhood overweight and obesity. Disappointing treatment results
were often seen if motivation of children and parents is lacking and in
case of parental overweight. Also the costs for sport facilities or healthy
food were mentioned as barriers. The multidisciplinary project in the
Netherlands is only organized as a pilot, due to financial restrictions,
and is only planned for one year, this is too short according to most
GPs. Therefore, some GPs were sceptic about a multidisciplinary
approach with duration of one year, and they advocated prolonging the
follow-up time for more sustainable results.

Alert parents "So if there is very severe obesity and I suspect an underlying
disease as a cause for the obesity. I would check for thyroid
problems or perhaps new onset diabetes. But also to give the
parent the impression overweight is a serious condition.”

Facilitators
Short lines

"Well, here the lines between caregivers are short. So there is the way to call if you are really concerned."

Time

"That I can refer to someone who can guide them. Guide them in a way of having more time of course."

Motivation

"Well, apparently there are some parents motivated enough to ensure that it is a success."
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Multidisciplinary approach

"I refer people regularly to a dietician, I have the idea that a dietician alone is not enough, though I do think
that it is good that a dietician makes people aware of how many calories and they consume and the
composition of their food."

Barriers
Poor communication

"And children visit me after a while….? And they say we did it last year, but it did not really help. I get that
information from the patients a year after."

Motivation and awareness

"Often parents themselves also are obese. They will perhaps be inclined to acknowledge it as a problem,
because then they must also work to their own problem."

Resources

"Then, certainly is our population in context of their social class, limited financial resource is a reason not to
follow the offered treatment options. And then you can say you have to go to the dietician but you actually
know they won’t go."

Treating whole families

"Yes it is often the dietary habits of the whole family. You will see that the whole family often has overweight.
Therefore, you want parents to be involved in the treatment. After all, they do the groceries for the whole
family."

Duration treatment

"And often you will see that children after they have followed a course, they have the same problems again
the year after. These projects are only for one year, maybe for two years but not for the long term."

Missing structure

"Well, I think in particular that cooperation and early detection, now is quite ad hoc. Not really very
organized."

Box 3: Quotes regarding the treatment of overweight and obesity.
Communication
"You would actually expect feedback when the treatment stops. Those working in healthcare notice when the children dropout, or
got lost for follow-up.”
"There is almost no other health care provider that consistent provides the GP feedback. Whether it is the paediatrician, lifestyle
programmes or dieticians. I would just want to have consistent feedback."
Multidisciplinary approach
Structure

“But in my opinion it is most important that all parties look in the same direction. And if we all want the same, the greater the
chances our plan gets support.”

Personal plan treatment

“Well when I see a child very short for something else, but they help the child specific with this problem.”

Central healthcare provider

“So I think a coordinating health care provider is a pro for keeping an eye on the patient and also for motivating and give insight in
the urgency of treatment.”
“Because as general practitioner you are a central person in healthcare and that function needs to be preserved. The youth
health care system should not pass the general practitioner on the left or on the right. Even though they want that very much, they
are experts on their own field, but there are so many factors of influence.”

Earlier projects failed

“Well yes, I’m a bit critical, I know the government implemented a lot of these programs and until now the results are very
disappointing.”

Duration pilot

“You know, you helped someone on the right track, but what about it after half a year or one year? That is a concern, maybe the
general practitioner can have a role after that time.”

Medicalization

“That the problem is being medicalized. For the child it is difficult that the accentuation is on the child’s weight. But that also
depends on the way you communicate it I suppose…”

Box 4: Quotes regarding communication and multidisciplinary approach.

Discussion
Summary
This study demonstrates that GPs are likely to perceive a
responsibility for signalling and discussing childhood overweight and
obesity during their consultation hours. They prefer a multidisciplinary
approach with a coordinating health care provider, and are less
motivated to treat the child’s overweight themself. Until now, the GPs
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experience a lack of a structural treatment plan with sufficient duration
and poor interdisciplinary communication.

Comparison with existing literature
These results are in agreement with previous findings in which it
was shown that discussing childhood overweight and obesity is
difficult for GPs [15,19-24]. In general, GPs in areas with a high
prevalence of obesity find it less difficult to discuss the child’s excess
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weight than their colleagues in a region with a lower overweight
prevalence. Reasons for GPs not to discuss the child’s overweight are
not country specific, and include lack of time or experienced
competence for proper discussion and possible negative consequences
for the relationship with the parents [19-24]. The lack of knowledge
and perception of the problem of overweight is in accordance with the
results of a systematic review on this topic, showing that half of the
parents are not able to identify their child as being overweight [16].
This is important to know for the health care providers, as it indicates
that they need to make parents more aware of their child’s obesity.
Possibly increased GPs’ awareness and knowledge of obesity might
result in improved identification and discussion of weight problems
with less fear of harming the relationship [22,32].
GPs seem to use obesity guidelines rarely, which is comparable to
the use of guidelines on obesity in other countries [15,16].

Strengths and limitations
The strength of our study is the diversity of the two included
districts, which are more or less representative for other more urban
neighbourhoods with lower social economic status and for newly
developed suburbs in the Netherlands. Our mixed methods design
provides more insight into facilitators and barriers for a
multidisciplinary approach. The critical problem is not the creation of
an integrated health care standard, but the creation of support systems
for its implementation at the level of primary health care [33]. The fact
that the same barriers have been identified in previous research
highlights the need to take them into consideration for creating
support among GPs. So although for the current study convenience
sampling was used, with the disadvantage that the more critical GPs
might be underrepresented or GPs who are more involved in the
treatment of childhood obesity might be overrepresented. By
interpreting the results of the current study some limitations have to be
taken into account. First, the used questionnaire was self-developed
and items based on face validity. On the other hand the questionnaire
was especially developed for the purpose of implementation of the
upcoming multidisciplinary approach and no gold standard to
compare our items with was available. Second, the number of
participants was low and based on convenience sampling, although all
GPs from the pilot area were approached of whom 80% responded. In
qualitative research, sample size is determined by the point of
saturation [34]. However, based on this way of sampling we cannot
confirm saturation of the sample or under-or overrepresentation of
opinions. This indicates that possibly not all aspects of the
phenomenon have got a chance, especially those aspects that are
initially less obvious. However, for the purpose of the pilot-insight in
opinions of GP in the areas were the new approach will be
implemented in a short period of time-convenience sampling was
appropriate. Third, for the survey both online as well as printed
questionnaire were used for those not responding to the online version
during a monthly meeting. The GP’s who not attended the meeting
were the non-responders. This might have given a bias. Last, due to the
selection procedure of the managers of the GPs to interview, it cannot
be excluded that mainly GPs with an interest in childhood overweight
or obesity were selected. We cannot speculate as to the way in which
this might have influenced the results of the study. It is possible that
GPs with less interest have other perceptions on their role in a
multidisciplinary approach for childhood overweight. Although, it is
not likely that this would have given major changes in quotes and
results.
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Implications for Research and/or Practice
In concluding, the results of the current research showed that most
GP’s perceive themselves responsible in signalling and discussing
childhood overweight and obesity, and less in treating it. Agreement
on task description from the different professionals in the
multidisciplinary approach will support optimal implementation with
a coordinating health care provider from the youth health (JGZ) who is
responsible for interdisciplinary communication. These findings can be
used during the implementation of the multidisciplinary approach for
childhood overweight and obesity. However, since we cannot confirm
saturation of the sample size, conclusions should be interpreted
carefully by the implementation of a similar multidisciplinary
approach in other cities and countries with comparable conditions and
health care systems.
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