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ABSTRACT 

School districts are charged with the task of providing America’s youth with the 

most well-rounded education so that they can grow into the most productive adult 

citizens. However, school funding cuts and the unending demand to make AYP often 

push students out of the center of that focus. As a result, matters like school-based Body 

Mass Index notifications have been moved to the backburner and are often simplified to 

only what the law requires.  

Although researchers have sought the best practice to address this cause, it still 

remains that those not directly involved in the process are designing and implementing 

regulations. The perceptions of parents and school personnel are not being addressed. As 

a result, this exploratory, single-case, qualitative study, researched the best school-based 

body mass index notification practice according to the perspective of eleven total parents 

and school personnel. These participants were from a school in Southeastern 

Pennsylvania, whose process is mandated by the state. 

Based on the findings, it is recommended that schools collaborate with parents to 

establish the most informative notification letter that meets their needs, rather than simply 

address the requirements of the state’s mandate. This collaboration must be inviting and 

easy to enter into and the findings need to be implemented, instead of just gathered and 

recorded. Prior notification must also be improved and supplemental materials need to be 

included in the mailing. 
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CHAPTER 1 

INTRODUCTION 

Even though America is in an era when it seems as though most media outlets are 

focusing on beauty, which for many equates to being thin in the US, more than half of all 

US adults are either overweight or obese (Chang & Christakis, 2003). With food 

seemingly available at the drop of a hat at drive through windows and internet friendly 

carry-out meal ordering, it is no wonder that Dun and Bradstreet's MarketPlace software, 

which includes data on over 14 million US businesses, found over 69,000 fast-food 

restaurants in a sample of roughly 28,000 zip codes (Powell, Chaloupka, & Bao, 2007, p. 

S241). Availability, along with the constant bombardment of super-sized portions, that 

are two to five times larger than ever before, cause many to surpass daily calorie 

recommendations (Let's Move, n.d.; Piernas & Popkin, 2011, p. 1324). In addition, 

"beverage portions have grown as well-in the mid-1970s, the average sugar sweetened 

beverage was 13.6 ounces compared to today, kids think nothing of drinking 20 ounces of 

sugar-sweetened beverages at a time" (Let's Move, n.d.). Thus, "The total daily energy 

intake increased for all age groups studied, although young children (2-6 y old) had the 

greatest increase from 1977 to 2006 (+232 kcal)" (Piernas & Popkin, 2011, p. 1326). 

Boutelle, Fulkerson, Neumark-Sztainer, Story, and French (2007) revealed that "the 

proportion of away-from-home food expenditures on fast food increased from 29% to 

34% between 1982 and 1997" (p. 17) as well.  

These factors are coupled with the reality that many homes now consist of two 

working parents. In the past, mothers traditionally stayed home. Now, household chores 

and tending to children take up much of the time that was previously used to prepare 
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healthy family meals. "With parents working longer hours, working two jobs, they don't 

have time for those family dinners" (The White House, n.d.). In fact, the study Parental 

Employment, Family Routines and Childhood Obesity, by Patricia M. Anderson (2012), 

"implies that a 10 h increase in maternal employment intensity would result in a 2.6 

percent increase in obesity... moving from zero hours of work to full-time hours would 

increase the probability of obesity by 2.65 percentage points" (p. 349). Anderson (2012) 

also found that  

each additional day of eating breakfast at a regular time reduces the probability of 

obesity by 0.317 percentage points. Thus, going from no days of breakfast at a regular 

time to having breakfast every day at a regular time would decrease the probability of 

being obese by over 2 percentage points. (p. 349)Having communication devices at our 

finger tips at all hours of the day has also played a part in making our lives more 

sedentary, which in turn leads to weight gain. Former First Lady Michelle Obama 

remarked, "When I was young...we spent hours running around outside when school got 

out. You didn't go inside until dinner was ready" (The White House, n.d.). However, "for 

many kids, those afternoons spent riding bikes and playing ball until dusk have been 

replaced by afternoons inside with TV, the Internet, and video games" (The White House, 

n.d.). A study completed by Lowry, Howell, Galuska, Fulton, and Kann (2002) 

discovered that "TV viewing was associated with eating insufficient fruits and 

vegetables... also was associated with a sedentary lifestyle... watching TV more than 2 

hours/day was associated with being overweight" (p. 418). In fact, "each daily hour of 

TV will increase this probability by just over 1 percentage point" (Anderson, 2012, p. 

349). "Eight to 18-year old adolescents spend an average of 7.5 hours a day using 
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entertainment media, including, TV, computers, video games, cell phones and movies" 

(Let's Move, n.d.). Despite the staggering rate of obesity, which has become a pandemic 

in the United States, little is being done to help.  

Students spend an exorbitant amount of time in school, making this venue the 

second most influential role model next to the student's family. This presents a huge 

opportunity for schools to get involved.  Students' futures are dependent upon the 

education they receive, which is dependent upon their ability to learn. If a child's health is 

out of balance, it critically affects his/her ability to be successful in school, especially for 

obese girls who were found to have lower test scores (Kaestner & Grossman, 2009). In 

addition, overweight and obese students are often overlooked by their teachers and 

overrepresented in teacher evaluations as lacking performance ability. According to 

Zavodny (2013), the "average teacher assessments for overweight and obese children are 

significantly below those for normal-weight children" (p. 138). 

With accountability occupying everyone's focus, policymakers have paid little 

attention to school-based health screening policies and little is being done about the 

impact excess weight is having on academic achievement. However, due to the current 

obesity crisis, it is no surprise that many schools still feel obligated to get involved in the 

fight, whether it is simply to make light of the situation or to provide additional supports 

to help combat the issue. Nevertheless, involvement requires time, money and adequate 

resources which schools struggle to spare in an age infiltrated with test preparation and 

consumed with meeting No Child Left Behind (NCLB) legislation just to demonstrate 

Adequate Yearly Progress (AYP). A study conducted by Dee, Jacob and Schwartz (2013) 

found that "NCLB led to district-level increase in school spending of nearly $600 per 
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pupil" and lead many teachers to reallocate their teaching time to make NCLB 

requirements (p. 253). However, placing such emphasis on accountability not only 

abandons best practice, it contradicts education's philosophy and fails to nurture, develop, 

educate and cultivate the whole child so that he/she can grow into the best possible 

citizen. In turn, schools have also lost sight of the need to address each child's physical 

wellbeing, especially with the "reducing or eliminating recess to devote more time to 

teaching and learning" (Dills, Morgan, & Rotthoff, 2011, p. 889). The study also found 

that "neither recess nor PE worsen academic performance... moving from 0-35 min per 

week of PE to 70-300 min per week raises girls' test scores" (p. 890). As a result, this 

knowledge poses some critical questions: Why should a student's health and longevity be 

any less important than the risk of a district failing a standardized test? How can a school 

expect the highest academic performance from a child whose health is affected? Is there 

another way? Can and should schools become involved with the fight against obesity? If 

so, then how do schools meet all of the students' needs? And can schools maintain their 

accountability, while simultaneously addressing America's weight issue? Shouldn't 

districts have no choice but to get involved in the plight against juvenile obesity to ensure 

student, classroom, building and district success?  

Some states, like Pennsylvania, Arkansas, Nebraska and Massachusetts, are 

already mandating measurements, while others- Alaska, Ohio, and Missouri- are either 

strongly recommending or providing suggestions for conducting measurements (Bell et 

al., 2011; Massachusetts Department of Public Health, 2014; Missouri Department of 

Health and Senior Services, 2005; Nebraska Department of Health and Human Services, 

2014; Ohio Department of Health School and Adolescent Health, 2010; Pennsylvania 
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Department of Health, 2004; Thompson & Card-Higginson, 2009). Some states- 

Arkansas, Ohio and Pennsylvania- also mandate or suggest communicating findings with 

parents/guardians (Ohio Department of Health School and Adolescent Health, 2010; 

Pennsylvania Department of Health, 2014; Thompson & Card-Higginson, 2009). 

Considering the current circumstances, could more be done, because in many ways 

involved public schools are still failing to meet the challenges that juvenile obesity 

presents? 

Statement of the Problem 

Historically, obesity has been a health issue that has annually grown in size, along 

with the massive amount of data and research available on the topic. Despite the plethora 

of available past and current obesity and Body Mass Index (BMI) investigations, 

information on school-based BMI screening programs within the United States is 

underrepresented. BMI is the mathematical formula that uses one’s height and weight to 

forecast his/her chance for future weight-related medical issues (Nihiser et al., 2007). 

Due to missing research, new studies must focus on parent/guardian and school personnel 

perception of school-based BMI collection, letter, notification process and/or 

supplemental materials to uncover the best practice and squelch the controversies that 

exist. For one, schools should not assume that all students and their families come with 

the ability to identify weight and address it effectively, because a study conducted by 

Chang and Christakis (2003) found that 27.5% of women and 29.8% of men failed to 

classify their own weight correctly (p. 334). In addition, a Virginia study conducted by 

Murphy and Polivka (2007) found that 35 percent of parents with an obese child two to 

five years old failed to recognize the severity of their child’s weight, while another 43 
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percent believed everything was normal or that worrying was unwarranted (pp. 40-41). 

As a result, schools also need to maintain the responsibility of helping students acquire 

life skills required for growing from school-age into adulthood, regardless of the 

depleting demands high-stakes testing places on education.  

This leaves school leaders with the responsibility of meeting the needs of this 

dilemma. Despite districts’ attempts to conduct BMI screenings and communicate 

findings, parents/guardians still complain they are being left out in the cold. Thus, 

exploring the current standards of practice divulged existing defects and consequently 

brought to light suggestions for improvement, creating an opportunity for everyone to 

succeed. 

Research Questions 

 As a result of the gaps found in the literature, this study was designed to examine 

current school-based BMI notification practice and explore the knowledge and feelings of 

parents/guardians and school personnel in addition to collecting suggestions for 

strengthening the notification and its process. In order to do so, the current school-based 

BMI screen notification practice that issues a parent/guardian letter, sent out in one 

Southeastern Pennsylvania school district, was investigated via a single qualitative case 

study. The study specifically addressed the following research questions: 

Knowledge Prior to BMI Notification 

� What did parents know about BMI and their child's BMI prior to the notification? 

� What do parents/school personnel perceive as most valuable in establishing a 

healthy BMI? 

BMI Notification Impact 
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� Do parents/school personnel like school-based BMI notification? 

� What is the perception of this mode of communication? 

� What is the parental/school personnel perception of the information 

received/given? 

� How did parents/school personnel feel when they received/gave the information 

contained within the notification letter? 

Follow-Up Impact After BMI Notification 

� What is the perception of the school's follow-up or lack thereof? 

� What do parents, especially those who react favorably want to know more about? 

� What actions, if any, did parents/school personnel take after receiving/giving the 

information? 

� What suggestions do parents/school personnel have for making improvements 

with communication? 

Limitations and Delimitations 

This study was not designed to generalize the opinions of all American parents 

who are notified about their child's BMI screen findings. Nor does it assume that all 

school district notifications across the entire US are identical. Instead, this study 

described the feelings of one specific sample of school personnel and parents/guardians 

with overweight or obese students in one Southeastern Pennsylvania elementary school. 

It is also understood that numerous factors influence school personnel and 

parent/guardian perceptions of school-based BMI screen notifications. Fitzgibbon and 

Beech (2009), in their study, established that minority parent beliefs could impact their 

interpretation of their child's weight (Fitzgibbon & Beech, 2009). As a result, influential 
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factors include, but are not limited to: gender, race, ethnicity, socioeconomic status 

(SES), weight status, life experiences, home and school environments and the mental 

stability of the students being measured as well as the parent/guardian and school 

personnel being interviewed. Controlling for such an abundance of variables is 

impossible; thus the study is limited and application of its results may not be relevant to 

all districts in every state within the US. 

Due to the nature of the study being a single case qualitative study, only the 

perspectives from a small data sample were collected, versus a collection from a mass 

amount of sources.  By virtue of distance and time constraints, along with other logistical 

factors, there was one person who conducted the interviews and completed the research. 

Having one person develop and complete the study, analyze such a small data set, and 

conclude findings independently inherently resulted in some subjectivity and bias. In an 

attempt to offset this and remain within the study's constraints, criteria were limited to 

overweight and obese elementary school students. The location was chosen based on 

availability and the interviewer’s relationship to the school district.  

Definition of Terms 

1. BMI- Body Mass Index is a formula of body weight in kilograms divided by 

height in meters square [BMI = weight (kg)/height (m)2] ("Safer-Healthier-

People", 2014) that is used to forecast an individual's chance for weight-related 

medical issues (Nihiser et al., 2007). 

2. BMI-for-age charts - growth charts used with children from two to twenty years 

old as a screening tool for children and adolescents who are overweight or at-risk 

for being overweight ("Safer-Healthier-People", 2014). 
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3. underweight - a juvenile BMI percentile below the 25th percentile. An 

underweight adult BMI is less than 18.5 (Nihiser et al., 2007; "Safer-Healthier-

People", 2014) 

4. normal weight - a juvenile BMI percentile between the 25th and 85th percentile. A 

normal adult BMI resides between 18.5 and 24.9 (Nihiserer al., 2007; "Safer-

Healthier-People", 2014) 

5. at-risk for overweight - a juvenile BMI percentile between the 85th and 95th 

percentile (Grance-Cleveland & Bushmiaer, 2005) 

6. overweight - a juvenile BMI percentile above the 95th percentile. An overweight 

adult BMI resides between 25.0 and 29.9 (Grance-Cleveland & Bushmiaer, 2005; 

"Safer-Healthier-People", 2014) 

7. obese - an adult BMI that is 30.0 or greater 

8. adiposity rebound - BMI-for-age starts declining at one year of age and continues 

throughout preschool until reaching its lowest point between the ages of four and 

six. After reaching the minimum, “BMI-for-age begins a gradual increase through 

adolescence and most of adulthood”. “The rebound or increase in BMI that occurs 

after it reaches its lowest point". ("Safer-Healthier-People", 2014, p. 6) 

9. school-based BMI screening -  a BMI screening program in schools that is used to 

assess students' weight status and identify health related risks (Nihiser et al., 

2007) 

10. DXA - Dual Energy X-ray Absorptiometry is used to measure body fat ("Safer-

Healthier-People", 2014) 
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11. WHO - World Health Organization is a global health organization within the 

United Nations that started in 1948 (World Health Organization, 2016) 

12. CDC - Center for Disease Control is a part of the Department of Health and 

Human Services that works to protect the health, safety and security of Americans 

(Center for Disease Control, 2014) 

13. NHANES - "National Health and Nutrition Examination Survey is a program of 

studies designed to assess the health and nutritional status of adults and children 

in the United States" (Center for Disease Control, 2014) 

14. ECLS - "Early Childhood Longitudinal Study program includes three longitudinal 

studies that examine child development, school readiness, and early school 

experiences" (National Center for Education Statistics, n.d.) 

15. YRBSS - Youth Risk Behavior Surveillance System "monitors six types of 

health-risk behaviors that contribute to the leading causes of death and disability 

among youth and adults, including; behaviors that contribute to unintentional 

injuries and violence, sexual behaviors that contribute to unintended pregnancy 

and sexually transmitted diseases, including HIV infection, alcohol and other drug 

use, tobacco use, unhealthy dietary behaviors, inadequate physical activity, and 

the prevalence of obesity and asthma among youth and young adults" (Center for 

Disease Control, 2014) 

Significance of the Study 

Even though legislators are asking educators to do more with less and 

administrators are being forced to concentrate their attention and spending on high-stakes 

testing to ensure success, schools must persevere through these pressures and regain their 
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focus of addressing students' holistic needs. Being overburdened by these demands has 

derailed educators away from fulfilling their true role as: instructor, leader, role model, 

counselor, etcetera, and forced them to conform to the new role as test prep coach and 

testing administrator. As a result, students and their families are not being presented with 

the non-academic supports needed to be successful. In addition, one might ask, "How can 

we spend money... when many of our schools don't have enough textbooks or teachers.... 

these are false choices? If kids aren't getting adequate nutrition, even the best textbooks 

and teachers in the world won't help them learn" (The White House, n.d.). Thus, schools 

need to find a way to simultaneously meet students' health needs and the requirements of 

NCLB.  

While juvenile obesity cases continue to skyrocket with "nearly one in three 

children in America overweight or obese" (Let's Move, n.d.)  

it's time for a moment of truth for our country; it's time we all had a wakeup call. 
It's time for us to be honest with ourselves about how we got here. Our kids didn't 
do this to themselves.... ultimately, they are not, and should not, be the ones 
calling the shots...If we're the ones who make the decisions, then we can decide to 
solve this problem. (The White House, n.d.) 
 

 As a result, this should not be a time for districts to omit Shapiro and Stefkovich's (2011) 

ethics of critique, care and profession, which in turn neglects making " "the well-being of 

the student the fundamental value of all decision making and actions" " (p. 25).  

Research that studied the attendance of over one thousand inner city Philadelphia 

sixth graders, conducted by Geier, Foster, Womble, McLaughlin, Borradaile, Nachmani, 

Sherman, Kumanyika, and Shults (2007) also found that "heavier children have greater 

risk for school absenteeism than their normal-weight peers" (p. 2157). The more time 

districts spend addressing student needs may equate to fewer student sick days due to 
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weight related health issues; therefore, adding more time in the classroom. In turn, this 

will create the opportunity for additional academic success for obese girls (Kaestner & 

Grossman, 2009) and the chance to lessen negative teacher assessment of student ability 

due to weight (Zavodny, 2013). Unfortunately, not all schools are getting involved, while 

those involved have proven to be ineffective. This has left students and parents to 

navigate through this physical, emotional, social and academic hardship alone. As a 

result, it has become a critical time to reexamine the school's role in the fight against 

obesity. Examination of the current school policy has relevance and will help build a 

positive and informative relationship with parents/guardians, so success can be attained. 

This case study will provide that opportunity.   
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CHAPTER 2 

LITERATURE REVIEW 

Body Mass Index 

BMI screenings are commonly used to identify children, adolescents and adults 

who are underweight and overweight ("Safer-Healthier-People", 2014). "For many 

people, overweight begins in childhood and tracks into adulthood" (Pennsylvania 

Department of Health, 2004, p. 6).  So, “An overweight child is more likely than a child 

of normal weight to be obese as an adult” (p. 4). Thus, "BMI-for age in childhood is a 

determinant of adulthood BMI” ("Safer-Healthier-People", 2014, p. 3). In fact, a study 

conducted by Robert Whitaker and his colleagues in 1997, which examined eight 

hundred fifty-four children between the ages of 10 and 15 found that: 

10% of those with a BMI-for-age less than the 85th percentile were obese at age 
twenty-five, whereas 75% of those with a BMI-for-age greater than or equal to the 
85th percentile were obese as adults, and 80% of those with a BMI-for-age greater 
than equal to the 95th percentile were obese at age 25. (p. 4).  
 

Additional studies have shown this same trend of tracking occurring from childhood to 

adulthood (Guo et al., 1999; Guo et al., 1994; Garn & LaVelle, 1985).  

To calculate BMI, weight and height measurements are entered into the 

established BMI formula to forecast each individual’s chance for weight-related medical 

issues (Nihiser et al., 2007), since "BMI-for-age correlates with clinical risk factors for 

cardiovascular disease including hyperlipidemia, elevated insulin and high blood 

pressure" ("Safer-Healthier-People", 2014, p. 4) and “Adults with low and very high 

BMIs are at a higher relative mortality risk compared to those with BMIs” between 18.5 

and 30.0 (p. 8). The BMI formula is body weight in kilograms divided by height in 
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meters squared (BMI = weight (kg)/height (m)2) ("Safer-Healthier-People", 2014). To 

determine weight risk, a child’s BMI is then compared on a BMI-for-age and sex 

percentile growth chart with children of identical gender and age (Nihiser et al., 2007). 

Since these growth charts are gender and age specific and adjust as a child ages, they can 

measure children from two to twenty years old ("Safer-Healthier-People", 2014). The 

United States does not use the BMI-for-age screen prior to two years old, because its 

association to adolescent and adult obesity at those ages is much weaker ("Safer-

Healthier-People", 2014). Children at-risk for being overweight have a BMI above the 

85th percentile, whereas overweight children are identified by a BMI that is greater than 

the 95th percentile (Grance-Cleveland & Bushmiaer, 2005). Normal weight, however, is 

marked by a BMI between the fifth percentile and 85th percentile. Underweight children 

have a BMI under the fifth percentile (Nihiser et al., 2007). In order to understand the 

percentiles, know that a BMI below the 25th percentile means that one hundred children 

of the identical age and gender, less than 25 have a lower BMI, while more than seventy-

five have a higher BMI ("Safer-Healthier-People", 2014). 

"Pediatric growth charts have been used by pediatricians, nurses and parents to 

track the physical growth of infants, children and adolescents in the United States since 

1977" (Pennsylvania Department of Health, 2004, p. 6). "The original charts were 

developed by the National Center for Health Statistics (NCHS) as a clinical tool for 

health professionals to determine if the physical growth of a child is adequate or 

inadequate" (Pennsylvania Department of Health, 2004). However, these growth charts 

could only be used on prepubescent girls until age 10 and boys up to age eleven ("Safer-

Healthier-People", 2014). In addition, weight, height and age measurements could not all 
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be plotted on one chart, like today’s BMI-for-age indicator ("Safer-Healthier-People", 

2014). Therefore,   

in 1994, an expert committee on Clinical Guidelines for Overweight in 
Adolescent Preventive Services was convened by the Maternal and Child Health 
Bureau (MCHB), American Academy of Pediatrics and the American Medical 
Association with support from the Centers for Disease Control and Prevention, to 
advise Bright Futures: National Guidelines for Health Supervision of Infants, 
Children and Adolescents and Guidelines for Adolescent Preventive Services 
(GAPS) on the criteria for the identification of adolescent obesity. (p. 5)  
 

The committee recommended routine screening to identify overweight children and 

adolescents using the BMI-for-age charts ("Safer-Healthier-People", 2014). However, 

35.0 is the highest BMI measure; thus children and adolescents over 250 pounds require a 

different method of measurement (Missouri Department of Health and Senior Services, 

2005, p. 5; Pennsylvania Department of Health, 2004, p. 7). “Also, in 1997, an 

international conference convened by the International Obesity Task Force concluded 

that BMI is a reasonable measure for assessing overweight in children and adolescents 

worldwide (Dietz & Bellizzi, 1999; Bellizzi & Dietz, 1999)” ("Safer-Healthier-People", 

2014, p. 5). NCHS revised the child and adolescent BMI-for-age charts in June 2000 

(Pennsylvania Department of Health, 2004, p. 5).   

BMI Calculators 

BMI can be calculated by hand or there are programs available to help with 

calculations. For instance, "The Baylor College of Medicine's website provides a program 

that calculates BMI and graphs BMI percentiles for children" (Pennsylvania Department 

of Health, 2004, p. 7). "The CDC's NutStat Program, part of its Epi Info program, is 

public domain and can be obtained from the Internet free of charge... will not only 

calculate BMI and graph percentiles, but can also store and analyze data for tracking 
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growth from year to year and generate reports" (p. 7). (Pennsylvania Department of 

Health, 2004)  

Obesity Risks 

Historically, childhood weight issues were generally regarded as superficial 

dilemmas (Adams & Adams, 2009); however, overweight children and adults have 

heightened susceptibility to certain ailments. These health hazards include: “type 2 

diabetes mellitus, hypertension, high cholesterol levels, obstructive sleep apnea, and 

metabolic syndrome” (Stoddard, Kubik, & Skay, 2008, p. 43).  

Freedman and colleagues used data from the Bogalusa Heart Study and found that 
approximately 60% of 5 to 10 year-old children who were overweight had at least 
one biochemical or clinical risk factor for cardiovascular disease such as those 
just mentioned, and 20% had two or more risk factors (Freedman et al., 1999). 
("Safer-Healthier-People", 2014, p. 4) 
 

In addition, the CDC predicted that a third of babies born in 2000 would ultimately test 

positive for type 2 diabetes mellitus in the future (Hendershot et al., 2008). Sadly, "a 

recent study reported that obese children and their parents felt the child's quality of life 

was similar to that of children with cancer" (Grance-Cleveland & Bushmiaer, 2005, p. 

65).  In addition, statistically the likelihood of an overweight child developing into an 

obese adult is fifty percent greater than normal weight peers. Furthermore, overweight 

adolescents are seventy to eighty percent more predisposed to adult obesity (Grance-

Cleveland & Bushmiaer, 2005; Stoddard et al., 2008). In adulthood, obese children also 

may experience difficulties with infertility and miscarriages (Hendershot et al., 2008). 

Obese individuals also record a lower social, emotional, and physical well-being and 

academic functioning in comparison to normal weight individuals (Stoddard et al., 2008). 

Obesity also may induce feelings of loneliness, depression and apprehension, increase 
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discrimination displayed by others, struggles with adjustment, and cause inappropriate 

behaviors (Hendershot et al., 2008). Diminished self-esteem, disturbed body image and 

peer-group isolation may also psychologically impact obese individuals (Hendershot et 

al., 2008). Students whose health is in jeopardy may not be able to attain a high-quality 

education (Ryan, Card-Higginson, McCarthy, Justus, & Thompson, 2006).  

 Early Childhood Longitudinal Study-Kindergarten (ECLS-K) data were used to 

identify the relationship between children's weight, their standardized test scores and how 

their teachers assessed their academic capability to determine if obesity poses an 

educational consequence (Zavodny, 2013). The study determined that "children's weight 

is more negatively related to teacher assessments than to their test scores in reading and 

math" with obesity having the greatest negative connection (Zavodny, 2013). For 

example, overweight and obese children received considerably lower teacher assessments 

than their normal weight peers with the strongest correlation among boys (Zavodny, 

2013). Additional research identified some consistent evidence that "among girls there is 

consistent evidence that obese children have lower test scores than normal weight 

children... suggest that there may be some relatively small effects of weight on children's 

educational achievement" (Kaestner & Grossman, 2009, p. 657). 

As a result of the obesity crisis, children today, like those centuries ago, are also 

projected to face a substantially greater number of illnesses along with a shortened life 

expectancy in comparison to their parental counterparts. This will amount to billions in 

health care costs and lead to the possibility of death five to twenty years earlier than peers 

of normal weight (Adams & Adams, 2009; Grance-Cleveland & Bushmiaer, 2005; 

Veugelers & Fitzgerald, 2005). In fact, hospital charges for juvenile obesity were roughly 
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one hundred twenty-seven million dollars in 1999 and are estimated to skyrocket to one 

hundred billion dollars by the year 2025 (Murphy & Polivka, 2007). Thus, compared to 

normal weight peers, it is anticipated that obese children will encounter triple the medical 

expenditures in their lifetimes (Anderson, Aycock, Mihalic, Kozlowski, & Detschner, 

2012).  

Due to these staggering statistics, obesity in the United States was deemed an 

epidemic by “the U.S. surgeon general, the Institute of Medicine (IOM), and the director 

of the CDC” (Ryan et al., 2006, p. 992). Pediatric obesity in America has ballooned into 

an urgent public health matter (Nihiser et al., 2007). With a third of America’s youth 

already overweight or at risk for becoming overweight, early diagnosis in conjunction 

with mediation is pivotal (Kubik, Fulkerson, Story, & Rieland, 2006; Stalter, Chaudry, & 

Polivka, 2011). As a result of this need, health initiatives and related organizations 

throughout the nation back yearly BMI screens (Stalter et al., 2011). In fact, to lower 

child and adolescent obesity, the IOM proposed conducting BMI screens in schools and 

suggests disclosing the findings to parents (Madsen, 2011). 

Unaware Parents 

Many inaccurately assess their own weight. In fact, Chang and Christakis's (2003) 

study of the self-perception of weight appropriateness found that 27.5% of women and 

29.8% of men, from the fifteen thousand participants, inaccurately identify their weight 

(Chang & Christakis, 2003, p. 334). This inability to visually assess weight was also 

supported by their self-perception study, which found that "32.8% of overweight men 

thought they were "about the right weight" or "underweight"' (p. 334). Another study 

found "it is also very difficult to distinguish children who are at risk of overweight from 
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normal children. In childhood, the distinction is made more difficult by age-related 

physiological variations" ("Safer-Healthier-People", 2014, p. 11). In the CDC’s Safer-

Healthier-People module three preschool aged children's photographs were portrayed "to 

see how accurately one can screen for risk of overweight in children solely by looking at 

them" (p. 11). Even through months of completing this research, I was incorrect in my 

prediction of the child’s weight in two out of the three photos. In addition, each time I 

was incorrect, I predicted that the child was less overweight than he/she actually was 

("Safer-Healthier-People", 2014). These incorrect predictions "demonstrate the difficulty 

of making a consistently accurate visual assessment of at risk of overweight" (p. 14). 

Thus, "to make a consistently accurate determination of at risk of overweight, BMI must 

be determined and plotted on the appropriate growth chart for the appropriate age" (p. 

14).  

 Parents influence their child’s health and dietary choices and activate a healthy 

lifestyle within them in the present and for the future (Kubik et al., 2006); though their 

perception of their child's actual health is misconstrued. According to the Canadian 

Medical Association Journal, children may not appear overweight in the eyes of 

caregivers, because what one now perceives as overweight differs greatly from what was 

recognized as an overweight child in the past (Pietras, Rhodes, Meyers, & Goodman, 

2012). As a result, despite parents’ role model capabilities, many fail to accurately 

identify their child’s actual weight (Dietz et al., 2009). Additionally, a Virginia study 

found that 35 percent of parents with an obese child two to five years old failed to 

recognize the severity of their child’s weight, while another 43 percent believed 

everything was normal or that worrying was unwarranted (Murphy & Polivka, 2007). A 
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study that surveyed over 2,000 elementary school nurses via email found that some 

mothers fail to describe their child as obese and instead characterize their child simply as 

thick or solid (Hendershot et al., 2008). In addition, less educated mothers unsuccessfully 

classified their overweight child more often (Murphy & Polivka, 2007). Older overweight 

children, however, were accurately labeled at a greater rate than younger children, by 

their parents (Fitzgibbon & Beech, 2009). 

In addition, many of these parents are oblivious to their lack of recognition. In 

fact, a parent from a focus group of a Minnesota study remarked, “Don’t you think that as 

a parent, looking at your child, you’d be able to tell if they were overweight or not” 

(Kubik, Story, & Rieland, 2007, p. 626). Despite an abundance of misclassifications, a 

study conducted by Chomitz et al. discovered that parents who were alerted about their 

overweight child's school-based BMI screen findings, from a health report card, 

acknowledged their child’s actual weight and planned possible eating and activity 

modifications and some sought medical support (Johnson et al., 2009). As a result, the 

most fundamental objective of school-based BMI screening is to accurately identify each 

child’s weight and create awareness about weight related health issues (Dietz et al., 

2009).  

Studies have shown various ethnicities have contrasting beliefs about weight. In 

general, minority men and women consider themselves overweight less frequently. 

Minority women express contentment with their bodies and accept their weight at a 

higher rate than Caucasian women (Fitzgibbon & Beech, 2009). Fitzgibbon, Spring, 

Avellone, Blackman, Pingitore and Stolley (1998), for instance, found that black women 

are less concerned about weight than white women (Fitzgibbon et al,. 1998).  In fact, 
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"twice as many black than white female students are satisfied with the shape of their body 

as it is" (Abrams, Allen, & Gray, 1993, p. 52). Another study "found that the ideal body 

image chosen by whites was slimmer than the one by blacks" (Fitzgibbon et al., 1998, p. 

47). The study found that black women are two times more satisfied with their bodies 

than white women and less concerned about losing weight and being thin (Abrams et al., 

1993, pp. 52-53).  

James Madison University students were also surveyed about how race and 

culture influence "women's perceived body images, ideal body image, and perceived 

pressures to be thin" (Powell & Kahn, 1995, p. 192). The study found that "white women 

reported feeling significantly more pressure to be thin than did black women" and 

"reported more weight and dieting concerns" than blacks (p. 193). "Black men also 

indicated less desire for thinness" (p. 193). "Black men said they would be more willing 

to date women with a larger silhouette than white men, and felt they would be less 

ridiculed than white men if they did date such a woman" (pp. 193-194). Thus, it seems as 

though "black culture...places less emphasis on thinness when assessing social 

desirability" (p. 194). Additionally, "African Americans may be counseled to “be 

satisfied with what God gave you” or to “make the best of what you have” " (Kumanyika, 

2005, p. 5). Therefore, studies have "proposed that black culture may be more accepting 

of larger women, and that both black men and women may place less emphasis on 

thinness when assessing beauty than whites" (Powell & Kahn, 1995, p. 192). In other 

cultures, "higher weights may be culturally valued as a positive sign of health or that 

overeating is less disparaged in communities where there has been a history of scarcity" 

(Chang, & Christakis, 2003, p. 337). "These findings suggest that weight, eating 
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behaviors and attitudes, and body dissatisfaction are influenced by cultural factors" 

(Akan & Grilo, 1995, p. 86). As a result, the established beliefs these minority parents 

hold could impact how they interpret their child’s weight (Fitzgibbon & Beech, 2009). 

Current Obesity Rates 

Researchers who sent questionnaires to school nurses in Ohio uncovered 144,000 

articles on childhood obesity throughout completion of their literature review (Stalter et 

al., 2011). This may be due to the fact that child and adolescent obesity has tripled in the 

last two decades (Grance-Cleveland & Bushmiaer, 2005). Childhood obesity stems from 

a multiplex of interwoven influences, “including: nutritional, psychological, 

environmental, cultural, and socioeconomic status” (Hendershot, Telljohann, Price, 

Drake, & Mosca, 2008, p. 300) and has caused the drastic escalation of sedentary 

activities that has dramatically influenced the pandemic over the past ten years (Grance-

Cleveland & Bushmiaer, 2005). The Pennsylvania Department of Health (2004) found 

that "the average child spends 24 hours a week watching television, of which 80% of 

commercials during children's programs advertise food products" (p.11). In addition, 

"Only one in five children eats five servings of fruits and vegetables a day, and the 

vegetables most frequently consumed are potato chips and French fries" (p. 11). As a 

result of its multifaceted etiology, obesity has become a baffling medical and social feat 

to conquer (Adams & Adams, 2009) and created a soaring national health matter 

(Hendershot et al., 2008). In fact, more than half of all US adults are either overweight or 

obese (Chang, & Christakis, 2003) and according to the Centers for Disease Control and 

Prevention (CDC), over thirty-four percent of adult Americans are obese. "The 

prevalence of pediatric overweight and obesity has surpassed 30% in many European 
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nations and in the United States" (Evans & Sonnerville, 200, p. 431) with an excess of 

twelve million American children and adolescents between the ages of two and nineteen 

who are also obese (Center for Disease Control, 2014). The age breakdown of childhood 

obesity is as follows: “8.4% of 2 to 5 year-olds have obesity, 17.7% of 6 to 11 year-olds 

and 20.5% of 12 to 19 year-olds” (Center for Disease Control, 2014). “In the UK, obesity 

has increased from 11% in 1995 to 17% in 2007 in boys and from 12% in 1995 to 16% in 

2007 in girls” (Evans & Sonneville, 2009, p. 431).  

School-Based BMI’s 

A multitude of schools currently examine students’ hearing and vision and notify 

parents as a standard practice (Kubik et al., 2006) and an abundance of these schools also 

measure students’ height and weight (Kubik et al., 2006). So why not use this 

information to calculate student BMI's as part of the currently implemented school-based 

health screenings? Calculating BMI in schools seems conceivable due to its noninvasive 

nature, low cost and ease and speed of computation (Adams & Adams, 2009; Nihiser et 

al., 2007). Since US schools have historically advised parents about their child’s school-

based health screens, one would assume that sharing BMI measurements would be no 

different (Kubik et al., 2006). With ninety-five percent of America’s children attending 

our schools, it would be an optimal environment for school-based BMI calculation and 

notification, creating the possibility for an extensively positive influence in halting 

obesity (Kubik et al., 2006; Nihiser & Sonneville, 2009). "Once a person becomes 

overweight, weight reduction and weight maintenance are extremely difficult to achieve, 

so prevention is by far the most effective solution to the problem" (Pennsylvania 

Department of Health, 2004, p. 6).  
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Arkansas Leading the Pack 

 Arkansas was "disproportionately burdened by obesity risks in adults and 

children... some school districts having more than 50% of their children in 1 of the 2 

highest obesity-risk categories (at risk for overweight and overweight)" (Thompson & 

Card-Higginson, 2009, p. S77). Thus, Arkansas developed Act 1220 of 2003 which 

included a  

set of interventions designed to improve the school environment, within which 
children spend most of the day, to support parents in their awareness of and 
ability to change behaviors and to mobilize community resources to support 
families struggling with obesity. (p. S74) 
 

"The Act established a process through the Child Health Advisory Committee that has 

resulted in modified access to and food availability in vending machines in schools, 

improved cafeteria food offerings, and increased physical activity requirements" (p. S74). 

The Act also "eliminated vending machines from elementary schools... required 

professional education for individuals involved in food preparation within schools" (p. 

S74). 

School-based BMI is designed to promptly and efficiently identify overweight 

and obese students, ascertain if an additional medical assessment is required, alert parents 

of its possible complications, and establish opportunities for modification. Therefore, 

despite the concerns over the accuracy in juvenile BMI findings, after analyzing existing 

research on BMI, Arkansas’ legislators agreed that evaluation and categorization 

provided logical epidemiologic instrument for school usage (Dietz, Story, & Leviton, 

2009). The Act states clear-cut expectations for BMI calculation and parent notification 

that were legislated in April 2003 (Dietz et al., 2009). This was mandated in Arkansas's 
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public schools statewide before any other state (Justus, Ryan, Rockenbach, Katterapalli, 

& Card-Higginson, 2007). Arkansas's 

act incorporated a requirement that each school assess and report to parents their 
child's BMI percentile each year in kindergarten through 12...required that the 
BMI percentile be reported to parents on the child's report card... to combat 
Childhood Obesity. (Thompson & Card-Higginson, 2009, p. S74) 
  

However, since the "99th percentile for BMI reflects the highest risk, whereas a 99% in 

academic areas (eg, math, science, English) is a laudable goal... the negative potential of 

perceiving obesity as within the student's control and reflective of their individual 

performance" was recognized. So, in fall of 2003 "changes were made to ACT 1220 

through Act 29 to eliminate the "report-card" phrasing and replace it with a requirement 

for a separate, confidential health report to convey obesity-risk information to parents" 

(p. S75). 

The student's health report included a BMI explanation, the child's height, weight 

and BMI. “Information on their child's specific risk category, including steps the family 

could take if their child was at risk or overweight... information on health risks related to 

obesity", and a graph that compared the student to others in Arkansas was also included 

(p. S76). In addition, the health reports also included recommendations for healthy living 

from the American Academy of Pediatrics, including; healthy snack options, increasing 

water intake, lessening soda consumption, reducing television time, and expanding 

family time (Justus et al., 2007). Health reports received from the school instruct parents 

to seek out their child’s doctor to receive more information (Justus et al., 2007) or 

additional assistance (Thompson & Card-Higginson, 2009, p. S76).  

After 4 years of individual reporting for all grades (kindergarten through 12th 
grade), the periodicity of the BMI was modified to be performed among those 
students in even school grades (kindergarten, and 2nd, 4th, 6th, 8th, and 10th 
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grades) to reduce academic interruption, reduce personnel time, and to adopt a 
standard parental refusal process. (pp. S79-S81) 
 
After Arkansas's Act 1220 was enacted, "More than 420,000 child health reports 

were mailed to parents" in the first ten months (p. S77). "Five Spanish versions of the 

report were added the next year for families identified by the Arkansas Department of 

Education having Spanish as their primary language" (p. S77). "Since that time, schools 

have taken up the responsibility of distribution, choosing to distribute the reports via 

mail, letters home with students, parent-teacher conferences, or in-person pick-up at the 

schools" (p. S77). "Estimates of the direct funds expended are approximately $3 per 

student for initial-year assessments with ongoing expenditures of approximately $1.50 

per student" (p. S78). "Since 2003, the Arkansas Department of Health has allocated 

approximately $200,000 to $350,000 per year from its chronic disease prevention 

funding...and has continued to support BMI collection in local schools" (pp. S77-S78). 

"To evaluate not only whether BMI screening in schools had any unintended negative 

impact... to assess the broader implications of ACT 1220, the UAMS College of Public 

Health received funding to conduct an external and independent assessment" (p. S78). 

Since Arkansas's implementation of school-based BMI screens, many more school 

districts have implemented similar policies, even despite the existing debates over how to 

disclose the information to parents (Johnson, Pilkington, Lamp, He, & Deeb, 2009).  

How Other States Compare 

Since Arkansas’s statewide school-based BMI implementation in 2003, sixteen 

additional states also have instituted similar laws (Sandoval et al., 2012). Ohio is one of 

the states that have implemented laws. For instance, the Ohio Department of Health 

dispersed guidelines for annually conducting school-based BMI calculations on all K-12 
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students and created model letters for schools to use for corresponding with parents. 

Within the letter, parents are encouraged not to implement a diet for their child without 

first seeking medical advice and to call the school nurse if they are without health 

insurance or healthcare access (Ohio Department of Health School and Adolescent 

Health, 2010, p. 9). Ohio's guidelines were designed as "guidance to school personnel 

who choose to collect students' heights and weights of the school-aged population" and to 

separate students who require follow-up from those who do not (p. 1). The guidelines 

also provide school personnel with suggestions for weighing anxious students and for 

students whose elaborate hairdos interfere with height measurement. "If a student's BMI-

for-age growth is equal to or exceeds the 85th percentile or falls below the 5th percentile 

on the BMI-for-age growth chart", the manual also suggests that a "respectfully worded 

letter should be developed to notify parents that their student's weight may present a 

health risk" (p. 6). Two samples of such letter are included in the appendix of Ohio's 

manual. One identifies the child's height, weight and BMI. The other suggests the child 

may be under weight or overweight, but does not list BMI height or weight findings. 

Furthermore, it stresses that screenings are not intended to be used as diagnostic tools. 

(Ohio Department of Health School and Adolescent Health, 2010) 

On the other hand, Missouri's "school health guidelines recommend assessing 

growth and nutritional status in students, when they enter the school system, identifying 

those students who fall outside the norms for age, monitoring those at risk, and providing 

follow-up and referral for those who meet referral criteria" (Missouri Department of 

Health and Senior Services, 2005, p. 1). Nothing additional is mentioned about collecting 

student BMI's after they enter school and are identified at-risk. Like Ohio, the Missouri 
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guidelines also provide instructions for assuring student privacy, removing hair 

accessories or hairstyles that interfere with measurements, and informing students of their 

measurements if they inquire. Unlike Ohio, Missouri’s guidelines also included 

instructions for notifying all parents/guardians about screening information in a timely 

fashion, to refrain from segregating students whose weight is above normal. Missouri 

also included sample parent notification letters in the appendix of its guidelines in 

addition to a list of school-based intervention suggestions. (Missouri Department of 

Health and Senior Services, 2005). 

In Nebraska, under Chapter 7, School Health Screening, Physical Examination 

and Visual Evaluation, under 7-001.02 Scope, public schools must screen all students in 

attendance annually, including those in early childhood education and special education 

programs, to determine those who need additional assessment or assistance. Like 

Missouri, new enrollees in Nebraska must have a health screening confirmed to attend 

school. Exceptions are given to students who provide school personnel with 

documentation from their medical provider stating that a health screening was completed 

on the child "within the last six months". Similar to Ohio, Nebraska wants to inform 

parents/guardians of any screened student needing additional assessment. Also like Ohio, 

Nebraska, like Ohio, states that its "health inspection is not diagnostic.... it is not the role 

of the school to be a medical provider" (p. 2). However, the state requires schools "to 

make available required health screening services" (p. 2). Unlike Ohio and Missouri, 

Nebraska did not include sample letters. (Nebraska Department of Health and Human 

Services, 2014) 
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Additionally, Massachusetts General Law began regulating school-based BMI 

screens in April of 2009 for first, fourth, seventh and tenth graders only and wanted prior 

parent notification as an opportunity to opt out of the screen. This state also included 

directions for what to do with student’s hairstyles that interfere with height 

measurements. Massachusetts added sample pre-screen letters for parents, but not a 

sample notification letter. (Massachusetts Department of Public Health, 2014) 

On the other hand, Alaska's school guidelines state that BMI's are tabulated to 

"promote healthy eating and physical activity in the school environment" (Bell et al., 

2011, p. 2). However, it also communicated that BMI screens should not be the sole 

weight status determinant. Instead, they are to be used to "enable school health 

professionals to: identify students who may be at nutritional risk... at risk for eating 

disorders.... are underweight, overweight, obese" (p. 2). They are also used to "identify 

children and adolescents who need to be examined further by a health care provider... 

encourage discussions between families and health care providers about their child's 

growth and development" (p. 2). Unlike other states, under Alaska's guidelines for 

schools it states "according to the National Association of School Nurses, school nurses 

are knowledgeable experts in the areas of nutrition, weight maintenance, and exercise... 

can utilize his/her knowledge in prevention programs and interventions for students who 

are of unhealthy weight"(p. 11) (Bell et al., 2011).  

The guidelines indicate that "ideally, growth screening should take place each 

year in a school child's life" (p. 7)."Although assessment of height and weight are not 

specifically required by Alaska Statute, assessment of height and weight using BMI is an 

important clinical tool in assessing the health and growth of a child" (p. 14). Then, it goes 
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on to say that "if the school district cannot support annual height, weight and BMI 

measurement, policies for school screenings should reflect the following critical times: 

kindergarten, latency period - 9-10 year old/5th grade for most students, early 

adolescence - 9th grade", similar to the periodic screening times that the Massachusetts 

guidelines suggest (p. 7). As in Ohio, Missouri and Massachusetts, Alaska's document 

instructs that students should remove hair accessories. Unlike other states, Alaska 

included sensitively appropriate comments screeners could use with students screening, 

including: "Let's check your weight" instead of "Let's see how big you are" " (p. 11). 

Additionally, sample pre-screen notification letters for school personnel, 

parents/guardians and local primary care providers were provided with the guidelines. 

Also unlike other states, these letters said they were adapted from those provided by 

Massachusetts and Maine. Additionally, Alaska Guidelines also included three sample 

notification letters, two of letters were parent notifications. The first parent notification 

sample is worded as a referral for seeking out additional medical advice. The other parent 

notification simply states the results. The third is a sample post-screening notification 

letter for physicians. (Bell et al., 2011) The sole country with nationally established 

protocols for school-based height and weight measurement is the United Kingdom 

(Ikeda, Crawford, & Woodward-Lopez, 2006). 

Pennsylvania's "School Health Program is the oldest program of public health 

services in Pennsylvania, with responsibilities predating 1985" (Pennsylvania Department 

of Education, 2008, p. 1). In fact, Section 1402 (a) (3) of the Public School Code requires 

public and non-public schools to collect height and weight measurements of school 

children by a teacher or school nurse (Pennsylvania Department of Health, 2004) "of 
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more than 1.9 million school age children in the Commonwealth" (Pennsylvania 

Department of Education, 2008, p. 1). The Department of Health's Division of Chronic 

Disease Intervention and Division of School Health developed the Pennsylvania Nutrition 

and Physical Activity Plan to Prevent Obesity and Related Chronic Diseases. The 

Procedures for the Growth Screening Program for Pennsylvania's School Age Population 

was published in 2003 and includes minimal requirements for school districts 

(Pennsylvania Department of Health, 2004). Boosting parent/guardian understanding 

about the need for BMI-for-age screenings is a goal of the program (Pennsylvania 

Department of Health, 2004). Like Nebraska, height and weight calculation is required 

annually under "28 PA Code, Chapter 23.7", which "states height and weight 

measurement shall be conducted at least once annually and preferably twice annually" 

(Pennsylvania Department of Education, 2008, p. 1). PA requires that this screening data 

be submitted to the Pennsylvania Department of Health (Pennsylvania Department of 

Health, 2004). 

In order to minimalize anxiety and confusion, the manual suggests that schools 

provide parents/guardians with information about BMI and BMI results before 

conducting screens (Pennsylvania Department of Health, 2004). Through pilot testing 

this, PA found that parents informed about BMI before the screening, displayed a better 

response when receiving results (Pennsylvania Department of Health, 2004). The manual 

also included that "schools may use a variety of ways to communicate to 

parents/guardians including but not limited to: student handbook, letters/handouts sent 

home, school website or newsletter, local cable access channel, school physician 

communication, PTO meetings, community forums, local newspaper" (p. 2). In support, 



 32

the Pennsylvania Department of Health website provides a sample school-based BMI 

findings notification parent letter that was created by the Penn State Hershey PRO 

Wellness Center (Pennsylvania Department of Education, 2008). It "provides tips and 

resources to encourage parents to make healthy lifestyle changes for their children" 

(Pennsylvania Department of Education, 2008) and provides intervention and resource 

information (Pennsylvania Department of Health, 2004). Through pilot tests and the 

previous experience of school districts, the document states that notices should be sent to 

all parents/guardians in a timely fashion, regardless of their child’s BMI findings, to 

lessen the likelihood of singling out overweight students (p.8). This is also like Missouri's 

philosophy. However, if school personnel suspect the student may have an eating 

disorder, the procedures state "it is imperative that school health personnel communicate 

observations and concerns directly (letter, phone call or face-to-face) to the 

parent/guardian" (p.11). In contrast from other states, it also suggests including 

educational materials with the notifications and provides a sample Healthy Nutrition and 

Activity sheet that  

recommended that Americans accumulate at least 30 minutes (adults) or 60 
minutes (children) of moderate physical activity most days of the week, limit TV 
time to less than 2 hours a day, don't place your child on a restrictive diet, avoid 
the use of food as a reward and avoid withholding food as punishment. (p. 30) 
 
Very much like Alaska, Pennsylvania supplies neutral comment suggestions for 

screeners including: "Kids bodies come in different sizes and shapes" (p. 3). Similar to 

Alaska, Ohio, Missouri and Massachusetts, Pennsylvania also suggests undoing hairstyles 

that prevent accurate measurement. Though different from other states, PA requests the 

screener to inquire if the student wants to be informed of his/her weight, but urges 
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caution if an eating disorder is suspected as it could provoke a compensatory effect (p. 4). 

(Pennsylvania Department of Health, 2004, p.4)  

Each PA school that includes nutrition incentive standards and the nutritional 

food and beverage guidelines, from the Department of Education, in their wellness policy 

can request reimbursement (Pennsylvania Department of Education, 2015, p. 1; 

Pennsylvania Department of Health, 2004). The standards include that: "foods of minimal 

nutritional value will not be available anytime during the school day... no on-site deep fat 

fried foods will be sold a la carte" (p. 2).  

Pre-fried and flash-fried food will not be offered a la carte more than three times 
per week... a minimum of 3 fruits and 3 vegetables will be offered daily... at least 
50% of grains offered will be whole grain...whenever a la carte foods are offered. 
(p. 2) 
 

 In addition, "a la carte items will be packaged in single serving sizes... provide less than 

250 calories per serving" (p. 2). "A minimum of 75% of items will contain <35% of 

calories from total fat... <10% of calories from saturated fat... <35% sugar by weight... 

not contain sugar as the first ingredient... provide minimal to no trans fatty acids" (p. 2).  

Plain water or flavored water without sugars or artificial sweeteners must make up 

a minimum of 75% of the drinks served (p. 4). "Artificially sweetened water may not 

make up more than 25% of water and juice selections" and be "(17oz or less size; 

middle/high only)", while "100% fruit and/or vegetable juice (8oz or less size for 

elementary; 12oz or less size for middle/high)" students and "carbonated beverages with 

70-100% pure juice" can't have "added ingredients except water" (p. 4). "At least 75% of 

milk offered must be 2% fat or less... 8oz or less size for elementary... 12oz or less for 

middle/high... no more than 30 grams sugar per 8oz... no artificial sweeteners" (p. 4). 

"The other 25% or less of beverages cannot exceed 150 calories per package... 35 grams 
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sugar per package" (p. 4). Standards for vending machines, fundraiser food sales, 

classroom parties, using food as classroom rewards, and food sold in school stores is also 

included as part of the nutritional incentive standards. (Pennsylvania Department of 

Education, 2015) 

School BMI Concerns Negated 

Arkansas parents were worried about the possible escalation of weight-based 

torment among students who participated in school-based BMI measurement under 

Arkansas’ Act 1220 of 2003 policy (Krukowski, West, Siddiqui, Bursac, Phillips, & 

Raczynski, 2008). “A cross-sectional telephone study among parents of Arkansas public 

schoolchildren” conducted by Krukowski et al. (2008) found that teasing was more likely 

the heavier the child, with obese children four times more prone to face torment than age 

mates of normal weight with both genders equally facing mistreatment from peers; 

whereas overweight children’s likelihood was two times greater (p. 937). Despite these 

findings about overall teasing, researchers also identified that weight related torment 

remained constant after school-based BMI screen application (Krukowski et al., 2008).  

For instance, over two years, the rate at which female students were teased went from 

54.1 before the test to 50.6 after the first year, to 52.1 after the second year (Krukowski et 

al., 2008). An analysis of student perceptions of BMI screenings found that physical 

education teachers used floor scales to calculate student BMI results in secluded 

gymnasium areas while classmates were preoccupied with separate tasks to guarantee 

confidentiality (Kalich et al., 2008). A bulk of middle school students who completed 

questionnaires reported ease with school-based BMI measurements (Kalich et al., 2008). 
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The United Kingdom had identical findings with 96 percent of students satisfied with 

weight calculations at school (Evans & Sonneville, 2009). 

In the United Kingdom there was also apprehension about whether school-based 

BMI screens would cause children to succumb to the social trend, becoming consumed 

with being skinny and strive to attain the ideal body (Ikeda et al., 2006). However, the 

Youth Risk Behavior survey found no noteworthy contrasts in eating disorder behaviors 

of students screened under Arkansas’ Act 1220 of 2003 in comparison to other students 

nationwide (Evans & Sonneville, 2009). Arkansas also reported that the eating disorders, 

dieting and diet pill usage of screened students remained stable (Dietz et al., 2009) "and 

there was no change in dietary restraint" (Grimmett, Croker, Carnell, & Wardle, 2008, p. 

e696). Although the Grimmett et al. (2008) study identified lower body esteem in 

overweight children at baseline; Arkansas’ report also found that screened students were 

unaffected by mailings of school-based BMI report cards (Grimmett et al., 2008). 

Furthermore, an article published in the Journal of Physical Education, Recreation 

and Dance discussed that BMI fails to calculate body fat or take tissue type into 

consideration and mislabel incredibly muscular students in the overweight category 

considering the density of muscle is greater than fat (Adams & Adams, 2009). Though 

before puberty, children typically have little muscularity anyway, creating little 

opportunity for misdiagnosis (Adams & Adams, 2009).  

A study that examined parents’ feelings about the school’s position in addressing 

juvenile obesity found that 49 percent of parents with overweight children and twelve 

percent with normal weight children altered their child’s diet, 47 percent simply 

attempted to lower consumption of snacks filled with large amounts of fat and sugar, 
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while another five percent increased the amount of exercise their child received (Murphy 

& Polivka, 2007). Another study that viewed the psychological impact of school-based 

BMI's found that additional diet controls parents enacted were merely limitations in soda 

consumption and unhealthy eating between meals (Grimmett et al., 2008). The study also 

determined that eating more fruits and vegetables, minimizing unhealthy snacks, creating 

family mealtimes, and establishing unstructured physical activity time were also 

adaptations (Grimmett et al., 2008). Studied parents also regulated television time 

(Grimmett et al., 2008). These findings consoled all of the school-based BMI concerns 

that were presented. 

New Initiatives at the National Level 

Each time a new president takes office, his wife, the first lady, often establishes a 

cause that she will advocate for during her time in the White House. With current obesity 

rates, former First Lady Michelle Obama recognized "the physical and emotional health 

of an entire generation and the economic health and security of our nation is at stake" and 

announced her Let's Move! Initiative on February 9, 2010 (Let's Move, n.d.). The 

campaign is "dedicated to solving the challenge of childhood obesity within a generation" 

(Let's Move, n.d.). During her Let's Move! launch speech, the former First Lady 

expressed, “instead of just talking about this problem, instead of just worrying and 

wringing our hands about it, let's do something about it. Let's act...let's move" (The White 

House, n.d.). 

Let's Move! is about putting children on the path to a healthy future during their 
earliest months and years. Giving parents helpful information and fostering 
environments that support health choices. Providing healthier foods in our 
schools. Ensuring that every family has access to healthy, affordable food. And, 
helping kids become more physically active. Everyone has a role to play in 
reducing childhood obesity, including parents, elected officials from all levels of 
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governments, schools, health care professionals, faith-based and community-
based organizations, and private sector companies. (Let's Move, n.d.) 
 

As a result, the first part of the initiative is "to offer parents the tools and 

information they need... to make healthy choices for their kids" (The White 

House, n.d.). In addition, since  

31 million American children participate in federal school meal programs - and 
many of these kids consume as many as half their daily calories at school.... the 
second part of this initiative.... healthier food into our nation's schools... by 
updating and strengthening the Child Nutrition Act - the law that sets nutrition 
standards for what our kids eat at school. (The White House, n.d.) 

"The third part of this initiative...to ensure that all our families have access to 

healthy, affordable food in their communities... we're making a commitment to 

eliminate food deserts in America" (The White House, n.d.).  

Since 2010, the Let's Move! Campaign has collaborated with others like: 

Disney, the US Olympic Committee, The Department of Defense, the Blue Cross 

Blue Shield Association, and many more. For instance, "Disney announced that it 

will require all food and beverage products advertised, sponsored, or promoted... 

meet nutritional guidelines that align with federal standards to promote fruit and 

vegetables and limit calories, sugar, sodium, and saturated fat by 2015" (Let's 

Move, n.d.). In addition, "The US Olympic Committee and several of its national 

governing bodies.... provided beginner athletic programming for free or low cost 

to more than 1.7 million kids in 2012" (Let's Move, n.d.). Furthermore, "the 

Department of Defense (DOD) is updating their nutritional standards to include 

more fresh fruits, vegetables, whole grains, lean meats, and low-fat dairy products 

with every meal" (Let's Move, n.d.).  

Organizations including the National League of Cities, the Robert Wood Johnson 
Foundation, the Blue Cross Blue Shield Association, and KaBoom committed 
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new resources to help hundreds of local elected officials advance the goals of 
Let's Move! in their communities. More than 150 local elected officials have 
committed to the goals of the initiative. (Let's Move, n.d.) 
 

"The Blue Cross Blue Shield Association funded street-closings.... called "Play 

Streets"- city streets where kids and families can run, walk, bike, or play outside 

freely without, traffic" (Let's Move, n.d.). "Birds Eye committed to spending at 

least $2 million per year for three years to marketing and advertising efforts 

designed to encourage children to consume and enjoy vegetables" (Let's Move). 

The company also promised to "distribute 50 million coupons as part of a 

marketing campaign to promote vegetables" (Let's Move, n.d.). "The American 

Beverage Association fulfilled their commitment to put clear calorie labels on the 

front of their products to give consumers better information" (Let's Move, n.d.). 

Darden, the world's largest full service restaurant company.... made a 
commitment to improve kids' menus by offering a fruit or vegetable and 
low-fat milk with every meal... reduce total calories and sodium by 20% 
across their menus over the next 10 years" (Let's Move, n.d).  
 

This list of collaboration goes on and on. The campaign is "also working with the 

American Academy of Pediatrics... to ensure that doctors not only regularly 

measure children's BMI but actually write out a prescription detailing steps 

parents can take to keep their kids healthy and fit" (The White House, n.d.). 

Our former president also got involved with the fight against this 

pandemic. In fact, 

President Barack Obama established the first-ever Task Force on Childhood 
Obesity... that details a coordinated strategy, identifies key benchmarks, and 
outlines an action plan... to reduce the childhood obesity rate to just five percent 
by 2030 - the same rate before childhood obesity first began to rise in the late 
1970s. (Let's Move, n.d.) 
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"In December 2010, President Obama signed into law the Healthy, 

Hunger-Free Kids Act" ("Agriculture Secretary Vilsack", 2015, p. 1). "S. 3307 .... 

reforms to the school lunch and breakfast programs" (p. 1). The law includes 

"upgrading nutritional standards for school meals by increasing the federal 

reimbursement rate for school lunches by 6 cents for districts who comply with 

federal nutrition standards" (p. 1). It also includes, "improving the nutritional 

quality of all food in schools... including in vending machines, the "a la carte" 

lunch lines, and school stores" (p. 1). In addition, it "increases the number of 

eligible children enrolled in the school meals programs by using Medicaid data to 

directly certify children who meet income requirements without requiring 

individual applications... census data to determine school wide income eligibility" 

(p. 1). The Act also requires "schools to make information more readily available 

to parents about the nutritional quality of school meals... requires school districts 

to be audited every three years to improve compliance with nutritional standards" 

(p. 1). It "provides training and technical assistance for school food service 

providers" too (The White House, n.d.).  

Healthy, Hunger-Free Kids Act of 2010 is:  

ensuring students are offered both fruits and vegetables every day of the week; 
substantially increasing offerings of whole grain-rich foods; offering only fat-free 
or low-fat milk varieties; limiting calories based on the age of children being 
served to ensure proper portion size; and increasing the focus on reducing the 
amounts of saturated fat, trans fats and sodium. (Let's move, n.d.) 
 

Through this Act "more than 5,000 schools now meet high standards in nutrition 

and fitness - and the list continues to grow, surpassing goals set not just for 2012, 

but for 2013 as well" (Let's Move, n.d.). 
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In addition, "The Youth Physical Fitness Test has been used to assess 

physical fitness...since 1966" (Let's Move, n.d.). However, "The President's 

Council on Fitness, Sports and Nutrition (PCFSN) announced that the former 

Physical Fitness Test is now the Presidential Youth Fitness Program, and that it 

will focus primarily on assessing health versus athleticism for America's Youth" 

(Let's Move, n.d.). "The new program will be implemented in 25 percent of US 

schools by the end of 2013, and 90 percent of US schools by 2018" (Let's Move, 

n.d.). 

Supportive Health Professionals 

The members of the Massachusetts Chapter of the Academy of Pediatrics, who 

gave their email address to the chapter, were solicited to fill out a survey in reference to 

their support of school-based BMI screens (Pietras et al., 2012, p. 108). Of the 286 

participants, over thirty-three percent backed it and over sixteen percent firmly backed it 

(Pietras et al., 2012). The study also concluded that urban-based pediatricians who 

"reported higher proportions of overweight/obese patients" held additionally affirming 

positions for school-based BMI screens (p. 111). School nurses remarked that the parents 

in low SES areas particularly struggled to acquire opportunities from employers to 

transport their child to a doctor’s visit or had insufficient medical access (Vogel, 2011). 

As a result, these families may benefit most from school-based BMI notices and the 

direction from a school nurse regarding healthier living ideas (Kubik et al., 2006). Over 

71 percent of school nurses within the study expected that school-based BMI 

announcements would establish insight about obesity and establish the proof of urgency 

for obesity policy revisions (Hendershot et al., 2008). Over 68 percent also presumed it 
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would generate knowledge about the health risks associated with obesity (Hendershot et 

al., 2008). 

Supportive Parents 

A Virginia study concluded that eighty percent of surveyed parents either agreed 

or strongly agreed with the relevancy of annual school-based BMI evaluations and 

communication with parents (Kalich, Chomitz, Peterson, McGowan, Houser, & Must, 

2008; Murphy & Polivka, 2007). In addition, researchers in Minnesota found that 78 

percent of parents conveyed a desire to be informed yearly about height, weight and BMI 

data gathered by their child’s school (Kubik et al., 2006). They cited the significance of 

detecting potentially risky health outcomes early on (Kubik et al., 2006; Kubik et al., 

2007). These studies, which found parents were supportive, invalidate media accounts of 

negative parent perception of school-based BMI screens and reporting (Kubik et al., 

2006). 

Talks revealed that Minnesota parents of elementary school students approved 

school-based BMI screens provided that they partook in the screen’s developmental 

phase, as long as execution was confidential and respectful to reduce the possibility of 

teasing, under the condition that they were advised beforehand, if they could request 

exemption, and whenever they acquired results by mail (Kalich et al., 2008; Nihiser et al., 

2007). In fact, some parents regarded the benefit school-based BMI measures provide for 

children whose visits to the doctor are infrequent due to age, health, lack of health 

insurance or insufficient family earnings (Kubik et al., 2007; Stoddard et al., 2008). Many 

of the elementary parents in the focus groups felt student BMI classification would 

forewarn parents of the reality and enlighten them about the possibility of future 
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consequences of elevated BMI’s (Kubik et al., 2007). Despite their support, parents felt 

student BMI calculation and categorization was futile if parents were not informed 

(Kubik et al., 2007).  

A group of studied Minnesota parents thought that BMI would be a somewhat 

foreign and difficult idea for some to comprehend and requested that a basic BMI 

definition and an uncomplicated process be created for deciphering a child’s BMI level 

(Kubik et al., 2007). In addition, "focus groups with parents in Arkansas, conducted in 

2007 showed that, overall, parents endorsed the idea of having BMI information 

presented in a longitudinal format, which allowed them to see their child's status over a 

number of years" (Thompson & Card-Higginson, 2009, p. S77). "They also generally 

wanted text and graphics to be simple, not wordy or technical, and practical with an 

explanation of weight categories as well as specific numbers for height, weight, and BMI 

percentile." (p. S77). Participants from this particular focus group also thought that 

healthy lifestyle and food consumption transitions along with exercise guidance that 

centers on the entire family should be inserted with the report, versus suggestions for just 

the overweight child (Kubik et al., 2007). Many West Virginia parents also feared that 

classmates would compare BMI reports or misplace them altogether, if they were 

dispersed directly to students (Harris & Neal, 2009). As a result of fears like these, many 

studied parents have thought mailings would protect privacy and provide them control 

over whether or not to disclose the information with their child (Kubik et al., 2007). 

Seventy-nine percent of parents who received a letter read it entirely, while sixteen 

percent reported reading most of it (Kubik et al., 2006). Eighty percent were comfortable 

with its contents (Kubik et al., 2006).  
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Implications for Change 

As children grow they require fewer well-visits and can go years without seeing a 

physician, which can impede a physician’s ability to monitor a child’s weight (Harris & 

Neal, 2009). After studying a focus group of elementary school parents, researchers 

affirmed that nationwide nearly nine million children under eighteen are without health 

insurance (Kubik et al., 2007). The study also found that thirteen percent of those 

children also did not visit a doctor in the last two years (Kubik et al., 2007). Thus, 

inadequate health insurance, lack of clinic access and parental schedules interfere with a 

child’s likelihood of obtaining a BMI screen in a medical office (Kubik et al., 2007). It 

also decreases the likelihood of acquiring medical advice following a school-based BMI 

screen (Fitzgibbon & Beech, 2009). This is coupled with the fact that childhood obesity is 

a multifaceted matter that requires multiple measures to combat (Fitzgibbon & Beech, 

2009).  

One study that examined the “interaction between state law and district policies” 

discovered that instituted state laws equated to a higher probability of school-based BMI 

assessment (Sandoval et al., 2012, p. 243). In fact, schools with BMI laws, regardless of 

their strength, were two times more apt to perform school-based BMI screens as schools 

lacking state laws (Sandoval et al., 2012).  However, a Sandoval et al., (2012) study that 

viewed "district wellness policies and all associated regulations, guidelines and 

procedures" to determine if school districts promoted or enforced BMI evaluations, found 

hardly any existing strongly mandated BMI policies (p. 241). Consequently, establishing 

more powerful district wellness policies could potentially boost the practice of BMI 

measurement in schools (Sandoval et al., 2012).  
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The effectiveness of BMI disbursement proved to be quite weak in several 

studies. For example, some parents that were studied for the psychological impact of 

school-based BMI screens were unsatisfied with the overweight findings from their 

child’s school-based BMI screen and refused to shift their thinking (Grimmett et al., 

2008). Fitzgibbon and Beech's study (2009) concluded that many times BMI information 

dispersed from school is distrusted when it is not supported by credible neighborhood 

members (Fitzgibbon & Beech, 2009). Many parents mistrust and have a negative 

viewpoint about medical personnel (Fitzgibbon & Beech, 2009). In fact, the study 

brought to light that Latinos believe in fatalism, a recognition that chronic disease is 

unavoidably ascertained by God and uncontrollable by man. In Latino households, men 

are the decision-makers (Fitzgibbon & Beech, 2009).  Therefore, school-based BMI 

notices need to acknowledge culture which influences approaches and views on health 

(Fitzgibbon & Beech, 2009). 

The article, "Parental Perceptions of the Schools' Role in Addressing Childhood 

Obesity", identified that “36.2% of parents felt their schools were not doing enough” 

(Murphy & Polivka, 2007, p. 45). As a result, Grimmett et al. (2008) pinpointed that 

finding the best mode for communicating data with parents is critical (Grimmett et al., 

2008). Data are needed on parents’ impression of and preference for school-based BMI 

collection and dissemination of results (Murphy & Polivka, 2007). A study on reactions 

to school-based BMI screens found that the lack of clarity in notifications is perplexing 

and requires a simple straightforward BMI description, with consistent comprehendible 

student results throughout the document, so parents can respond accordingly (Johnson et 

al., 2009). Unlike one parent who received a school-based BMI screen document that 
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reported the child as having “excess weight” on one page and “at-risk of overweight” on 

the next page (Johnson et al., 2009).  

Summary/Rewards 

Childhood obesity is such a multifaceted matter (Fitzgibbon & Beech, 2009), 

"there's no one-size-fits all program or policy that will solve this problem" (Let’s Move, 

n.d.), therefore figuring out where to begin seems more complex than addressing the 

actual issue. However, schools which cultivate more opportunities for interactions with 

students and their families than any other outlet, create a great base of attack for 

combatting juvenile obesity. Some schools already have implemented suggested or 

mandated state or district wellness policies that calculate student BMI’s and disperse 

information to parents in hopes of reaching this goal. Doing so supports families of 

students who have few sick or well doctor visits due to little or no health insurance and 

those who struggle to find time to visit the doctor or have inadequate medical facilities in 

close proximity.  

School districts that do compute BMI often struggle to find effective ways of 

disclosing findings. For that reason, despite the possibility for success of school-based 

BMI measurement, studies have found that many parent notifications ineffectively 

defined obesity and that findings lacked clarity. Research has also found that many 

notices confuse parents more than enlighten them. Hence, although schools create endless 

opportunities to address childhood obesity, many fail to have the impact their wellness 

plans originally intended. As a result, studies need to find the best way to communicate 

findings based on the wants and needs of parents.  
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Further studies found that notices did not consider cultural beliefs. "The 

limitations notwithstanding, clinically, our findings suggest that both prevention and 

intervention efforts aimed at promoting healthy eating behaviors need to consider 

potential racial differences and the possibility of important variability with racial groups" 

(Akran & Grilo, 1995, p. 187).  

Great care must be taken in any public campaign on the obesity issue not to 
stigmatize anyone, especially children, for whom the self-esteem and long-term 
attitudinal and behavioral issues are even more complicated than for adults, and 
especially in populations who face daily onslaughts to their self-esteem related to 
prejudice and discrimination. (Kumanyika, 2005, p. 6) 
 

Another difficult choice for communities is whether or not to attack problems as they 

appear on the surface – the symptoms – without demanding attention to the underlying 

ills that continue to erode communities and the quality of the lives therein. (p. 4) Since 

"we still know very little about how to control weight over the long term" (p. 3), further 

research is needed to identify and implement improvements. "Waiting with hands folded 

because we do not have the perfect solution is not an option" (p. 4). 

This case study presented the possibility to seek out any existing problems or 

successes of school-based BMI letters and the notification process. It also created an 

opportunity to collect data on parental experiences with and responses to school-based 

BMI notification letters. School personnel also had the opportunity to express their 

opinions of school-based BMI notification letters and had the chance to respond to 

parental reactions to school-based notification letters once informed. Thereupon, this 

study proposed the opportunity to fill in the gaps that currently exist in our 

understanding.   
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CHAPTER 3 

RESEARCH METHODS & PROCEDURES 

Design Rationale 

An exploratory, single-case, qualitative data collection and analysis was utilized 

to complete this dissertation. Using interviews as the main method of data collection 

presented the opportunity to gain an understanding of the participants’ outlook, along 

with insight about how their interpretation affected their behavior. A qualitative study 

also provided the option for research design reconstruction and the opportunity to modify 

the research focus to explore new findings and relationships (Maxwell, 2013, p. 30) had it 

been necessary during the process. As a result, the qualitative case study focused on 

parental and school personnel perception of school-based BMI collection, letter, 

notification process and/or supplemental materials, uncovering the best practice. 

(Maxwell, 2013) 

Research Questions 

The study specifically addressed the following research questions: 

Knowledge Prior to BMI Notification 

� What did parents know about BMI and their child's BMI prior to the notification? 

� What do parents/school personnel perceive as most valuable in establishing a 

healthy BMI? 

BMI Notification Impact 

� Do parents/school personnel like school-based BMI notification? 

� What is the perception of this mode of communication? 
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� What is the parental/school personnel perception of the information 

received/given? 

� How did parents/school personnel feel when they received/gave the information 

contained within the notification letter? 

Follow-up Impact After BMI Notification 

� What is the perception of the school's follow-up/lack thereof? 

� What do parents, especially those who react favorably want to know more about? 

� What actions, if any, did parents/school personnel take after receiving/giving the 

information? 

� What suggestions do parents/school personnel have for making improvements 

with communication? 

Researcher Motivation 

Upon entering college, as a nutrition major, I was prepared to combat the health 

and wellness issues that plague America’s youth. However, my focus evolved when I 

changed majors and again once I had taught elementary school for several years. As a 

first grade teacher, I witness firsthand how students and their families struggle to 

maintain healthy weight, prevent obesity and ward off other weight related health issues. 

In addition, I continually watch many family members and their children struggle year 

after year to stay healthy and fit. As a result of seeing these daily struggles, I wanted to 

gain a better sense of this real-world case (Yin, 2014). For that reason, my research is 

profoundly motivated by my own goals (Maxwell, 2013).  

Researcher Bias & Misinterpretation 
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As a teacher, I recognize my connection with and my ability to greatly influence 

students and their families. Recognizing this clout, it was pertinent to monitor my own 

biases while I secured student and family demographics, throughout the interviewing 

process and during data analysis. As a result, as mentioned in Maxwell’s text, Qualitative 

research design: An interactive approach, I carefully assessed my potential biases and 

the impact they could have had on my study and findings. However, my elementary 

school teacher and reading specialist certifications along with my doctoral coursework in 

educational leadership disciplined me to eliminate researcher bias to the greatest extent 

possible during this case study (Maxwell, 2013). 

To avoid further biases and misinterpretations, I was the sole researcher during 

document collection and review, throughout the interview process and analysis, and in 

the course of findings interpretation. I was an active listener and used neutral responses, 

facial expressions and body language to avoid impressing my personal beliefs onto study 

participants.  

One elementary school located within the Johnson School District, where I am an 

alumnus, was accessed to complete this study. Although I was affiliated with this 

building, due to it being part of my alma mater, I had no additional professional or 

personal connection with it, its personnel, or its students and families. Choosing 

respondents from a district other than where I am employed prevented bias that could 

have arose using participants that I was familiar with or who were familiar with me. 

However, since research projects always intrude on the lives of study participants, my 

professional position in education and alumni status eased my entrance into the field. A 

trusting environment that cultivated productive relationships and elicited the most 
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authentic study question responses was also created and allowed volunteers to be more 

forthcoming with necessary documents, and furthered my insider role (Maxwell, 2013). 

Data Sample 

 The data sample supplied “information that is particularly relevant to the questions 

and goals” (p. 97) of the study. Hence, a bulk of the data was collected from 

parents/guardians, while the remaining portion of interview data stemmed from the 

school building administrator and the school building health professional. To narrow the 

sampling, I, the student researcher, worked with the school building administrator to 

devise an email that was sent to all parents/guardians of current students in his 

elementary school building. The email included an invitation that invited interested 

parents/guardians to contact me about participating in the study. Once contact was made, 

only nine parents/guardians of students who had an above normal school-based BMI 

measurement were available for an interview, even though the original study proposal 

design called for ten parent/guardian participants. The school health professional and 

building administrator were also interviewed for a total of eleven interviewees. Using 

eleven participants ensured that I was able to use "as much evidence as was available.... 

and leave no lose ends" (Yin, 2014, p. 168). Inviting all interested parents/guardians 

established a more diverse study group and afforded adequately diversified data that 

provided "a full and revealing picture of what is going on" (Maxwell, 2013, p. 126). In 

turn, this also allowed for pattern matching and strengthening of the study's internal 

validity (Yin, 2014).  

Additionally, using this selected number of varied, yet specific participants helped 

eliminate research limitations found in studies examined in the literature review. For 
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example, including parents/guardians, the school health professional and the building 

administrator presented an opportunity to collect data from participants that had and did 

not have national certifications (Stalter et al., 2011), rather than solely viewing an entire 

group with or without certifications, like studies in the past did. Unlike others, this study 

also evaluated one aspect, school-based BMI notifications, rather than all of the elements 

of the initiative (Krukowski, 2008, p. 941). 

Furthermore, each child's BMI was collected by the school health professional, 

rather than reported by parents (Krukowsk et al., 2008), since self-reported data are 

subject to biases, (Kubik et al., 2006), threatens validity due to overrepresented or 

underrepresented data, (Hendershot et al., 2008) and lacks reliability (Anderson et al., 

2012). Interviewing the school health professional and the building administrator directly 

in person helped establish their expertise on the topic (Madsen & Linchey, 2012), which 

some earlier studies based on phone interviews could not accomplish. Phone interview 

studies also made it impossible for prior researchers to guarantee that interviewees with 

two or more children in the same building/district remained focused on the selected child 

throughout the entire phone survey (Johnson et al., 2009). This failure "could have added 

error to our data and underestimated the effects reported" (p. 222).  

In addition, rather than complete the case study over an extended period of time 

and/or grade levels, like some previous studies did, which led to misclassification 

(Madsen, 2011), this study focused on one school year in one the of district’s three 

elementary schools. This identified no divergence from the district's established policy (p. 

991), which other past studies failed to single out. Some former studies also failed to 

collect sample notification letters and supplemental materials, making it tough to estimate 
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effectively (Madsen & Linchey, 2012, p. 299). Working with only one district guaranteed 

access to notification letters and supplemental materials and increased precision.  

Some studies only included participants who supplied a working email address 

(Pietras et al., 2012, p. 112), which limited the study, because "not everyone is 

comfortable using it to complete surveys" (Hendershot et al., 2008, p. 307). One "study 

was limited to parents of school-age suburban children, a mainly white, middle-class area 

(US Census Bureau, 2000)" (Murphy & Polivka, 2007, p. 45). Therefore, "the 

perceptions of parents in this study may not represent perceptions of a more diverse 

sample" (Murphy & Polivka, 2007, p. 45). Simultaneously, other more diversified 

studies' failure to control for "variables such as sex, race, and SES... may have influenced 

results" (Anderson et al., 2012, p. 58). “Future research should control for these 

extraneous variables in order to obtain a clearer understanding of legislation effects" (p. 

58) and this study did just that. 

The Johnson School District, where participants were chosen from, is located in 

Fisher County in Southeastern Pennsylvania. It is comprised of more than 41 square 

miles in and around the city of Johnsonville and consists of six school buildings. Three of 

the buildings are elementary schools, one is an intermediate school, one is a middle 

school, and there is one senior high school. The district educates over four thousand 

kindergarteners through twelfth grade students annually with over 99 percent of its 

classes taught by highly qualified teachers. Nearly 38 percent of the district’s students 

come from economically disadvantaged families and the majority of the district buildings 

qualify for Title I funding.  

Data Collection 
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Protocol established to interview parents/guardians, the building administrator 

and the school health professional is accessible in Appendices A through N at the 

conclusion of this dissertation. Collaboration with the school building administrator was 

required in order to invite interested parents/guardians to participate in the study. Once a 

parent/guardian expressed interest in participating, he/she was contacted and asked to 

verify his/her child’s school-based BMI findings via the notification letter received from 

the school, before the interview was administered. Some had the form handy and 

presented it during the interview. Others contacted the district and obtained a second 

copy prior to the interview. Those remaining remarked they were certain of their child’s 

findings, even without the documentation on hand. All reported BMI results were 

confirmed with the building’s school health professional following interviews. Additional 

family demographics were collected via a survey form that was mailed or emailed to 

parent/guardian interviewees following the conclusion of all interviews. The delivery 

method was based on the interviewee’s request. 

The district requested emailing parent/guardian participant invitations. This 

changed the initial plan which proposed inviting only parents/guardians of students with 

above normal school-based BMI measurements. The adaptation eliminated researcher 

access to district records, ensuring student confidentiality. Delivering invitations to all 

parents/guardians, via the administrator’s email account, further prevented researcher 

access and protected confidentiality, while simultaneously refraining contact with 

uninterested parents/guardians and/or those not comfortable with the study. However, 

denying student record collection created the need to confirm interviewee reported BMI 

scores with the school health professional. Additionally, refusing admittance caused the 
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need for demographic information collection from parent/guardian interviewees via a 

survey. Inviting all parents/guardians, regardless of their child’s grade level, from one 

elementary school, also diverted from the initial study proposal and was done on request. 

This change prevented narrowing the data set to just two grade levels too, unlike 

originally planned. Furthermore, working with only one of the district’s three elementary 

buildings prevented comparative analysis between the two groups. This too differed from 

the first proposition and was based on district demand.  

In addition, the Johnson School District was the third and final district approached 

about study participation. This district was chosen following rejection from two 

previously contacted districts. The first district contacted is my current employer, while 

the second district was my previous employer. The Johnson School District was 

approached third based on my alumni connection. The first two districts initially agreed 

to participate under the contingency that their change requests were met. Though, even 

after the new proposal format, which adhered to all requested changes, were presented, 

the study was refused once reviewed by each district’s solicitor. 

Before beginning the study, a proposal defense was completed with the student 

researcher’s committee members, followed by the submission of all necessary paperwork 

to Temple University’s Internal Review Board (IRB) to gain study approval. Then, 

permission to enter the field and conduct the study within the school district was 

obtained. To do so, an email was sent to the district’s superintendent, Dr. Smith. The 

email identified the gaps in the current literature, identified the study’s objective and 

provided a brief synopsis of the research questions. Additionally, the superintendent was 

sought out for his support in connecting with an elementary principal within Johnson 
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School District, whom he felt would be best suited to participate in the study. Once 

connected with the school building administrator and his building’s school health 

professional, their participation in the study was discussed. During that time, their study 

proposal input was also solicited. As future study participants, they were urged to identify 

difficulties they believed would arise when approaching potential parent/guardian 

participants. Their proposal feedback was noted and adjustments were made accordingly, 

since the input of others helps pinpoint researcher assumptions and biases, while 

simultaneously identifying flaws in the methodology. Identifying concerns afforded the 

opportunity to address them before beginning the study and to establish a plan on how to 

respond to others that could have emerged during the study. Once feedback and backing 

was secured, the study began (Maxwell, 2013). 

After Temple University and the Johnson School District approved the study, the 

study participant invitation was created and emailed to parents/guardians. A list of 

qualifying candidates who matched the following study’s criteria; a parent/guardian of an 

elementary school child with an above normal school measured BMI, was devised from 

email and/or voicemail responses I received. The study proposal planned for completion 

of the school health professional and building administrator interviews, while the 

researcher awaited responses from parents/guardians interested in participation. However, 

based on the summer work schedules of school personnel and the immediate response of 

interest from parents/guardians, the building administrator was interviewed in the midst 

of parent/guardian interviews and the school health professional interview was completed 

last.  
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Previous BMI knowledge, perception of the school-based BMI collection, letter, 

notification process and/or supplemental material weaknesses were all brought to light. 

Only one interview was scheduled with each participant, with the option for a second 

interview. Additional interviews were an option to prevent illegitimate connections and 

premature assumptions, though found not to be needed after all. Only a few interviewees 

were contacted following their completion of their first interview and demographic 

survey and each being asked a single question for clarification. The communication took 

place by phone or via email, based on the request of the interviewee. Having the option 

for a second interview, however, created a “greater opportunity to develop and test 

alternative hypotheses during the course of the research” (p.126). In addition, had the 

initial interview questions failed to collect varied and detailed data that fully exposed the 

reality of the situation, adjustments could have been made (Maxwell, 2013). 

Utilizing a tape recording device archived interviews so they could be revisited 

periodically. Notetaking, while recording, yielded the freedom to log ideas that transpired 

and needed more in-depth cultivation following an interview. It also posed an opportunity 

to cite event details and participant actions not captured by the audio recording. 

Additionally, memos presented the chance to compare participant comments with 

knowledge gained from coursework and readings (Maxwell, 2013). 

Each of the eleven study participants was interviewed just once. Each interview 

took fifteen to 60 minutes, depending on the interviewee's response time and 

environmental interruptions. The first set of parent/guardian interviews sought answers to 

the research questions listed above; while secondary interviews were an option had initial 

interviews failed to adequately collect data and/or if additional questions arose during 
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data analysis. Secondary school personnel interviews were also available under the same 

conditions; however, they too were not needed.  

Data Analysis 

As Yin (2014) stated in his text, Case study research: Design and methods, a 

“case study’s unique strength is its ability to deal with a full variety of evidence” (p. 12). 

Thus, interviews, documented notes and memos were transcribed directly following 

recordings. These transcriptions were coded, sorted, labeled and hand filed among all 

other data from the study. Responses were scrutinized individually and categorized an 

infinite number of times to help identify and develop connections, patterns and themes 

that either supported or negated current research. These findings were also compared 

with the study’s goals, theories and methods (Maxwell, 2013). Since data are retrievable, 

it increased the study’s reliability (Yin, 2014).  

Ethical Issues 

Several measures were implemented to protect the research subject 

confidentiality. First, reclassification of participants with pseudonyms, after consent was 

acquired, avoided use of their actual names beyond that point. In addition, the school 

district was renamed with a pseudonym, after it granted study consent. When data, 

findings and drafts were shared with colleagues and professors, the pseudonyms 

remained. They were also retained throughout the duration of the dissertation defense and 

during journal publication attempts. Furthermore, all documents entrusted to me 

remained locked in my home and the laptop used for data collection and storage was 

password protected and locked, only permitting my access.  
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In addition, it was pertinent that I published demographics carefully, to avoid 

negatively affecting study participants. With Maxwell’s suggestion, caution was heeded 

to refrain from reporting inappropriate, hurtful, “pretentious and verbose language 

intended to impress others rather than clarify your ideas” (Maxwell, 2013, p. 22). 

Furthermore, after findings are dispersed, open communication with participants was 

maintained to provide extra support.  

Summary 

 This study was established to examine the Procedures for the Growth Screening 

Program for Pennsylvania's School-Age Population, which mandates the calculation and 

disbursement of annual student BMI results in schools. Despite the plethora of already 

existent research of juvenile obesity and school-based BMI screenings, there is an 

absence of research on recipient and messenger impressions. As a result, this study used 

interviews to explore the background knowledge and perceptions held by 

parents/guardians, school health professionals and building level school administrators. 

Study questions were formatted for each of these participant groups based on their 

position as parent/guardian or school personnel and available on separate forms. 

Improvement suggestions were also collected. Therefore, study findings identified the 

participant perceptions of the school-based BMI data collection, the notification letter, 

the notification process and/or the supplemental materials included, uncovering the best 

practice.  

  



 59

CHAPTER 4 

FINDINGS & ANALYSIS 

Purpose of Study 

This case study presented an opportunity to examine the Procedures for the 

Growth Screening Program for Pennsylvania’s School-Age Population, which mandates 

school-based student BMI calculation and disbursement of findings each school year. 

Collecting parental and school personnel opinions of the school-based BMI letters and 

the notification process, via interview, was done to close the gaps that currently exist in 

our understanding of the topic, and revealthe best practice of school-based BMI 

notification. 

Study Setting 

Data for this study were collected in the Johnson School District, which is located 

in Southeastern Pennsylvania. It encompasses more than 40 square miles over five 

municipalities in Fisher County and has a resident population of over 28,000. The 

district’s mission is “Educating while Inspiring, and Empowering Every Student Every 

Day”. The district is comprised of six school buildings, including: three elementary 

schools, one intermediate school, one middle school, and one senior high school. 

Combined, these six buildings educate over four thousand kindergarten through twelfth 

grade students annually with a staff comprised of over 99 percent highly qualified 

teachers. The student gender divide is roughly 49 percent female, compared to just under 

51 percent male. Racial and ethnic breakdowns are as follows: almost 72.5 percent white, 

nearly seventeen percent Hispanic, just under 6.5 percent black/African American and 

just over 1.5 percent Asian. The Johnson School District offers thirteen advanced 
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placement courses and over 3.5 percent of the students are gifted. Nearly 38 percent of 

the district’s students come from economically disadvantaged families allowing four of 

the six schools to qualify for Title I funding. Those that qualify include: the intermediate 

school and all three of the district’s elementary schools which are all located in 

Southeastern Pennsylvania. The district dropout rate is just over one percent.  

Johnson Elementary, which is one of the district’s three elementary schools, 

participated in the study. This kindergarten through fourth grade building educates 461 

students with only highly qualified teachers. The student gender breakdown is over 48 

percent female and just under 52 percent male. With more than 35 percent of the total 

student population coming from economically disadvantaged families, the building 

receives Title I funding. The student racial divide is 65 percent white, to just under 

twenty-three percent Hispanic, a little over six percent black, nearly five percent multi-

racial and not quite one percent Asian. Almost sixteen percent of the total population 

receives special education services, while nearly two percent receives gifted education 

services and just under a half of a percent of students receive English Language Learner 

(ELL) services. The building is run by one building administrator, and employs 

41teachers, one school health professional and twenty-six paraprofessionals. 

Chapter Layout 

 What follows in the remaining portion of this chapter is a comprehensive 

examination of the findings that emerged from the data. The research questions will 

delineate this discussion. However, prior to the discussion, it is necessary to identify the 

roles played by the school health professional and school building administrator in the 
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school-based BMI data collection and disbursement. Noting basic interviewee 

demographics is also essential, along with the breakdown of student BMI findings.  

The school administrator continues the process established prior to his hire. 

Sharing that his sole job in regard to the mandate is to “confirm when it’s starting and 

confirm when it’s finished”. 

The school health professional, on the other hand, is annually tasked with 

calibrating the school’s stadiometer and measuring each student’s height and weight in 

the privacy of her office. She also ensures data entry into the web-based program the 

district purchased from Capital Blue Cross, Healthy Tools. Additionally, she confirms the 

merger of each BMI result onto an individual notification letter, and makes certain all are 

printed, addressed to the parents/guardians of each child and mailed to their home. 

Although only trained personnel, like herself, can measure students, based on the state’s 

mandate, aides can and do assist with data entry. Since the nurse shares the data entry 

task, while being bombarded with injured and/or sick students parading through her 

office, she personally checks the height and weight measurements on each individual 

letter, ensuring it matches her records. Furthermore, any parental contact the school 

receives regarding school-based BMI, positive or negative, is channeled to her.  

The notification letter indicates when the child was weighed and measured and 

how that information was used to identify the child’s BMI. A general explanation of 

BMI-for-age percentiles is also included. The notification also identifies the child’s 

height, weight, BMI-for-age percentile and weight category. This is followed by a table 

with a silhouette of a child in each weight category box. Additionally, it lists several 

health risks associated with being overweight or obese, along with suggestions for 
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reaching and/or maintaining a healthy weight. Although the letter is generated from 

Healthy Tools, with the exception of wording in one sentence in the initial explanation 

and the ordering of wording in three areas in the weight category table.  

Following purchase of the Healthy Tools web-based program, mailing 

supplemental materials with the notification letter ceased, as much of the material was 

repetitive, according to the nurse. Receiver confirmation is not required either, though 

envelopes returned to sender have their addresses confirmed and mailed a second time. 

Since this is the sole form of notification, if this attempt also fails, it is sent home in the 

student’s backpack.  

It is important to note that in the district’s high school and middle school 

measurements are taken during the first few gym classes, when students do not change 

clothes for class, so the largest mass of measurements can be completed in the shortest 

time. To do so, many of the district’s nurses assist, along with the gym teachers, who are 

also trained to take measurements. 

Table4.1 -  Parent Interviewee Demographics  

Participant 
Number 

Gender Race Free/Reduced 
Lunch 

Parents in 
Household 

P1 F Caucasian No 2 

P2 F Caucasian No 2 

P3 F Caucasian No 2 

P4 F Caucasian No 2 

P5 F Caucasian No 2 

P6 F Caucasian No 2 

P7 F Caucasian No 2 
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P8 M Caucasian No 2 

P9 F Caucasian No  2 

 

Table 4.2 - 2015-2016 School-Based Student BMI Findings 

Weight Category Number of Students Out of 459 

Underweight 6 

Healthy Weight 297 

Overweight 74 

Obese 82 

 

Knowledge Prior to BMI Notification - Questions & Findings 

Question 1: What did parents know about BMI and their child’s BMI prior to the 

notification? 

Findings 

 Parents knew about BMI and had a general awareness of their child’s BMI prior 

to receiving the notification. However, some definitions provided by parents lacked 

clarity and some parents failed to recognize the actual awareness they had of their child’s 

BMI. 

For instance, when asked to specifically define BMI, a broad range of definitions 

were presented by participants. Though despite that all participants were able to present 

their own definition, five parents lacked confidence in their answer. This anxiety was not 

said in their verbal responses, but seen in their facial expressions and body language, 

which showed that these participants were shocked by the question. In addition, it was 
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heard when interviewees paused or laughed before answering or literally expressed “I 

guess” or “I don’t know” at the beginning, middle or end of their response. For instance, 

P7 laughed first, then said, “I would say it’s your weight, um, in comparison to others of 

your age”. P7’s nervousness showed through her initial laugh. On the contrary, P3 

responded, “Um, probably the…It’s the body mass index. How much—your ratio of fat 

to muscle in your body. Am I right? I don’t know (laughing). I have no clue”. P3 also 

questioned her knowledge, and like P7, it showed in her laughing. However, hers was 

reiterated at the end of her response when she admitted that she was unsure of her 

knowledge, then proceeded to ask if the definition she presented was correct. Despite the 

accuracy or lack thereof of their definition, the nervousness that was initially displayed 

by these participants subsided as the interview progressed. This showed that interviewees 

were overwhelmed from receiving such a loaded question at the start of the interview, but 

not distressed by the topic at hand. 

Despite their uneasiness, three parents provided a fairly accurate definition. For 

instance, although these participants did not supply me with a definition that matches the 

one previously provided, their explanations proved they comprehended BMI. P5 was one 

of these participants who stated, “Um, a description of the body mass compared to the 

height of the individual. Just to, I guess, just to classify into categories”. From her 

definition, you can see P5’s understanding that one’s height and weight is used to 

calculate BMI. P5 also had a clear understanding that BMI scores are used to categorize 

each individual. However, it is important to note that P5 was viewing her child’s school-

based BMI letter while providing this definition. Doing so most likely affected her ability 

to do so. Though at the same time, having the letter after all of this time and presenting it 
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during the interview, shows the importance it held for P5. Another responder, who gave 

an accurate definition was P4, who clearly stated, “Height versus weight for the child’s 

age. So they come up with some type of calculation that says if my child is overweight or 

underweight or normal”. Prompted for further elaboration, she remarked, “Like, low, 

medium, high specific type of category”. Without a doubt, her definition, which matches 

the one provided earlier in the study, shows she has a clear understanding of BMI. 

However, it is critical to note that P4 works in the medical field and has past experience 

measuring and calculating adult BMIs. As a result, her background knowledge and 

experience may have affected her response.  

The remaining six parent respondents either provided an incomplete or altogether 

inaccurate response when asked to define BMI. For instance, those interviewees who 

showed some understanding of BMI, failed to include necessary parts of the definition or 

included incorrect portions. For example, several confused BMI with percent body fat. P1 

was one of those interviewees commenting, “I guess I’ve always heard how much body 

fat you have on you”. From her definition, P1 is confusing BMI with percent body fat, a 

much different calculation. BMI does not calculate an individual’s percentage of body 

fat; thus it also fails to calculate for one’s muscle mass. On the other hand, calculating 

percentage of body fat does account for muscle, thus it provides a more accurate measure 

of one’s health. Another participant, P6, also thought that BMI calculated one’s percent 

body fat and muscle and compared the two. For instance, she commented, “the amount of 

fat you have compared to muscle and tissue and water in your body”. Despite that this 

large number of parents/guardians failed to provide an accurate definition at first, they all 

showed a general understanding of BMI as the interview progressed. As a result, it is 
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likely that all participants knew about BMI, but simply could not define it directly when 

prompted. 

On the contrary, when asked where and when they learned about BMI, all 

participants were able to provide an answer. Each provided one of two answers, teenager 

or adulthood. Teenager was the more popular response. For instance, more than half of 

the parents/guardians remembered learning about BMI as a teenager. P9 was one of 

those, remarking, “Probably in health in high school a long time ago”. The remaining 

four parent participants recalled learning in adulthood. For example, P7 explained that 

she learned about BMI when her oldest son received his first school-based BMI 

notification in kindergarten. It is important to note that not only was P7 an adult, she was 

a parent by the time she learned about BMI. All participants recalling the time period 

when they were taught about BMI shows they recognize its importance. 

The majority of the participants were also able to share a general scenario about 

their learning experience, eight parents in fact. Even though such a large percentage of 

interviewees provided a rough synopsis, none could pinpoint the exact timeframe. Case in 

point, P5 figured she learned in high school, but could not recall the exact situation, 

“Probably in high school. Maybe health class. I have no clue, specifically”, she 

explained. P8’s recall was distinctively different. His recollection was from the time his 

own BMI was calculated. He explained, “I think the first time I ever heard about it was at 

a church health fare. And there was a male nurse who was administering it and going 

over it and giving everyone their BMI”. Again, the majority of participants remembering 

the situations in which they were taught BMI means the lessons were important to them. 
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These parent participants also shared who taught them. Their responses were 

divided between classroom teachers and doctors. For example, four were taught in a 

classroom setting, while two learned from their doctor during an office visit. Those who 

were taught by their doctor learned when their own weight became a health issue. For 

instance, P1 commented, “Probably when I was, I guess first pregnant with my first son. 

That’s when they were really concerned about that number”. Although participants 

learned in various ways and had differing levels of recall, it is important to note that all 

had BMI knowledge prior to receiving the BMI notification letter. Once more, their 

recollection also signifies the importance of the information.  

Additionally, a portion of parents knew their child’s BMI prior to receiving the 

school’s BMI notification letter. In fact, four participants knew previously. Each parent 

who knew their child’s BMI beforehand learned from their child’s pediatrician. Being 

informed by the pediatrician shows their children regularly attend medical appointments. 

Not only does it prove the child has routine appointments, it shows the provider discusses 

BMI during those visits. This was seen when P4 shared her experience. “Yeah, from her 

pediatrician”, she said. P9 also learned from her child’s pediatrician. Though her 

response took it a step further,  

Every year when we go to the pediatrician, they, you know, they give you your 
child’s height and weight and BMI score and then I always go home and pull it up 
on the little chart, so I can see where they’re at. 
 

Knowing their child’s score before being notified by the school reiterates the important 

emphasis parents place on BMI. 

The remaining five parents reported being unaware of their child’s BMI prior to 

receipt of the school’s notification letter. However, based on analysis of their responses, 
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it was clear that these participants actually had a general awareness of their child’s BMI 

before the school’s letter was delivered, even despite what they stated. For instance, P5 

communicated that she was completely unaware of her child’s BMI, yet she readily 

identified his BMI percentile. “Not specifically, but like I said, we’ve always had an idea. 

He’s always been big. Since he was born he’s been probably been in 95 percent or higher, 

and it’s just been consistent”, she expressed. Clearly P5 knew her child’s BMI, but was 

unaware of the weight category that his score placed him in. P6’s remark was similar in 

that she remarked that she was unfamiliar with her child’s BMI. However, analysis of her 

response showed that she too had some awareness. For instance, although she was unable 

to identify her child’s BMI or his exact weight category, she knew he was in the high 

category, commenting, “I knew his BMI was higher. I didn’t know it was quite that 

high”. As a result, analyzation of the data proves that parents understood BMI and had 

some awareness of their child’s findings prior and that receipt of their child’s school-

based BMI notification letter simply clarified this knowledge. Despite their varying levels 

of knowledge, having some knowledge of their child’s BMI shows it is important in the 

minds of these parents.  

Question 2: What do parents/school personnel perceive as most valuable in 

establishing a healthy BMI? 

Finding 

 Parents and school personnel understand that a healthy diet and adequate exercise 

are the most valuable aspects in establishing and maintaining a healthy BMI throughout 

life. 
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When asked to specifically identify the most valuable asset for establishing a 

healthy BMI; the interviewees shared a plethora of ideas. Examination of their comments 

revealed several common threads including; diet, exercise, and a combination of diet and 

exercise. These perceptions show a general understanding of what’s required to maintain 

a healthy BMI. For instance, the principal identified exercise as the sole necessity of a 

healthy BMI. “To tell your body or tell your mind in terms tell your body to work out and 

get down to an acceptable level” was his statement. Even though he only mentioned 

exercise, evaluation of his entire response demonstrates his understanding the need to 

find a balance between healthy weight and adequate exercise to maintain a healthy BMI. 

On the other hand, P7’s response only mentioned diet as a means of acquiring a healthy 

BMI. She simply commented, “proper nutrition” and when prompted to elaborate, she 

provided several examples. “Lots of fruits and vegetables. Minimal processed food”, she 

explained. Although her explanation did not embody all sections from the food pyramid, 

it was clear that she understood the essentials needed to obtain a healthy weight.  

The remaining parent participants asserted that proper nutrition had to be 

combined with adequate exercise to achieve a healthy BMI. In fact, P1 went into great 

detail explaining her perception of proper nutrition. She explained, “Probably diet and 

exercise…Not so many carbs, not so much sugar. Lots of fruits and vegetables and 

anything closest that’s growing from the Earth”. Obviously she has a concrete 

understanding of balanced nutrition and when asked, she elaborated on her thoughts 

about exercise in regards to her own children. “They play a lot outside. That’s important 

to me. Every day after dinner, we take a walk. And we hike every single weekend”, she 

said. Based on what she shared, P1 balances her children’s nutrition with an adequate 
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amount of exercise. Thus, she ensures her children are getting what they need to maintain 

a healthy BMI. P4’s comment was much like P1’s, though her nutrition and exercise 

explanation was much more extensive.  

So proper nutrition would probably be staying away from the fatty, sugary, high 
carb foods. Eating more vegetables and lean meats and fruits. Um, and exercise is 
probably anything daily twenty to thirty minutes, even if it’s, you know, my kids 
doing dance, soccer, basketball, you know, running outside at the park, whatever, 
and not being in front of the TV all day long.  
 

Without question, P4 definitively knows what is needed to obtain and maintain a healthy 

BMI. Having provided the most elaborate accurate response, it is important to mention 

that P4 works in the health field and has prior experience calculating client BMIs. 

When asked to identify the essential elements of a healthy BMI, the nurse failed 

to answer the question. Though despite her failure to respond, it must be documented that 

when interviewed she and the principal both discussed the effect childhood health plays 

on health in adulthood. For example, the nurse alluded that childhood health was required 

to maintain a healthy lifestyle into and throughout adulthood, because “once a person 

becomes overweight, weight reduction and weight maintenance are extremely difficult to 

achieve, so prevention is by far the most effective solution to the problem” (Pennsylvania 

Department of health, 2004, p. 6). She also conveyed how imperative a healthy BMI is 

for effective learning. Her connection is supported by the 2009 Kaestner and Grossman 

study which found that if a child’s health is out of balance, it critically affects his/her 

ability to be successful in school, especially for obese girls who were found to have lower 

test scores. A 2013 study by Zavodny also supported this with its finding, “average 

teacher assessments for overweight and obese children are significantly below those for 

normal-weight children” (p. 138). The principal’s reply echoed the nurse’s remark about 
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childhood BMI affecting adult health. “What you do as a child affects how you feel as an 

adult”, he shared. His recognition of this connection is supported by several studies that 

found that statistically the likelihood of an overweight child developing into an obese 

adult is fifty percent greater than normal weight peers becoming obese adults and that 

overweight adolescents are seventy to eighty percent more predisposed to adult obesity 

(Grance-Cleveland & Bushmiaer, 2005; Stoddard et al., 2008). The principal also shared 

the educational value that school-based BMI measurements and notifications hold. “So I 

like the fact that it’s educational, people are aware of it…it really promotes that healthy 

lifestyle that we like to promote in schools”, he said. The connections noted by the nurse 

and the principal show they comprehend the value of healthy BMI preservation.  

BMI Notification Impact - Questions & Findings 

Question 3: Do parents/school personnel like school-based BMI notification? 

Finding 

 Recognizing the level of awareness it would create, parents and school personnel 

supported the school-based BMI notification, even if they felt they did not need it for 

their own child. 

 For example, when asked about for their opinion on the school-based BMI 

notification, parents were either displeased, accepting or expressed feeling of 

indifference. Although only several participants were unhappy, responses within this 

group still varied. Their concerns included: the development of eating disorders, testing 

accuracy, lack of communication, and meddling in personal matters. On the other hand 

the majority of the participants were supportive. Though, unlike the collection of 
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unsupportive parents, the reasoning behind their platform was homogeneous, with all 

parents alluding to obesity awareness.  

For example, only two parent participants were dissatisfied with the school-based 

BMI calculation. However, the principal was especially concerned the measurement 

would cause children to develop body image issues and/or eating disorders. Additionally, 

parents questioned the accuracy of the BMI data collection method and so did the school 

nurse. At the same time, others were irritated about the lack of notification prior to the 

measurements and calculation, while the rest were offended by the school’s involvement 

in a personal matter, weight, which does not affect educational outcomes. Like previous 

studies, the percentage of respondents who disagreed with the school-based measurement 

was small and composed of those whose children had medical access and saw their 

pediatrician regularly. 

For instance, when faced with this question, the principal first answered from the 

parental perspective, discussing his struggle with school-based BMI calculations as father 

of all girls.  

as a father of four girls I’m more concerned… due to anorexia, bulimia, the 
stereotype, or the role women have to be good looking and skinny in our 
society… My girls workout… they’re not always worried about the BMI, but we 
do get the letter, we share it with them and sometimes they’re frustrated because 
of how the results come out.  

 

Other parents, like P2, commented about the measurements accuracy. “Don’t we all have 

the potential to be overweight? Like that’s a very broad term. I’m like, I think everybody 

does. We all do”, she stated. With prior BMI knowledge and his past experience having 

his own BMI calculated, P8 also questioned the accuracy of findings, 
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the weight and muscle mass of a person can totally skew the results. So you might 
have a perfectly fit person, man or woman, and if they work out regularly, they 
are going to have a high muscle mass, which creates heavier weight, and the BMI 
will be skewed. So in some regards, I think there might be other ways to gauge a 
person’s healthy living other than the BMI. 
 

P4, the participant who works in the medical field, expressed similar concerns too, “I 

think they just do height and weight too, which is not a very accurate thing 

either…because it’s not, you know, a lot of times muscle weighs more than fat… I know 

BMI is crap. It doesn’t always come out the way it’s supposed to”, she explained. 

Although appreciative of the need for school-based calculation, the nurse also aired her 

concerns, “in younger children there’s still so much development of their bodies that I 

don’t know how accurate it is”.  

Despite their apprehensions, many earlier studies discredited all of their concerns. 

For instance, the Youth Risk Behavior survey found no noteworthy contrasts in eating 

disorder behaviors of students screened under Arkansas’ Act 1220 of 2003 in comparison 

to other students nationwide (Evans & Sonneville, 2009). Arkansas also reported that the 

eating disorders, dieting and diet pill usage of screened students remained stable (Dietz et 

al., 2009) "and there was no change in dietary restraint" (Grimmett, Croker, Carnell, & 

Wardle, 2008, p. e696). Although the Grimmett et al. (2008) study identified lower body 

esteem in overweight children at baseline; Arkansas’ report also found that screened 

students were unaffected by mailings of school-based BMI report cards (Grimmett et al., 

2008). Additionally, an article in the Journal of Physical Education states that before 

puberty, children typically have little muscularity anyway, creating little opportunity for 

misdiagnosis (Adams & Adams, 2009).  
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Other interviewees, like P3, were simply angry with the school’s involvement in 

the matter at all. For example, she stated frankly,  

I don’t like it. One, I have my own – my child has his own doctor that I don’t 
need somebody else’s opinion. And I’m never notified either when you’re doing 
this, and that kind of concerns me too. And really I don’t – unless it’s like a super 
health issue, I don’t really feel it’s the school’s concern. 
 

P1’s remarks coincided with P3’s. “Well, I feel like that’s an area that they shouldn’t 

interfere…. That should be something the pediatricians should be worrying about, and 

discussing with the parents”, she expressed. The nurse recognized the school’s ethical 

obligation and the state’s requirement of the school. However, she also discussed the 

responsibility of doctors in this matter.  

I understand where the state’s coming from. I just don’t think that they came with 
enough follow through for the parents. And I don’t think that this should be the 
only avenue that parents are informed that their child is in whatever category 
they’re in… the school has a responsibility, but… I also think doctors’ offices 
have a big responsibility… I’m sure there is some talk about it. But I know, we 
are scheduled for an appointment for 15 minutes or 10 minutes. So how much is 
really being done… they place a lot of responsibility on the school, when, you 
know that’s not the only place that children are fed.  
 

Although these three parents presented valid points to support their argument that the 

school has no business getting involved with a child’s weight, it is the law in 

Pennsylvania. However, during the nurse’s assertion, she made some remarks that are 

worth examining due to their coinciding with earlier research, which stated that school-

based BMI measurements “enable school health professionals to: identify students who… 

are underweight, overweight, obese… who need to be examined further by a health care 

provider… encourage discussions between families and health care providers about their 

child’s growth and development” (Bell et al., 2011, p. 2). The Let’s Move campaign, 

established similar goals that will “ensure that doctors not only regularly measure 
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children’s BMI but actually write out a prescription detailing steps parents can take to 

keep their kids healthy and fit” (The White House). The nurse noted this as the school’s 

obligation, but she also added the fact that doctor visits are short and often fail to allot 

enough time to discuss these matters. As a result, even with health insurance and routine 

visits to the pediatrician, parents still may not be receiving adequate support regarding 

their child’s weight.  

P2, on the other hand, was simply irked by the school’s lack of communication, “I 

have no idea what they’re doing with the data that they’re collecting”. Unlike references 

made by other participants, P2’s irritation was supported by previous studies, which 

found that “parents of elementary school students approved…if execution was 

confidential and respectful to reduce the possibility of teasing, if they were advised 

beforehand, if they could request exemption, and if they acquired results by mail (Kalich 

et al., 2008; Nihiser et al., 2007). As a result, although the district followed findings from 

these studies, it is obvious the notification needs improvement. 

The remaining seven parent participants were either okay with the calculation or 

felt indifferent about it. This supportive cluster was quite large. In addition, although a 

disapproving parent, from the professional standpoint, the principal did support school-

based BMI calculations. For example, he expressed, “it’s good… people should be aware 

of it… we need to do a better job as a school district and as a state educating people, the 

reason we’re doing it and how we could use the results to help”. Parents like K supported 

the calculation for students who do not have regular medical access, “I think overall it’s 

good for, you know, the parents that don’t have the information otherwise to get it from 

the school. They have an idea of what, maybe, options they have. Um, I don’t have any 
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problems with it”. P9’s comments were nearly identical, while P7 added, “As long as 

they don’t show it to my kids, I’m okay with that”.  

 The large percentage of support for the notification coincides with earlier studies. 

One study found that parents regarded school-based BMI measures in a positive light, 

because they provided information about children whose visits to the doctor are 

infrequent due to age, health, lack of health insurance or insufficient family earnings 

(Kubik et al., 2007; Stoddard et al., 2008). The other, a study comprised of an elementary 

parent focus groups, felt that student BMI classification would forewarn parents of the 

reality and enlighten them about the possibility of future consequences of elevated BMI’s 

(Kubik et al., 2007). Thus, based on careful examination of the study’s data, it can be 

determined that participants support the school-based BMI notification. 

Question 4: What is the perception of this mode of communication? 

Finding 

 The majority of the parents approved this mode of communication and the few 

who did not simply wanted a more personal form of communication. 

In regard to using a letter as the mode of informing parents of their child’s 

findings, participants either responded with approval, disapproval or indifference. 

However, through extensive data analysis, indifference was found to be a form of 

approval. As a result, a large number of parent respondents (six) approved, citing the 

avenue it created for communicating about BMI with their children or noting the lack of 

complaints received as an approving validation.  

For example, P6 not only acknowledged her child’s actual weight, she planned 

possible eating and exercise modifications, stating, 
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I actually showed this to my son and my daughter. Because both of my children 
their BMI is too high. And I showed both of these letters to them, and I said, we 
need to do something about this. So it kind of opened up the door that I can say 
we need to make some changes. 
 

Her response to the letter was like that of parents in the 2009 Johnson et al. study, which 

found that parents who were alerted about their overweight child's school-based BMI 

screen findings from a health report card, acknowledged their child’s actual weight and 

planned possible eating and activity modifications and some sought medical support 

(Johnson et al., 2009). It also proves the mandate’s primary goal, creating awareness, was 

successfully met. In contrast to P6’s reply, though still approving, the nurse noted the 

absence of parental criticism to support her response. “Um, I think it’s a standard – it’s a 

standard letter that, I think, just about every school district uses a similar thing. We 

haven’t had any complaints about it”, she said. Although parents did not notify the school 

about their dissatisfaction with the mode of communication, the school failed to create 

user-friendly circumstance in which they could do so. The only option available was for 

parents to make contact with the school and wait for a response via: email, voicemail or 

written letter.  

On the other hand, the remaining three parent interviewees expressed unhappiness 

with the BMI notification letter received from their child’s school. Though, verbiage of 

the letter and its format were their only concerns. For instance, many parents, expressed 

their worry about less knowledgeable parents/guardians receiving the school’s letter in its 

current form, “I think that letter is fine. I don’t – but I come from a medical background. 

So I know what all this is for and I know all that kind of stuff. For a layperson, I don’t 

know”, P6 said. P4, also in the medical field like P6, stated, “not everyone is going to 

know that. Joe Schmo on the street is not going to know anything about that”. Again, 
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both participants having medical training and/or field experience affects their responses. 

Though not educated in the medical field, knowledgeable K responded similarly, “If you 

have some sort of experience with the BMI, if you’ve looked at it before, it’s – it makes 

sense. But if someone looks at it and they don’t know what they’re looking at, they’re 

going to be confused”. These parental concerns matched earlier studies, which found 

parents thought BMI would be a somewhat foreign and difficult idea for some to 

comprehend and requested a basic BMI definition and an uncomplicated process be 

created for deciphering a child’s BMI level (Kubik et al., 2007). Thus, the analyzed data 

show that either Kubik’s findings were ignored or the district’s attempt to address them 

failed and needs revision. 

Having prior BMI knowledge and experience, P4 first stated, “It’s a very general 

letter”. Her initial response that the letter would be incomprehensible to those without a 

BMI background, followed by her secondary response, identifies the difficulty of creating 

a letter that is both informative, straight forward and comprehendible, yet not numbingly 

basic. P7 had similar concerns, “letters are always so impersonal… Especially, when it 

comes on the school letterhead”. P9 did too, “I mean, I guess it’s – it could be worse… 

But the letter itself, I think was very kind of generic”. Although these parents were 

disappointed with the generic and impersonal format of the letter, it supported Thompson 

and Card-Higginson 2009 study findings, which determined that parents, “generally 

wanted text and graphics to be simple, not wordy or technical and practical with an 

explanation of weight categories as well as specific numbers for height, weight, and BMI 

percentile” (p. S77). In response to this question, the principal confessing his 

unfamiliarity with the notification letter delivered by his building, admitted only seeing 
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the BMI letters his daughters brought home from their district. So even lacking this 

knowledge from his own school, he remained able to share his thoughts on the school-

based BMI letter design. “It’s not an immediately life-threatening thing, it should be a 

little bit more good bedside manner. However, it should, with the results itself and what 

they mean, it should be straightforward”, he explained. These finding identify that 

although the district used a letter nearly identical to the example provided by the state, 

and although they are meeting the standards set forth by the mandate, the letter needs 

improvement. 

When asked about receiving their child’s BMI notification letter via standard 

mail, only a small percentage of parents disagreed with the method, while the majority of 

respondents were content with the procedure. Those who disliked the current practice 

offered alternative modes of communication or the inclusion of additional information as 

suggestions. For instance, the two parents who were uncomfortable receiving their child’s 

school-based BMI notification letter by mail wanted something more personal. “I feel 

like maybe I should have gotten just a call from the nurse. Maybe there’d been a little 

better explanation about it”, expressed P1. Although P9 also disapproved of the existing 

method, her suggestion was opposite of P1’s and she offered, “But I also don’t know that 

I want to sit down and have a conversation with a nurse about my children’s BMI when I 

have that conversation with the pediatrician”. Even though phone calls would create a 

much more personable experience, allowing parents the opportunity to receive immediate 

answers to their questions and the school the ability to offer immediate acknowledgement 

of their complements, complaints and/or suggestions, calls are much more time 

consuming. As a result, this form of information delivery would require additional well 
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versed school health professional staff to provide calls. Additional staff requires 

additional funding. At the same time, including additional information in the notification 

mailing would increase the weight of the envelope: thus increasing the cost of its 

delivery. Where would that funding come from? Would funding for BMI calls or heavier 

envelopes take away from funding another area of education? 

The remaining participants were content receiving the letter via mail. In 

fact,seven parents approved this mode of communication, four even mentioned the 

mailing as a strength. As a result, the support was quite large. For instance, P3 affirmed, 

“I guess, the mail, I mean, it didn’t really bother me that it came by mail”. P9 voiced that 

the letter saved her time,  

I’m happy that it comes as a letter because... if I had to spend time talking to 
someone on the phone or coming in for a parent conference just to hear exactly 
what I always hear when we go to the doctor’s office, I don’t feel like we need to 
spend that time doing it twice. 
 

Considering the responses that were collected regarding the mailing and the large number 

of respondents who mentioned it as a strength shows the district successfully picked from 

the mandate’s notification options. 

 The nurse affirmed her belief that parents were satisfied with the mailing, since 

none aired any complaints about it, or at least not to her. “The only complaint we got was 

that the measurements were being made at the beginning of the year, and it wasn’t until 

the middle or closer to the end of the year till they were receiving the data”, she said. 

Again, it is important to note that although the district said they were open to 

communicate with parents regarding the BMI measurement and notification and/or 

receive constructive feedback and/or complaints, no platform was designed that allowed 

parents to do so easily. However, in an attempt to address the limited complaints she did 
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receive, the nurse is piloting a new delivery method at the elementary level this school 

year. With this method, teachers handed notification envelopes directly to parents at 

parent-teacher conferences. She explained,  

I think that we would have gotten more of a complaint if the letters would have 
been handed to high school students and then, you know, they were sharing them 
around. I think that would have gotten more of a complaint had we done it that 
way, and that’s why we’re choosing to continue to mail the older students letters 
home. 
 

This seemed liked a viable option to speed up the delivery process and to reduce its cost 

of delivery. Though again, it would continue to limit communication with parents. 

At the same time, from the respondents, two parents believed mailing letters was 

the only option, whereas two others felt email was a viable alternative. For example, P8 

said, “I think people will be upset if it was anything else other than a confidential letter. 

So the fact that it came in the mail wasn’t an issue”. Although P9 had similar feelings 

about mailings, she remained concerned,  

Well I guess the fact that it’s mailed is better than handing it to the kid in school 
to bring home. Because that, I think draws attention to things. Um, I don’t know. I 
don’t know.  If you have to make the notification, I don’t know of really any other 
way. I guess that’s better than an e-mail or any of those types of things. So I find, 
I think in some cases, probably, kids look for that school envelope, and they see 
that school address and it could end up in the trash before a parent ever sees it… 
Being a middle school teacher, I know that that happens. I personally, with some 
of my kids send things home in plain envelopes with no return address on the top 
so they don’t know what it is. 
 
The parental acceptance noted in the data, in regard to mailing the notification 

letter, matches prior study findings. For instance, it was previously identified that parents 

thought mailings would protect privacy and provide them control over whether or not to 

disclose the information with their child (Kubik et al., 2007) and the school did just that. 

In addition, earlier studies identified the fear that exists over dispersing letters directly to 
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students, who could misplace or compare theirs with other students (Harris & Neal, 

2009).  

Alternative delivery forms were also suggested by interviewees. For instance, P7 

suggested email. “I probably prefer e-mail. Because then I would see it. I don’t have to 

worry about, you know, the kids opening it because they see their name on it”, she said. 

When interviewed, P5 not only made the same suggestion, she disclosed additional 

reasons for needing the information emailed,  

It would be okay if they sent it by e-mail also. I think maybe more people might 
pay attention to it. We didn’t open it, honestly, for a while it sat there. I don’t 
know. We weren’t expecting anything urgent from the school. 
 
Though email delivery would be a much quicker and cost effective delivery 

method, the likelihood of receipt is less likely than standard mail. For instance, email 

addresses could be entered incorrectly and sent to the wrong person, thus a failed delivery 

email may not be received in return, unlike incorrectly addressed mail that is returned to 

the sender and/or rerouted to the correct address. If the wrong person received the email, 

it would breech confidentiality. Furthermore, email could end up in spam mail, rather 

than one’s inbox, never to be read. These are all risks not faced delivering the notification 

letter via standard mail. However, it is worth noting the cost savings going paperless 

would be, eliminating the need to purchase: paper, envelopes, labels, printer ink and 

postage. 

Question 5: What is the parental/school personnel perception of the information 

received/given? 

Finding 
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 Parents and school personnel regarded the importance of the information 

received, though they were dissatisfied by the way the letter’s content was presented.  

 For instance, all participants remembered obtaining their child’s BMI notification 

letter in a district marked envelope via standard mail, along with their child’s BMI 

category from the letter though not all participants could recite their child’s BMI score. 

Recall of this information proves the notification was read and easily deciphered, an 

accomplishment that met the request established in an earlier study on reactions to 

school-based BMI screens by Johnson et al. That study found that the lack of clarity in 

notifications is perplexing and requires a simple straightforward BMI description with 

consistent comprehendible student results throughout the document so parents can 

respond accordingly (Johnson et al., 2009). The findings also prove success of the plan’s 

primary goal, creating awareness. These responses also show the level of importance the 

parents bestowed on the information composed in the letter.  

For instance, P8 explained, “I don’t recall it, what the number was offhand. I 

know it was over what is considered the normal range”. P3’s response was similar, “I just 

knew what range they had said he was in. He was above--above the normal and he was 

considered overweight”.  

Despite their memory of the notification and its contents, parents were dissatisfied 

with its contents and felt it lacked necessary information. They wanted a better 

explanation regarding its purpose, the procedures used and a timeframe for when the 

measurements took place. Additional materials for addressing above normal BMI were 

also wanted. For example, P3 commented,  
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I just get a letter saying that he is considered in the obese – overweight range, and 
I, you know. So, it didn’t really state when they did it or why they did it. And I 
was just like, when did this happen. 
 

She went on to explain, “If I remember correctly, it gave a list of, like, the different 

categories, like, normal, below normal, above average, like that. It gave where your child 

stood”. Another parent interviewee, P9, replied, “Yeah, there was a spiel about like 

contacting your doctor’s office, and, you know, basic explanation of what BMI is, and 

why it’s important to have a healthy BMI, and if you have questions to contact your 

school’s nurse or your doctor’s office…. I don’t remember there being any pamphlets or 

anything else inside”. P2 reiterated, “It’s one single letter and that’s it”. P1 was extremely 

upset that the district envelope contained only this one letter, “it said I needed to make an 

appointment with his pediatrician because he’s at risk…that’s why it angered me to see 

that…I think there should have been a support letter or a support phone – hotline to call 

or anything about what to do about it”.  

As a result, although the district met the state’s requirement to notify parents, 

interviewees were unhappy that the school’s BMI notification letter lacked sufficient 

information and/or failed to supply supplemental materials in the mailing. As a result, 

these recipients sided with participants from prior research findings and wanted more, 

regardless of whether or not the law is being met. For instance, previous studies found 

that, “parents endorsed the idea of having BMI information presented in a longitudinal 

format, which allowed them to see their child’s status over a number of years” 

(Thompson & Card-Higginson, 2009, p. S77). Parents also wanted to have healthy 

lifestyle and food consumption transitions and exercise guidance for the entire family be 

inserted with the report (Kubik et al., 2007). This was not only suggested in prior studies, 
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it was also recommended by the state, who provided a Healthy Nutrition and Activity 

sheet, as an example.  However, the district did not include it or anything similar in its 

mailing. Thus, the letter could have been more successful. 

Despite their displeasure over the missing information in the letter and mailing, 

the notification created awareness and opportunity. For example, two of the parent 

participants, like P5 and P6, viewed the letter’s information as a baseline. P5 explained 

that it is, “just giving you a relative idea of where you stand”. The final three parent 

respondents focused on the opportunity the letter created for parents to address the 

situation. Based on these responses, the goal was met. In fact, it was noted as a strength 

by participants like P1. “I feel like the strengths would be good for children that don’t go 

to the pediatrician. That do need help with their family understanding that they are at 

risk”, she explained. Her reply matched responses from previous studies, which found 

that student BMI classification would forewarn parents of the reality and enlighten them 

about the possibility of future consequences of elevated BMI’s (Kubik et al., 2007) by 

providing school-based BMI measures to children who visit the doctor infrequently due 

to age, health, lack of health insurance or insufficient family earnings (Kubik et al., 2007; 

Stoddard et al., 2008). After all, nationwide nearly nine million children under eighteen 

are without health insurance (Kubik et al., 2007). Thus, the notification either presented 

parents with their child’s BMI for the first time or reiterated what they already knew. As 

a result, the notification was a success, even if the contents within the letter were not.  

Question 6: How did parents/school personnel feel when they received/gave the 

information contained within the notification letter? 

Finding 
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 Nearly all of the parents disagreed with the findings contained within the letter. 

Their disagreement identified the misconceptions they hold regarding their child’s weight 

classification.  

 For instance, responses to the information received within the notification letter 

were divided. Participants either agreed or disagreed with their child’s findings. Even 

though reactions varied, the split was quite lopsided. Of the nine parents interviewed, 

only one parent/guardian agreed with her child’s school-based BMI findings, while the 

remaining eight participants completely disagreed. Among those parents who disagreed, 

some common threads were identified. They either viewed their child differently or had 

received other remarks from their child’s pediatrician. In addition, one parent even felt 

the notification was an attack on her parenting. Despite the mass disagreement, the nurse 

was confident the school’s student BMI findings were consistent with other schools.  

For instance, P5 was the only parent who accepted her child’s school-based BMI 

findings. She reported, “Yeah. It’s fine, I mean, we know he’s –he literally is big-boned. 

Like, I didn’t understand that until he was born. He’s just heavy. Like, his bones literally 

weigh more”. AlthoughP5’s acceptance of her child’s school-based BMI findings 

signifies success of the state’s mandate, it is important to note the explanation she gave 

about her child’s bone size weighing more. Despite her remarks, like adults, all children 

are genetically different from one another, though one’s skeletal structure does not differ. 

Other than discussing her thoughts on the consistency of BMI findings among 

schools, when asked about her feelings regarding the information contained within the 

schools’ notification letter, the nurse discussed the contact she’s had with parents over the 
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years regarding the letters. She explained that the majority of the contacts were negative 

in nature,  

when we first started doing this and BMI was the hot topic, I got a lot of phone 
calls and you got—you would get some angry parents that, you’re telling me my 
child is overweight, you’re telling me my child is fat. Those are the ones that I 
would mainly hear from. I wouldn’t hear from the ones that were healthy or 
underweight. It would be from the ones that were overweight or obese…It was 
more complaining that, you know, you’re sending me a letter telling me my child 
is fat.  
 
What the nurse shared about unhappy parents coincided with information 

collected from parents during interviews conducted for this study, as nine parents, which 

is nearly all of the interviewees, disagreed with their child’s school-based BMI findings. 

Though among the group, the reason for opposition varied. Some parents simply thought 

their child was not fat, while others felt that their child was curvy rather than skinny, but 

not overweight and some disagreed due to the discrepancy between their child’s school-

based findings and remarks their child’s pediatrician made during office visits regarding 

growth and development. 

For example, P9 remarked, “I don’t look at my kids and look at them and think, 

they’re fat. Like I might feel about myself”. Another participant, P7, elaborated further 

on P9’s response, 

I feel it gives if they’re above average it gives parents the perception that above 
average means overweight, and I don’t feel that my children are overweight. I feel 
they’re healthy. So I don’t really – um, the BMI that they send me really doesn’t 
mean anything to me.  
 

She paused, then continued, “They’re just not—they’re not stick skinny. They’re 

curvy…They’re solid”. P7’s inability to agree with her child’s school-based BMI score 

coincides with findings discussed in the CDC’s 2014 Safer-Healthier-People report. In 

this report, a photograph module was used to determine a parent’s ability to accurately 
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identify a child’s weight and the CDC found that parents, “demonstrated the difficulty of 

making a consistently accurate visual assessment of at risk of overweight” (p. 11).  P7’s 

beliefs also match findings from a Hendershot et al. study. Their study, which surveyed 

over 2,000 elementary school nurses via email found that some mothers fail to describe 

their child as obese and instead characterize their child simply as thick or solid 

(Hendershot et al., 2008). Thus, like previous studies, parental misconceptions identified 

in this study further support the need to continue creating BMI awareness. The findings 

also show the need to improve the school’s notification letter.  

At the same time, other parents were completely stunned by the results received 

from the school-based BMI measurement. They were shocked at the distinct difference 

between the school’s findings and what they were hearing from their child’s pediatrician. 

In fact, four participants discussed the direct/indirect disagreement and/or total disregard 

their child’s pediatrician had for the school’s BMI finding. For instance,  P2stated, “I find 

that comical because, I have her seeing a growth specialist right now, because she’s 

underweight in height for her age”. Similarly, P1 responded, “The pediatrician they check 

everything and they weigh him and show us the chart and they say he is right on target 

for height and weight”. Another parent, P3 went on to explain why she chooses to forget 

about the school’s BMI findings altogether. “The pediatrician says, no he’s actually very 

well proportioned”, she stated. Although these responses were only received from a small 

portion of respondents, they must be acknowledged, as the differences between the 

school-based findings and the report received from their child’s physician caused a small 

group of the parents to question and/or totally disregard the school’s findings. 



 89

Regardless of those who agreed or disagreed with the school’s findings, one 

participant felt as though the information contained within the notification letter judged 

her parental abilities. This parent, P3, explained, “Like I understand they’re trying to 

make things healthier and healthier, but it’s also, I feel like you’re judging me as a parent 

when you send me something home like that”. This feeling of judgement was not the 

intention of the notification. Additionally, it was not a finding unveiled in previous 

studies. It does, however, mark a failure of the contents within the notification letter. 

Thus, it needs further exploration.  

Another parent, although displeased with the school-based BMI findings, decided 

to show the notification letter to her children. She used it as a starting point to prove to 

her family that there was a problem. P6 explained her actions further, “I’m not happy. 

Um, as a parent, it’s hard to see this, but it’s reality. So you need to deal with it and move 

on”. P6’s reaction matches suggestions made in earlier literature, like that found in 

former First Lady Michelle Obama Let’s Move! Campaign. During the induction 

ceremony of her campaign, she said, “instead of just talking about this problem, instead 

of just worrying and wringing our hands about it, let’s do something about it” (The White 

House, n.d.). Although unhappy with the school-based BMI findings, the notification 

letter created change within P6’s family. As a result, even despite her displeasure, P6’s 

response marks the notification letter a success. 

Follow-Up Impact After BMI Notification - Questions & Findings 

Question 7: What is the perception of the school’s follow-up/lack thereof? 

Finding 
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 School personnel were content by the school’s lack of follow-up after 

notification; parents were not. 

For instance, participants clearly recalled the lack of follow-up from school. In 

fact, all parent participants, without hesitation, noted that no additional contact beyond 

receipt of the mailed school-based BMI notification letter occurred. The nurse, when 

asked about the school’s follow-up, remarked that contact only takes place if parents 

approach the school, and she seemed content with that. For example, she stated,  

School personnel, we don’t follow up. We send the letter because that’s what is 
required of us from the state. I don’t know if doctors’ offices do. I guess it would 
depend on where you go to the doctor’s and if you share that information with 
them, or even if you take your child for a yearly physical. 

 

At the same time, parents like P4, provided simple straightforward responses when asked 

about the school’s follow-up, “No, absolutely not”, she remarked. While P5 explained, 

“No. there was no form of communication. No follow-up. It was just a letter and there 

you go”. Although unstated, their curt replies revealed dissatisfaction.  

Although P7’s earlier suggestion to receive her child’s BMI results via email 

could not guarantee delivery or ensure confidentiality, it would more easily create an 

opportunity for and/or maintain communication with parents/guardians following receipt 

of the child’s school-based BMI notification letter. It would also more readily present an 

opportunity to provide parents with additional supports. Requiring parents to verify 

receipt of the letter would too. Though again, ensuring, viewing and responding to 

confirmations would be time consuming, which would require staffing, which in turn 

requires funding. However, the idea is still worth examination, since findings show that 
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parents are unhappy with the absence of contact following distribution of the school’s 

BMI notification letter.  

When interviewing the principal and the nurse, both acknowledged that although 

contact from parents has declined over the years, at times, parents/guardians still reach 

out following receipt of their child’s school-based BMI notification letter. However, the 

nurse went on to explain that, “It was a handful. Yeah. And since then, last year I got no 

phone calls. You know, it probably went from a handful to none. Although currently non-

existent, the nurse did explain that contacts received in past years were negative, “you 

would get some angry parents…. You’re telling me my child is fat… It would be from 

the ones that were overweight or obese… I wouldn’t hear form the ones that were healthy 

or underweight”. On the other hand, the interactions the principal had with parents 

following their receipt of the school-based BMI notification letter was slightly different. 

For instance, he shared, “most of the time when parents converse to me about it, they 

can’t believe their son or daughter is labeled as, you know, above the acceptable BMI. 

That’s usually what is said”. Then he added, 

Sometimes parents want information on what they can do in order to get a healthy 
BMI. I think they seek out education and a reason. In other districts that I’ve been 
in, some parents even are disgruntled that you know we’re doing this. And, um, 
but that’s a few and far between, but I’ve even had that and I’ve just had to 
explain that, you know, it’s mandated and it needs to be done. 
 
It is important to note the decline of parental contact made with the school 

regarding the school-based BMI notification letter. Finding the reason behind the decline 

is important, along with finding a way to increase the amount of communication between 

parents and the school regarding school-based BMI findings. In order to make the 

notification as effective as possible, the school needs to have regular contact with parents 
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to gather their thoughts and opinions. Additionally, routine communication will create an 

opportunity to share more BMI information with parents.    

Question 8: What do parents, especially those who react favorably, want to know 

more about? 

Finding 

 Parents want to know more about how to discuss the school-based BMI findings 

with their child. They also want additional BMI information included in the letter and 

more BMI resources enclosed in the mailing. 

For example, P6 suggested the school add supplementary BMI materials in the 

mailing,  

maybe some pamphlets on, you know…In kid language, so you can show them to 
your kids and say here, what do you think of this…You know, something that’s 
more on their level also, so when you have to have that conversation with your 
child…something to help the parents a little bit how to have this conversation 
with your children  
 

Whereas P7 suggested adding a more in-depth explanation in the letter about the 

interworking of the school-based BMI measurement. For example, she stated, “I guess, 

just giving parents more information about how, when, and why that they’re doing it”. 

She also wanted the letter to be written in a different tone, explaining, “If I remember the 

letter correctly, the letter starts out with, look, this is your child’s BMI. Maybe starting 

it…so it doesn’t sound…so it doesn’t sound so negative”. The principal’s response about 

the letter’s verbiage was similar. He commented,  

There are certain statements that can be taken as harsh, but with any report on any 
data, there’s going to be statements that are harsh in some people’s minds. And, 
um, I always make the joke, but I’m serious, you always like your doctor to be 
personable. But your surgeon you don’t have to talk to me, just fix me up and do 
what’s right. You could be as mean with your bedside manner as you want, but 
just help me live…we’re dealing with, you know, it’s not a--it’s not an 
immediately life-threatening thing, it should be a little bit more good bedside 
manner. 
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At the same time, parental participants who wanted supplemental information included in 

the mailing, mentioned the addition of: web addresses, telephone numbers, informational 

letters and/or pamphlets, etc. P8 was one of those respondents. He proposed, 

“Supplemental information, in the envelope…Perhaps that would be a benefit…you 

know, if parents were looking for activities or exercise, or whatever”.  

Although parents wanted this additional information, none contacted the school to 

obtain it. Their lack of contact is in line with the nurse’s remarks regarding the decline in 

parents who contact the school following receipt of the notification. In fact, according to 

her, no parents contacted the school this year regarding the school-based BMI 

notification. So, when asked during the interview, the nurse explained the procedure she 

used in the past when contacted by parents. She explained, “Our suggestion is to speak to 

their family doctor. Because they would be able to tell them in network who can help 

them out. We can certainly direct them to websites and give them paper information, but 

it’s their choice”. When presented with this question, the principal simply stated that very 

few parent calls regarding the school-based BMI notification have ever gotten directed to 

him. He explained, “I’d say between, you know, on average maybe between four and 

seven parents call and would like to speak to someone about it and it usually goes to the 

nurse.” These requests for more are important and should be implemented by the school. 

However, without this study, the school would be unaware of these requests, as they have 

not instated a platform that encourages, nor makes it easy for parents to contact the 

school regarding the school-based BMI notification. 

Question 9: What actions, if any, did parents/school personnel take after 

receiving/giving the information? 
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Finding 

 Although both parents and school personnel shared their concerns, only one took 

action following receipt of the information. However, the one parent who did made some 

changes to the family’s diet, exercise and sedentary activities.  

 Both the principal and the nurse expressed concerns during their interviews as 

did many of the parent interviewees. However, their worries were quite diverse and 

included: lack of knowledge during the interview, the absence of parental follow-up, 

anxiety of the BMI findings and nervousness about their current diet plan and exercise 

levels. For example, although the school’s BMI data results and the disbursement of 

notifications failed to concern the principal, topics discussed throughout his participation 

in this study caused him a bit of concern, which he shared. “whenever you ask me a 

question about this in this interview, if I don’t know I’m going through my head, well, 

maybe I think I should know this”, he said. Though realizing his lacking knowledge 

throughout our interview, the principal vowed a greater commitment to the mandate and 

voiced,  

I always want to be – learn as much as I possibly can. I’m going to pay more 
attention to the BMI letter. I’ll read it to see if it’s as proper bedside as I would 
like it to be… if I could educate myself a little bit more on BMI, the letter, the 
process, then I’d be able to answer the questions that parents and/or teachers may 
have if they ask of me rather than passing them on to somebody. 

 

The nurse, on the other hand, was concerned about that fact that no parents 

followed-up with the school after receiving their child’s school-based BMI notification 

letter. She also shared strategies that are used to combat childhood obesity in other school 

districts. In addition, she presented reasons why her district failed to implement these or 

similar approaches. She alluded, 
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some districts actually had cooking classes…. did exercise programs and things 
like that… bigger school districts that had more resources… not sure where they 
got their funding… if they came from the district of if they had the outside 
sources, but it wasn’t something that the state was funding… we had a hard time 
finding funding to do things like that here in the district. 
 
Since their concerns were not a direct reflection of the school’s current BMI data, 

neither the principal nor the nurse took additional action after calculations were made and 

distributed this school year. However, the nurse did tell about the BMI response program 

she instituted when student BMI’s were first measured by her school. She also shared that 

she discontinued the program soon after, due to lack of participation. “I did try to do 

something here in the school…for a while there was interest and it kind of fizzled out”, 

she said. Then she elaborated further, 

I started a walking club here… and gave… little plastic feet that they collected on 
bracelets for them to encourage them to exercise... had an old pair of sneakers that 
I painted gold… the classroom with the most miles earned the golden sneaker 
award. 
  

 Concerns shared during parent interviews were quite different. For instance, P1 

described the genuine discomfort she felt following receipt of her child’s BMI 

notification. “Yeah, I’m nervous that he is at risk because I never seen him at being at 

risk at all. Like I said, he’s wearing his clothing for his age. He has a six pack for 

goodness sake”, she said. On the other hand, P3 had an increased level of concern over 

her child’s current diet and the amount of exercise she was receiving. “So, yeah, I guess it 

is like, okay, you see this, and it does make you question how you’re feeding your child, 

making them move around”, she explained. Although nervousness was not the mandate’s 

intent, it, along with the level of parental questioning that transpired among these parents, 

heightened their vigilance over their child’s BMI thus marking the plan a success. 

However, if the notification letter had contained a clearer more thorough explanation 
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about the possibility of a false positive BMI finding, it may have lowered or even 

eliminated their chance of experiencing anxiety, and still maintained their level of 

vigilance. 

Simultaneously, parents not fazed by their child’s BMI results either ignored the 

notification letter altogether due to the school’s findings or downplayed the severity of 

the results shared. As a result of their impassivity with the notification, their level of 

concern also failed to change. For example, P4 stated that she was unconcerned, “I don’t 

have any concerns because I ignored the letter, to be honest with you”.  

P8, on the other hand, explained why he was unfazed,  

No concerns. And I have to be honest, I think we kind of took it with a grain of 
salt, that okay, this is, you know, one of the things we’re looking at, but it can’t be 
a general formula for all children, my daughter included. 
 

Discovering that a parent ignored the letter’s existence is important, because it is a 

response not documented in previous studies. Therefore, it exposes an unexplored 

avenue. In addition, responses like these prove the school’s notification, like those before 

it, fails to elicit priority in the mind of parents. Thus, a model that attracts more 

precedence needs to be developed and implemented.  

At the same time, one participant who noted no increased concern, in actuality, 

had a response that indicated otherwise. P6 admitted, “No, not really like it was 

concerning that my son was overweight, almost obese, and as a parent, that’s hard to hear 

that you’re failing as a parent because your child could potentially be sick”. Again, P6’s 

feeling of failure after receipt of the school’s notification was not the mandate’s mission. 

However, her advanced awareness about her child’s BMI findings was. As a result, the 

level of success acquired in this instance is muddied. 



 97

 Despite the plethora of concerns that were expressed during interviews, one 

parent took action after receiving her child’s school-based BMI notification. During the 

interview, she disclosed her attempts. “We’ve tried to change some eating habits. We’ve 

tried to limit some TV and game time, and we tried to get him moving a little bit more. 

Small steps”, P6 said. Based on her response, P6 was not only made aware of her child’s 

BMI findings, she was disturbed by them and made changes. Thus, in P6’s case, the 

school’s BMI notification was a success. Her reaction is everything Pennsylvania hoped 

for when implementing this mandate.  

Many other parents who did not take additional action after receiving the school-

based BMI notification remarked that they simply continued to ensure that their child 

continued on with healthy eating and adequate exercise. For example, P5 remarked, 

Nothing different. Just continuing healthy eating. He plays sports. He rides his 
bike. He’s active. We try not to have him sit around and watch TV and be just a 
bum or too long. Kids can watch TV, but not all day.  
 

P3’s comment about not making changes mimicked P5’s. “Not any – I don’t do anything 

differently than I would. You know, when it’s nice out, he’s outside. The fresher the 

foods, the better. Like I tell him, everything in moderation”, she said. Even though the 

majority of participants chose not to take action, based on their responses, it was clear 

that these respondents, aside from the notification, were already concerning themselves 

with their child’s weight and overall health. However, the ultimate plan was for parents, 

who received above-normal results in their notification, to make changes, which they did 

not. Thus, awareness was the only goal met with this group of parents. 

Question 10: What suggestions do parents/school personnel have for making 

improvements with communication? 
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Finding 

 Parents were most concerned with improving the notification prior to testing and 

the contents of the letter. They also wanted the school to use the most accurate process to 

measure student BMIs.  

For example, when completing interviews participants noted both strengths and 

weaknesses in the communication. Though despite mentioning both, the magnitude of 

weaknesses voiced far outweighed the strengths. In fact, the principal only identified data 

collection and notification as strengths. The nurse, on the other hand, did not name any 

areas of strength. Additionally, parents only cited three areas of strength. These included: 

the mode of delivery, the baseline awareness it created for those not previously versed 

and the opportunity it presented for those without healthcare. 

 The principal indicated that several of the school’s BMI processes showed 

strength and should remain intact. He believed that the current BMI data collection 

method and the notification procedure used by the school were successful. In fact, when 

asked, he stated, “Nothing for the collection. I think we have to do it the way we do it… 

The way the nurse collects it… is a plus… it’s a private, personal confidential 

observation slash weight, or measurement, observation slash measurement”. He also went 

on to explain, “The fact that it’s mailed… it stresses the confidentiality”. The principal’s 

thoughts were in line with previous findings, as many parents from previous studies have 

also thought mailings would protect privacy and provide them control over whether or 

not to disclose the information with their child (Kubik et al., 2007). 

The principal simultaneously identified weaknesses through the suggestions he 

made. For instance, he wanted to: change wording within the letter, add supplemental 
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information in the mailing, educate parents before sending the notification and educate 

students using the notification. He conveyed, “for the letter… should be a little bit more 

with the proper bedside manner… the mailing… an additional piece… educating them 

about the letter and what they can do with their child or child can do from here”. 

Additionally, he thought the school’s BMI letter should be added to the physical 

education curriculum and that introductory videos explaining the mandate should be 

available for parents beforehand. He elaborated,   

I think that in some way we need to incorporate that into the teachings into phys. 
ed. or health. And I know our phys. ed. teacher does a good job with healthy 
eating habits and stuff. But… I would use it to educate them on the letter, what it 
means, maybe even do something with the parents in advance to make them more 
comfortable… you could do a little video and explain the letter to parents. I don’t 
know if the state does that…That would be a good thing. 
 

Furthermore, he alluded to the accuracy of the tools they use to collect student 

measurements, “this is only one indicator of overweight or underweight. There’s other 

things… that could assist in a more accurate measure being taken”. Although it is 

important to consider all of the principal’s concerns, these can be addressed with findings 

from earlier studies. For instance, BMI does fail to calculate body fat and does not take 

tissue type into consideration; thus, incredibly muscular students can be incorrectly 

labeled overweight considering the density of muscle is greater than fat (Adams & 

Adams, 2009). However, before puberty, children typically have little muscularity 

anyway, creating little opportunity for misdiagnosis (Adams & Adams, 2009). 

Although the nurse failed to specifically name weaknesses, she identified some 

through the improvements she suggested. For instance, she believed the state provided an 

inadequate amount of professional training and support regarding the mandate. She 

further explained,  
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It was a manual and it was here you go… the state should have provided us with 
more places to refer these students and their families…we were responsible to 
notify them, but then they didn’t give us any avenues for referrals…. that was 
kind of a big downfall on their part. 
 

In addition, the nurse wanted to shorten the notification’s delivery timeframe. For this, 

she presented an alternative mode of delivery, in which elementary teachers would hand 

out the individual notifications at each of their parent-teacher conferences. She explained 

her reasoning, “The majority of parents do show up for parent-teacher conferences at 

least at the elementary level” and supported her idea with the fact that attendance at 

conferences was, “anywhere from 70-75 percent”.  

Delivering notification during parent-teacher conferences would not interfere with 

confidentiality, as each letter is concealed in an envelope so that only parents, not 

teachers, have access to the letter’s information. It would, however, eliminate the need to 

withhold findings until all letters were generated for bulk mailing. As a result, parents 

would receive their child’s findings in a timelier fashion and mailing costs would be 

eliminated. It must be acknowledged that the district piloted this new delivery method at 

the elementary level this school year.  

Parents also identified areas of strength during their interviews. They were most 

happy with the delivery process, the awareness it created and the opportunities it 

established, especially for those without healthcare and/or regular visits to the 

pediatrician. For example, parents like P8 said, “I think people will be upset if it was 

anything else other than a confidential letter. In addition, P1 said, “I feel like the strengths 

would be good for children that don’t go to the pediatrician. That do need help with their 

family understanding that they are at risk”. This is an area of strength, because previous 

studies found that student BMI classification would forewarn parents of the reality and 
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enlighten them about the possibility of future consequences of an elevated BMI (Kubik et 

al., 2007) by providing school-based BMI measures to children who visit the doctor 

infrequently due to age, health, lack of health insurance or insufficient family earnings 

(Kubik et al., 2007; Stoddard et al., 2008). 

Despite their satisfaction, parents provided suggestions. After careful analysis, it 

was determined that in reality these suggestions were weaknesses. As a result, 

weaknesses outnumbered strengths. Though despite their importance, no parent gave 

these suggestions to the school. The ideas presented included: the addition of valuable 

BMI information, follow-up contact, kid-friendly suggestions, parental notification prior 

to testing and results disbursement, more accurate testing measures, alternative forms of 

communication, and options at school. However, the majority of this advice criticized the 

notification letter. For instance, seven of the nine parents said the notification letter 

required more information. “There’s some things that could be done better”, P6 shared. 

P3 explained further, “I think just the lack of --like, I’m sure I’m not the only one that has 

a lack of knowledge of it. So, I guess that needs to be explained a little bit more”. Then, 

she suggested that the school also provide parents with supplemental BMI information,  

if your child were to fall in whatever particular range some pros and cons and 
stuff to, you know, either make it better. You know, something that would just 
further educate parents, so they’re not like, okay, well, I see numbers, that’s all 
I’m seeing.  
 

As a result, although the district’s notification letter meets all demands set forth in the 

law, according to recipients the letter is inadequate in its current state. Thus, doing just 

enough to meet the mandate’s requirements is insufficient. In addition, this parental 

request for a basic BMI definition and an uncomplicated depiction of their child’s BMI 
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level was previously identified in the 2007 Kubik et al. study. As a result, the study 

findings reiterate the importance of findings from earlier studies.   

P2 on the other hand expressed the need for follow-up, 

What’s so important about this information, if you’re just going to give it to me 
and then not tell me what to do with it?... there’s no follow-up…when you’re 
handing that letter out, what’s it hurt to like staple one or two resources with it for 
each category, so that the parent has some knowledge or point them in the 
direction of where to go, not just go see your health provider.  
 

“Healthy eating habits or suggestions, maybe that would be valuable”, P8 added. 

Although not addressed within the district’s letter, supplemental implementation was 

suggested by the state, who also provided a sample. This request for inclusion of a 

healthy lifestyle, food consumption transition and exercise guidance that centers on the 

entire family was also identified by the 2007 Kubik et al. study. Although P6 requested 

suggestions to make improvements, she asked that they be kid-friendly so she could share 

it with her children, 

maybe some pamphlets on, you know… In kid language, so you can show them to 
your kids and say here… What do you think of trying this next week? Or how 
about we try doing every day for ten minutes? You know, something that’s more 
on their level… so something to help the parents a little bit how to have this 
conversation with your children.  
 

It should be noted that this specific request for kid friendly family discussion approaches 

was not unveiled in previous studies. Thus, it needs additional exploration. 

In addition, six parent participants were also perturbed over not receiving 

additional notice about the school’s BMI data collection and findings dispersal. For 

instance, P7 answered, “I didn’t even know the BMI was coming in the mail, so, you 

know, that communication could also be a weakness. It’s like, oh, what’s this?”.  She 

then added her suggestion, “I guess, just giving parents more information about how, 
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when, and why that they’re doing it”. P7’s request was unfortunate considering that the 

district does notify parents prior to testing. However, her complaint could result from the 

fact that the notification is delivered amongst a mass of other district forms like the 

student emergency card and student medical form. Regardless, having acquired a large 

number of negative responses proves the current practice is flawed and ascertains the 

significant need to revamp the notice.  

Furthermore, seven parents/guardians expressed concerns over the accuracy of 

their child’s school-based BMI findings. For instance, P6 expressed apprehension with 

the finding’s accuracy, since only the height/weight formula was used to calculate student 

BMI’s. “It’s doesn’t take into account if you have, like, an athletic child who tends to 

have a little bit more muscle than another child”, she commented. Thus, respondents 

suggested implementation of more accurate data collection methods. For example, P4 

suggested, “you do your height and your weight, but then, you do your skin fold test…I 

think they should take that into consideration. Um, because, you know, not all the kids 

have fat on them”. However, the need to conduct this more involved testing would 

require more highly trained staff, which would be costlier considering its time consuming 

nature. Not to mention that P4’s suggestion for skin fold testing is quite invasive; 

especially for students unable to comprehend its purpose, those who have sensory issues 

and/or those who have been abused previously. The 2009 Adams and Adams article 

discussed similar concerns noting that BMI fails to calculate body fat or take tissue type 

into consideration and mislabels incredibly muscular students. Though, as noted 

previously, that same article explained that before puberty, children typically have little 

muscularity anyway, creating little opportunity for misdiagnosis. In addition, this 
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measurement form is used because it is the most cost effective and time efficient option 

considering the mass number of students that require annual measurements.  

At the same time, P4’s other worries lay in the accuracy of the school’s measuring 

tools, “It’s a medical standpoint but, you know, how often is their scale calibrated and 

everything else, so who knows. I don’t know what they use or what their regulations are 

or anything like that”. Unlike other studies, this district had adequate measuring 

equipment and a supportive web-based program to assist with calculation. In addition, the 

nurse keeps the scale calibrated, all helping to ensure the highest level of accuracy. 

Simultaneously, four interviewees wanted home/school communication increased 

and alternative communication modes made available. For example, P9 suggested,  

if they had a way that they would know which kids are not getting regular 
healthcare, if they could follow up a little more personally with those kids, you 
know… Maybe a personal phone call or a visit with those parents might be better.  
 

Annually collecting, examining and housing medical documentation that proves each 

student’s BMI was measured would be time consuming for schools. This process would 

also require additional manpower; additional funding would be needed too. Acquiring 

signed documentation from the doctor may come at a cost to the parent like completion 

of many other forms, like physical forms, do.  

Although P7 also discussed communication, what she conveyed was different,  

And if they would send that in an e-mail, that opens it up easier for 
communication back and forth, and for parents to ask if you’re getting an email 
and you read it, it’s easy to hit reply. Whereas if you’re getting a letter, it’s a little 
bit more effort to sit down and find the nurse’s email and do all of that. So doing 
an email, might open it more to communication. 
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Again, as previously mentioned, in spite of the cost savings and the speed of email 

delivery, its distribution is not ensured and if notifications are not received, the plan’s 

main goal to create awareness would be nonexistent.    

Referring to the school’s drive and determination to calculate student BMI’s and 

notify parents, P4 discussed the fact that it does nothing further with the findings at 

school. For instance, she stated, “I just think the schools contradict themselves”. P5 

added to this thought, “To just give the parents information is fine, but the parent can 

only do so much when the kid is at school the majority for the day. So maybe if they 

could implement some sort of program to assist”. Then she said, “like, if they could have 

extra time, like, recess time or gym class time”. Although these are great suggestions, 

both require staffing and funding. In a time when many districts are struggling to fund 

academic necessities, it would be difficult to convince them to allot funding to implement 

additional programs that go above and beyond the mandate’s requirements. 

P1 also thought the school should do more, though her suggestion was quite 

different, “If they are really concerned with weight of children, I mean, they don’t really 

regulate what the kids are eating during the meals… there’s just a lot of bad options”. 

Once again, although the district is meeting the requirements the state set forth regarding 

school lunch menus, responses show that parents/guardians remain unsatisfied.      

Summary 

Overall, the study proved a positive perception of the school-based BMI 

notification practice. This was established from the majority of parents expressing 

acceptance of the school-based BMI measure, their general satisfaction with the 

notification and their conceding to receiving the notification via standard mail.  
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Based on interview findings, the school’s BMI notification process adhered to 

most research findings. As noted in previous research, the current notification practice 

successfully created awareness. Parents who were previously unaware of their child’s 

BMI findings were informed by the school’s notification. Like prior research, parents 

were also accepting of school-based BMI measurement. The school’s notification also 

maintained accurate findings and utilized basic clear wording and graphics throughout, as 

past findings have suggested. The simplistic coherent presentation was obvious through 

parents’ acknowledgement of the letter’s receipt and reiterated by parents who 

successfully identified their child’s BMI category. It was demonstrated further through 

parental recollection of information disclosed within the letter and their recognition of the 

absence of supplemental materials. This research found that confidentiality was also 

maintained with mailings, which was noted as a strength.  

Study findings also supported preceding research, which identified parental 

failure to accurately identify their child’s BMI score and their disagreement with the 

school’s categorization of their child’s weight. Forgoing research also showed that 

participants blamed their child’s BMI findings on other factors. In turn, like earlier 

studies, participants continued thinking all was well, even following receipt of the school-

based BMI notification. Thus, like those before them, these interviewees failed to see the 

severity of their child’s school-based BMI results. Consequently, many of these parents 

failed to formulate additional concerns following finding dissemination; thus, the 

majority also neglected to take action after being advised. 

Despite abiding by countless past research conclusions, the school failed to apply 

numerous others. For example, the notification lacked information and did not include 
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supplemental materials. Notifications were not timely, despite this identification in earlier 

research. Many, not realizing they had received prior notice, felt it was necessary. The 

majority of participants named these and BMI measurement accuracy as weaknesses too, 

along with the lack of follow-up after notifications are received. 

As a result, school personnel and parent participants made suggestions to improve 

the school’s BMI notification process. These included timely BMI notification letter 

delivery and additional support at the state level with the mandate. In addition, the 

principal wanted the notification letter reworded so it would be less direct and more 

inviting. Parents also suggested notification letter revamping, so it would include more 

BMI information. They also requested supplemental information be included in the 

envelope with the notification letter. Parental notification prior to the testing and the 

notification was desired too, along with options for alternative forms of BMI 

communication. Furthermore, parents wanted the school to use more accurate forms of 

BMI testing. 
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CHAPTER 5 

CONCLUSIONS & RECOMMENDATIONS 

Introduction 

 Although it is just one of many issues that plague our population, as the obesity 

rate continues to skyrocket, it has become a priority for many. Attempts to greatly reduce 

and/or eradicate the issue have been futile. The issue is complex in nature, rather than 

singular, requiring a multifaceted approach (Adams & Adams, 2009). You cannot “attack 

problems as they appear on the surface – the symptoms – without demanding attention to 

the underlying ills that continue to erode communities and the quality of the lives therein” 

(Kumanyika, 2005, p. 4). So, although great effort has been put forth to combat this issue, 

it continues to wreak havoc on the health and wellness of many. Thus, to support the 

cause, response plans have been instituted in many public schools, either directly through 

state laws and/or mandates or from school district officials.  

Despite prior research, these school-based obesity plans are often designed by 

those with little or no direct contact with students, rather than by the schools that are 

tasked with their implementation. With little regard for the ideas and experiences shared 

by school personnel, parents and students, who are directly involved in the matter, 

complying with the requirements set forth, which are intended to drastically lower 

student BMIs, has not resulted in great success. In fact, “Against the backdrop of schools’ 

myriad academic responsibilities, including addressing requirements of the No Child Left 

Behind Act of 2001, notifying parents of BMI screening results gets lost in the shuffle” 

(Madsen & Linchey, 2012). 
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Thus, in an attempt at greater impact, previous findings were revisited and more 

in-depth answers were sought. As a result, parents and school personnel directly involved 

in the matter were asked to share their experiences by responding to the following 

questions and sub questions: 

Knowledge Prior to BMI Notification 

� What did parents know about BMI and their child's BMI prior to the notification? 

� What do parents/school personnel perceive as most valuable in establishing a 

healthy BMI? 

BMI Notification Impact 

� Do parents/school personnel like school-based BMI notification? 

� What is the perception of this mode of communication? 

� What is the parental/school personnel perception of the information 

received/given? 

� How did parents/school personnel feel when they received/gave the information 

contained within the notification letter? 

Follow-Up Impact After BMI Notification 

� What is the perception of the school's follow-up/lack thereof? 

� What do parents, especially those who react favorably want to know more about? 

� What actions, if any, did parents/school personnel take after receiving/giving the 

information? 

� What suggestions do parents/school personnel have for making improvements 

with communication? 
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Review of the Literature 

 Addressing childhood obesity within schools was found by earlier studies to have 

an impact. Previous findings also showed that parents were supportive of school-based 

BMI measurements and notifications. Like before, many participants from this study 

regarded it as a benefit to have school-based BMI measures provided for children whose 

visits to the doctor are infrequent (Kubik et al., 2007). However, like preceding data, the 

level of support depended on whether or not the voices of those involved were heard and 

acknowledged.  

 Earlier studies found that parents felt student BMI classification would forewarn 

parents of the reality and enlighten them about the possibility of future consequences of 

elevated BMI’s (Kubik et al., 2007); however, that was not the case. In this study, only 

one parent agreed with the school’s findings and that same parent was the only parent 

who made changes. As a result, this study’s findings coincide more with the 2007 Muphy 

and Polivka study, which found that parents with an obese child two to five years old 

failed to recognize the severity of their child’s weight…. believed everything was normal 

or that worrying was unwarranted. Nurses in previous studies also thought school-based 

BMI announcements would establish insight about obesity and establish the proof of 

urgency to address obesity (Hendershot et al., 2008), though again, it did not. 

Review of the Methodology 

 This exploratory, single-case, qualitative study sought out the best school-based 

BMI notification practice, by interviewing a total of eleven interviewees (nine 

parents/guardians, one school administrator and one health administrator) about their 

perceptions. The Southeastern School District used for this study educates over four 
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thousand students annually with a 99 percent highly qualified teaching staff. The district 

has one senior high school, one middle school, one intermediate school and three 

elementary schools. Interviews were conducted in July and August of 2016 and recorded 

with an iPhone 6. After the interviews were completed, recordings were sent out for 

transcription. Upon their return to the researcher, each was coded, sorted and filed 

categorically based on the patterns and themes that emerged (Maxwell, 2013). 

 Despite the number of school buildings within the district, parents/guardians and 

school personnel from only one elementary school were interviewed. Doing so helped 

avoid the misclassifications that occurred in previous studies when multiple school years, 

multiple districts and/or multiple school buildings were used (Madsen & Linchey, 2012). 

These interviews took place in person to ensure a greater level of accuracy than earlier 

studies (Madsen & Linchey, 2012). Additionally, this school’s BMI notification process 

was the sole focus of the study, rather than “evaluate many aspects of a broad initiative” 

(Krukowski, 2008, p. 941), like previous studies did. Sample notification letters were 

collected from parent interviewees to further aid in the study’s accuracy (Madsen & 

Linchey, 2012), rather than reported verbally from the interviewee.  

Implications for Practice 

 Today’s school climate differs from that of the past. Not only are today’s districts 

tasked with providing students a great education that prepares them to be productive adult 

citizens, schools must also ensure that students pass standardized tests that were created 

and implemented by outside agencies, so that their students can graduate and their 

schools can make AYP. If not, students along with their teachers and their school are 

deemed failing.  
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This race has also “led to district-level increase in school spending of nearly $600 

per pupil” (Dee, Jacob, & Schwartz, 2013, p. 253) and forced many teachers to reallocate 

their teaching time and caused districts to restructure their spending away from what is 

often best for students. All this, while federal, state and local school funding is drastically 

being cut, makes it difficult for schools to meet student needs beyond the tests, let alone 

designate funding for anything besides what is mandated by the various levels of 

government. Thus, many school districts are “reducing or eliminating recess to devote 

more time to teaching and learning” (Dills, Morgan & Rotthoff, 2011, p. 889). As a 

result, principals now only have enough time and funding to meet requirements: manage 

staff and students, ensure curriculum standards are being met, and complete paperwork. 

The position of the school health professional is just as limited. They, too, only have 

enough time and funding to meet requirements: treat students who visit their office, 

complete annual student exams, fill out paperwork and contact parents/guardians 

regarding their ill or injured child. Essentially both spend their time completing 

managerial tasks and have no time or funding left for anything additional, even if those 

extras are in the best interest of the students.   

 Despite the present educational circumstances, since “for many people, 

overweight begins in childhood and tracks into adulthood” (Pennsylvania Department of 

Health, 2004, p. 6) and causes health hazards that include: “type 2 diabetes mellitus, 

hypertension, high cholesterol levels, obstructive sleep apnea, and metabolic syndrome” 

(Stoddard, Kubik & Skay, 2008, p. 43); it is still critical that schools recognize their 

ethical responsibility to help combat childhood obesity and the importance of creating an 

educational environment in which positive change can occur. Especially since ninety-five 
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percent of America’s children attend our schools, it would be an optimal environment for 

school-based BMI calculations and notification (Kubik et al., 2006; Nihiser & Sonneville, 

2009). Thus, schools must do more than what is required by the government to be the 

most effective and create the greatest chance for success. As a result, individual districts 

need to allot time to collaborate with stakeholders like: school personnel, parents, and the 

community, to informally collect data on their thoughts, needs and experiences with the 

school-based BMI notification process. Collaboration will show that each group values 

the opinions of the others and builds trust within and among groups. It will also support 

and elicit the best use of the state’s mandate in order to make the most difference. 

However, the environment created for collaborating should not only be inviting, everyone 

should feel completely comfortable sharing their thoughts and satisfyingly confident that 

their voices are being heard. Participating should be easy for stakeholders and require 

little effort on their part. This will ensure that schools are aware of the specific needs, 

wants and goals of each group, while simultaneously informing them about the needs, 

wants and goals of the school.  

To ascertain the highest value and support for school-based BMI notifications 

from these groups, and develop the most efficient and effective notification methods that 

will have the greatest impact, this communication must keep students at the heart of the 

focus and efforts. Additionally, it needs to be transparent and occur often. More 

importantly, schools cannot collect this information, then let it fall on deaf ears. Instead, 

they must address these findings and adhere to those acquired in previous studies by 

implementing changes. Having each stakeholder group form a committee with an 

assigned spokesperson will help ensure this happens. Maintaining effective 
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communication and implementing requests will also help improve the perception 

stakeholders have regarding school-based BMI notification and increase their level of 

acceptance for this practice. With participation, parents are more likely to take the 

process and findings more seriously and respond with a higher level of concern and 

action.  

 Despite that this study is limited in its number of parent participants and lacks 

racial, socioeconomic and marital status diversity among its participants, important 

experiences and suggestions were gathered. In addition, although not intentional, based 

on the demographic background of the parent participants, the study controlled for: 

gender, race, ethnicity, and SES. Furthermore, based on the findings of this study and 

prior studies, parents support school-based BMIs, if their voices are heard and 

acknowledged. Thus, policymakers and school officials need to make changes 

accordingly in order to implement the best practice. 

Implications from the Researcher 

With “nearly one in three children in America overweight or obese” (Let’s Move, 

n.d.) schools need to get involved with the fight against juvenile obesity and the matter 

needs to take time and funding precedence within the school. Thus, schools must find a 

way to simultaneously meet students’ health needs and the requirements of NCLB. Since 

“there’s no one-size-fits all solution here” (The White House, n.d.), parents need the 

school’s help to navigate through this physical, emotional, social and academic hardship 

with their children. 

Viewing the study findings, I too support school-based BMI notification for all 

students, even if their weight is monitored by their pediatrician and even if their weight 
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resides in the normal range. Doing so will create an opportunity for aware parents to take 

a second look at their child. Fully aware of the inaccuracies this form of BMI 

measurement can create, coupled with the fact the NCHS has not revised the child and 

adolescent BMI-for-age charts since June of 2000 (Pennsylvania Department of Health, 

2004, p. 5), I too lean toward using other methods. However, as an educator, I understand 

that using other methods would be costlier, and more difficult and time consuming to 

administer (Adams & Adams, 2009; Nihiser et al., 2007), which schools have little of 

either to spare. As a result, an explanation of these circumstances in the letter would 

suffice.  

As previous studies have shown, finding the best mode of communicating data 

with parents is critical (Grimmet et al., 2008). According to the results of this 

dissertation, the school district has accomplished that. However, like parents, I too am 

dissatisfied with the current BMI notification letter and believe it needs to be rewritten 

with a more inviting tone, yet be more informative in nature. Therefore, it should include 

more information about: BMI, determining the accuracy of school-based BMI 

measurement; the reason for using this measurement method; and, the severity of above 

normal BMI classification. In addition, to gain the most interest and concern for school-

based BMI findings, the notification letter must be comprehendible by all parents. To be 

most effective, it must be translated and presented to parents in their language. However, 

like the State of Alaska Measuring Height/Weight and Calculating BMI Guidelines for 

Schools and like reiterated by the nurse, school-based BMI screens should not be the lone 

approach. Instead, they are to be used to "enable school health professionals to: identify 

students who may be at nutritional risk... at risk for eating disorders.... are underweight, 
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overweight, obese" (Bell et al., 2011, p. 2). They are also used to "identify children and 

adolescents who need to be examined further by a health care provider... encourage 

discussions between families and health care providers about their child's growth and 

development" (Bell et al., 2011, p. 1-2). 

During my teaching career, I experienced firsthand the effects of sending the 

notification letter home with students as is, without the security of a parent addressed 

envelope and the district’s return address label. My district simply has teachers send the 

completed BMI notification letters home with their students: that is it, no further 

guidance is given. Despite the absence of guidelines, I recognize the value of the 

notification letter and physically place the letter in each student’s homework folder and 

ensure that folders are placed directly into book bags at the end of that school day on the 

day that I receive them. I do this hoping to increase the likelihood of parental receipt. 

However, without my knowledge, students can throw the notification letter away, bury it 

inside their desk, share the results with others and/or lose it amongst other papers in their 

homework folders. As a result, my attempts are most likely as futile as the study that 

found parents who felt student BMI calculation and categorization was pointless if 

parents were not informed (Kubik et al., 2007). Due to my experiences, like P9, a parent 

interviewed who stated, “I guess the fact that it’s mailed is better than handing it to the 

kid in school to bring home”, I too support standard mail delivery. I also agree that the 

mailing needs to include supplemental materials that have additional links and 

suggestions.  

Though, like participant P9, who as a middle school teacher shared, “I personally, 

with some of my kids send things home in plain envelopes with no return address on the 
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top”, I am concerned about sending the notification letter in an envelope that is addressed 

to the parents of the student and has the district’s return address on it. I, too, feel that 

middle school and high school notification letters should be addressed directly to parents, 

disguising them from students who may open and/or discard them without parental 

awareness. However, unlike P9 I am concerned that unmarked envelopes may be 

regarded as unimportant and discarded by parents, rather than opened.  

In addition, the school needs to improve its communication with parents prior to 

BMI testing, as many interviewees could not recall the prior notification they received. 

Furthermore, it must be made easier and require little effort from the parents to 

communicate with the school following receipt of the notification. Additionally, school 

personnel should contact parents of children who have an above normal BMI a second 

time through a more direct means, after the school notification is mailed, because as P1 

stated, “if my child is considered at risk and obese…. that sounds scary in a letter… If 

your child is under and considered at risk or over, there should be a call and a little 

explanation”. Again, as a teacher, I understand that more communication would require 

more time from current school personnel or require additional staffing and either would 

require additional funding; thus neither is likely nor feasible.  

Although studies show that historically childhood weight issues were generally 

regarded as superficial dilemmas (Adams & Adams, 2009) and although what one now 

perceives as overweight differs greatly from what was recognized as an overweight child 

in the past (Pietras, Rhoes, Meyers & Goodman), all parents should take the school-based 

BMI findings more seriously too and consult their child’s pediatrician. Parents should 
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also reflect on their child’s eating and exercise habits to ensure their child is of optimal 

health or determine if improvements should be made.  

Overall, districts need to do more than what the mandate requires and more than 

what they are currently doing. Honestly, I would like to see a nationwide school-based 

BMI mandate, like that of the United Kingdom, which is the sole country with nationally 

established protocols for school-based height and weight measurements (Ikeda, 

Crawford, & Woodward-Lopez, 2006). And even though data were only collected from 

one school building in one school district, study findings can be implemented in other 

school districts. 

Implications for Future Research 

 This study was limited by its participant sample, which was small in size and 

lacked diversity. It included nine parent participants, eight of which were white, married, 

women. The ninth was a white married male, who was the husband of one of the female 

participants. Thus, a larger participant group, one that is more diverse in gender, race, and 

socioeconomic status, would further uncover any differences that exist among these 

populations regarding school-based BMI notification and build upon already existing 

themes. In addition, being restricted to work with just one elementary building within the 

school district, did not allow for a comparative analysis. 

Findings were also limited to perceptions from parents of overweight students and 

failed to include responses from parents of underweight students, another at-risk group. 

This population, which includes children with a BMI under the fifth percentile (Nihiser et 

al., 2007), is extremely understudied. Much of the BMI research refers to the overweight 

population as the at-risk group. As a result, it would be intriguing to learn the perception 
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these parents have about the notification letter, uncover the value they place on their 

child’s school-based BMI findings, and identify the level of concern they have, and/or 

action they take after receiving the information.  

It would be interesting to look at school districts who have better communication 

with parents regarding the school-based BMI notifications to see if the amount of 

students with above normal BMIs decreased. The atmosphere in which students eat their 

lunches at school and the amount of time they are given to eat and its effects could also 

be examined. Little research has been done in either of these areas.    
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APPENDICES 

APPENDIX A 

 
Parent/Guardian Interview Questions 

 

Investigator’s Name: Kate Alba 

Study Title: Parent and School Personnel Perception of the Practice of School-Based 

Body Mass Index Notification 

Interview Protocol: Parent/Guardian Questions 

 
1.  Introduction 

� Researcher Name & Interview Date 
� Interviewee Name 
� Introduce Study’s Purpose 
� Identify Data Collection Methods 
� Clarify Data Usage 
� Review Confidentiality Procedures 

 
2.  Define 

� Can you define BMI in your own words? 
� Where and when did you learn about BMI? 
� What do you perceive as most valuable in establishing a healthy BMI? 

Why? 

3. Notification 

� Do you recall receiving the BMI notification? If so, when and how did you 
receive the notification?  

� Do you recall your child’s BMI status from the BMI notification letter? If 
so, what was it? 

� Were you aware of your child’s BMI prior to receiving the BMI 
notification letter? 

� Did the BMI notification letter include any information other than your 
child’s BMI status? If so, what information was included? 

� Did you receive any supplemental materials with the BMI notification 
letter? If so what were the materials? 

4. Perception 

� How do you feel about school-based BMI calculation? Why? 
� How do you feel about the BMI notification letter delivery process? Why? 
� How do you feel about the BMI notification letter? Why? 
� How do you feel about your child's BMI findings? 
� What are the strengths and/or weaknesses of the BMI data collection, 

BMI, notification letter and/or letter delivery?  
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� Do you have any suggestions for improving BMI data collection, 
notification letter and/or letter delivery?  If so, can you identify those 
ideas? 

5. Response After Notification 

� Have you formulated any concerns since you received your child’s BMI 
notification letter? If so, what are those concerns? 

� Did the school reach out to you after you received the BMI notification 
letter? If so, how? Why? 

� Have you taken any actions since you received your child’s BMI 
notification letter? If so, what actions? 

6. Conclusion 

� Is there anything additional that you would like to share that I haven’t 
asked you?  
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APPENDIX B 
 

School Personnel Interview Questions 

 

Investigator’s Name: Kate Alba 

Study Title: Parent and School Personnel Perception of the Practice of School-Based 

Body Mass Index Notification 

Interview Protocol: School Health Professional and Building Administrator 

Questions 

 

1. Introduction 
� Researcher Name & Interview Date 
� Interviewee Name 
� Introduce Study’s Purpose 
� Identify Data Collection Methods 
� Clarify Data Usage 
� Review Confidentiality Procedures 

 
2. Define 

� Can you define BMI in your own words? 
� Where and when did you learn about BMI? 
� What do you perceive as most valuable in establishing a healthy BMI?  

Why? 
 

3. Data Collection 
� Who collects student BMI’s? Why? 
� How and where are student BMI’s collected? Why? 
� What method/system is used to calculate student BMI’s? Why? 
� How and where is student BMI data stored? Why? 
� What is your role in data collection, calculation and storage process? 

Why? 
 

4. Notification  
� Who designed the BMI notification letter? Why? 
� How and when are BMI notification letters distributed? Why? 
� Do the BMI notification letters include any information other than the 

child’s weight status? If so, what information? Why? 
� Are any supplemental materials sent with the BMI notification letters? If 

so, what materials? Why? 
� Are parents notified of their child’s BMI in any way other than the 

notification letter? If so, how? Why? 
� What was your role in parent notification? Why? 
� How many parents received notification that their child’s BMI was above 

the CDC’s classification of normal body weight? 
 

5. Parent/Guardian Response After Notification 
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� Do parents/guardians have to confirm receipt of their BMI notification 
letter? Why? 

� Do parents/guardians contact school personnel after receiving their BMI 
notification letter? If so, why? 

� Do healthcare professionals or school personnel follow up with a parent 
whose child’s school-based BMI screen is above the CDC’s classification 
of normal body weight? Why? 

� What was your role following parent/guardian notification? Why? 
 

6. Parent/Guardian Perception 
� How do parents/guardians feel about school-based BMI calculation? 

Why? 
� How do parents/guardians feel about the BMI notification letter delivery 

process? Why? 
� How do parents/guardians feel about the BMI notification letter? Why? 
� How do parents/guardians respond to their child's BMI findings? Why? 

Are those responses different among the BMI categories? 
� Do parents/guardians request further information or help? Why?  
� Do parents/guardians note any strengths and/or weaknesses of the BMI 

data collection, notification letter and/or letter delivery? If so, What? 
� Do parents/guardians make any suggestions for improving BMI data 

collection, notification letter and/or letter delivery? If so, what are the 
suggestions? 
 

7. School Personnel Perception 
� How do you feel about school-based BMI calculation? Why? 
� How do you feel about the BMI notification letter delivery process? Why? 
� How do you feel about the BMI notification letter? Why? 
� How do you feel about your students' BMI findings? Why?  
� What are the strengths and/or weaknesses of the BMI data collection, 

BMI, notification letter and/or letter delivery?  
� Do you have any suggestions for improving BMI data collection, 

notification letter and/or letter delivery?  If so, can you identify those 
ideas? 
 

8. School Personnel Response After Notification 
� Have you formulated any concerns since your students' BMI data was 

collection? If so, what are those concerns?  
� How you formulated any concerns since your students' BMI notification 

letters were delivered? If so, what are those concerns? 
� Have you taken any actions since your students' BMI data was collected 

and BMI notification letters delivered? If so, what actions? 
 

9. Conclusion 
� Is there anything additional that you would like to share that I haven’t 

asked you? 
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APPENDIX C 
 

Superintendent Letter 
 
116 Marquis Drive 
Coatesville, PA 19320 
 
(Date) 
 
3030 Zinn Road 
Coatesville, PA 19372 
 
Dr. Smith: 
 
Hello, my name is Kate Alba. I am a fifth grade teacher at Washington Elementary, 
where I have been employed six years. However, I am in my ninth year of teaching after 
working prior for three years in the Middleton School District. Throughout my career I 
have taught first and fifth grade and I was an elementary reading specialist.  
 
While teaching I acquired a Master’s degree in Education with a reading specialist 
certification and I am currently pursuing my doctorate in Policy, Organizational and 
Leadership Studies at Temple University. I completed my coursework, so I am in the 
midst of my dissertation, entitled “Parent and School Personnel Perception of the Practice 
of School-Based Body Mass Index Notification”. The purpose of my study is to examine 
impressions and understanding of school-based BMI collection and notification. 
 
Thus, I am seeking approval to conduct an exploratory qualitative case study within the 
district. The study will require access to the students’ permanent records as well as access 
to the school health professional's database to identify students whose weight is above the 
CDC’s classification of normal weight. Audiotaped interviews of parents/guardians, as 
well as school health professionals and building administrators from two of the district’s 
elementary school buildings is also required. However, student interaction and data 
collection during school hours is not necessary.  
 
Please contact me by phone at 610-334-2135 or via email at kategassert26@yahoo.com 
to discuss this. Thank you in advance for you time and consideration of my request. 

 
Sincerely, 
 
 
Kate Alba 
Temple University Doctoral Candidate 



 135

APPENDIX D 
 

School Personnel Letter 

 

116 Marquis Drive 
Coatesville, PA 19320 
 
(Date) 
 
(School Building Address) 
 
(Principal’s Name): 
 
Hello, my name is Kate Alba. I am a fifth grade teacher at Washington Elementary, 
where I have been employed here for six years. However, I am in my ninth year of 
teaching after working prior for three years in the Middleton School District. Throughout 
my career I have taught first and fifth grade and I was an elementary reading specialist.  
  
While teaching, I acquired a Master’s degree in Education with a reading specialist 
certification and I am currently pursuing my doctorate in Policy, Organizational and 
Leadership Studies at Temple University. My coursework is complete, so I am in the 
midst of my dissertation entitled, “Parent and School Personnel Perception of the Practice 
of School-Based Body Mass Index Notification”. The purpose of my study is to examine 
impressions and understanding of school-based BMI collection and notification. 

 
Thus, I am seeking approval to conduct an exploratory qualitative case study in your 
building. The study will require access to the students’ permanent records as well as 
access to the school health professional's database to identify students whose weight is 
above the CDC’s classification of normal weight. Audiotaped interviews of you and 
qualifying parents/guardians from your building, as well as parents/guardians and school 
personnel from one of the district’s other elementary school buildings is also required. 
However, student interaction and data collection during school hours is necessary.  
 
Please contact me by phone at 610-334-2135 or via email at kategassert26@yahoo.com 
to discuss this. Thank you in advance for you time and consideration of my request.  
  
Sincerely, 
 
 
Kate Alba 
Temple University Doctoral Candidate 
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APPENDIX E 
 

Parent/Guardian Letter 

 

116 Marquis Drive 
Coatesville, PA 19320 

 

(Date) 
 
(Parent Address) 
 
(Parent’s Name): 
 
Hello, my name is Kate (Gassert) Alba. I was a 2000 Governor Mifflin Graduate. 
Currently, I am a fifth grade teacher in the Coatesville Area School District, where I have 
been employed for six years. However, I am in my ninth year of teaching after working 
prior for three years in the Muhlenberg School District. Throughout my career I have 
taught first and fifth grade and I was an elementary reading specialist.  
  
While teaching I acquired a Master’s degree in Education with a reading specialist 
certification and I am currently pursuing my doctorate in Policy, Organizational and 
Leadership Studies at Temple University. My coursework is complete, so I am in the 
midst of my dissertation entitled, “Parent and School Personnel Perception of the Practice 
of School-Based Body Mass Index Notification”. The purpose of my study is to find out 
what your impressions and understanding is for school-based Body Mass Index (BMI) 
collection and notification. 
 
Thus, I am seeking the opportunity to interview you for my study. Your child's school-
based BMI measurement qualified you for the study. Even though your child’s BMI 
qualified you to participate, interaction with your child is not necessary.  
 
Please contact me by phone at 610-334-2135 or via email at kategassert26@yahoo.com 
to discuss this. Thank you in advance for you time and consideration of my request.  

 
Sincerely, 
 
 
Kate Alba 
Temple University Doctoral Candidate 
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APPENDIX F 
 

Research Consent Form - Parent/Guardian 

 

Study Title: Parent and School Personnel Perception of the Practice of School-Based 

Body Mass Index Notification 
 

Investigators:  

Principal Investigator: Steven Jay Gross, Ed.D, Department of Policy, Organizational and 
Leadership Studies Professor, Temple University, 215-204-8064 

 
Student Investigator:  Kate Alba, Department of Policy, Organizational and Leadership 

Studies Doctoral Student, Temple University, 610-334-2135 
 

Research Purpose 

You are being invited to take part in a research study because your child was identified 
by his/her school to have a Body Mass Index (BMI) above normal. Pennsylvania 
currently requires its schools to notify parents what their child's BMI is. The purpose of 
the research study is to find out what your impressions and understanding is for BMI and 
this notification. 

 

What You Should Know About This Research Study 

• Someone will explain this research to you. 

• Whether or not you take part is up to you.  

• You can choose not to take part. 

• You can agree to take part and later change your mind.  

• Your decision will not be held against you. 

• You can ask all the questions you want before you decide. 
 

Who You Can Talk To About This Research Study 
If you have questions, concerns, or complaints, or think the research has hurt you, contact 
the research team via the principal investigator: Dr. Steven Jay Gross, Department of 
Policy, Organizational, and Leadership Studies, at Temple University’s College of 
Education, located at: 246 Ritter Hall, 1301 Cecil B. Moore Avenue, Philadelphia, PA 
19122, by phone at: 215-204-8064, or via e-mail at: sgross02@temple.edu. 
 
This research has been reviewed and approved by an Institutional Review Board. You 
may talk to them at: 215-707-3390 or e-mail them at: irb@temple.edu for any of the 
following:  

• Your questions, concerns, or complaints are not being answered by the research 
team. 

• You cannot reach the research team. 

• You want to talk to someone besides the research team. 

• You have questions about your rights as a research subject. 
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• You want to get information or provide input about this research. 

 
Why This Research Being Done 

This study was developed to find out the impressions and understanding of BMI and the 
notification, which is required by the Procedures for the Growth Screening Program for 
Pennsylvania's School-Age Population. Despite the current research of childhood obesity 
and school-based BMI screenings, there is an absence of research. As a result, this study 
will use interviews to fill in that missing research.   
 

How Long I Will Be In This Research 

It is expected that the research study will last for the next several months until 
approximately November 2016. You will be asked to complete a maximum of two 
interview sessions, held on two separate days.  

 

What Happens If I Agree To Be In The Research 
You will be interviewed twice by the student investigator, Kate Alba. Each interview will 
take 45-60 minutes. The first will ask you questions about the notifications you have 
received concerning your child’s BMI and what you understand BMI to be. The second 
interview will be a follow-up interview used for clarification. These interviews will be 
audio recorded to help with analyzing your responses to the questions. The recordings 
will only be used for this research study.  
 

Is There Any Way Being In This Research Could Be Bad For Me 

There are no foreseeable physical, psychological, social, legal or economic risks, 
discomforts, hazards or inconveniences you will face from their participation in the study. 
 

Will Being In This Research Help Me In Any Way 

Benefits from taking part in this research cannot be promised to you or your child. 
However, the possible benefit will be from the collection of information, which will 
inform: you, the student investigator, the school district, the community, and 
policymakers, whose common goal is to provide students with the greatest opportunity 
for success in school.     

 

What Happens To The Information Collected For This Research 

To the extent allowed by law, your and your child’s personal information will be limited 
to people who have to review it. Though complete secrecy cannot be promised. The IRB, 
Temple University and its affiliates, and other representatives of these organizations may 
inspect and copy you and your child’s information. In addition, results from the research 
study may be presented or published, but neither you nor your child will not be 
mentioned by name. However, there is always a risk of a breach of confidentiality, but 
steps will be taken to ensure the information collected is kept secure. This information 
includes: your child’s BMI, your interview transcripts, your audio recordings, and BMI 
materials you present to the student investigator. 
 

Your signature documents your permission to take part in this research, to be audio 
recorded and to access the above information in your child's education record. 
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____________________________________________________  __________________ 

Signature of Subject      Date 
 
____________________________________________________   __________________ 

Printed Name of Subject     Date 
 

____________________________________________________    _________________ 
Signature of Person Obtaining Consent    Date 
 

____________________________________________________    _________________ 
Printed Name of Person Obtaining Consent    Date 
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APPENDIX G 
 

Research Consent Form – School Personnel 

 

Study Title: Parent and School Personnel Perception of the Practice of School-Based 

Body Mass Index Notification 

 

Investigators:  

Principal Investigator: Steven Jay Gross, Ed.D, Department of Policy, Organizational and 
Leadership Studies Professor, Temple University, 215-204-8064 

 
Student Investigator:  Kate Alba, Department of Policy, Organizational and Leadership 

Studies Doctoral Student, Temple University, 610-334-2135 
 

Research Purpose 

You are being invited to take part in a research study because you are a school personnel 
member in a Pennsylvania elementary school, which is required to notify parents what 
their child's BMI is, based on the current Procedures for the Growth Screening Program 
for Pennsylvania's School-Age Population mandate. The purpose of the research study is 
to find out what your impressions and understanding is for BMI and this notification. 
 

What You Should Know About This Research Study 

• Someone will explain this research to you. 

• Whether or not you take part is up to you.  

• You can choose not to take part. 

• You can agree to take part and later change your mind.  

• Your decision will not be held against you. 

• You can ask all the questions you want before you decide. 
 

Who I Can Talk To About This Research Study 
If you have questions, concerns, or complaints, or think the research has hurt you, contact 
the research team via the principal investigator: Dr. Steven Jay Gross, Department of 
Policy, Organizational and Leadership Studies, at Temple University’s College of 
Education, located at: 246 Ritter Hall, 1301 Cecil B. Moore Avenue, Philadelphia, PA 
19122, or by phone at: 215-204-8064, or via e-mail at: sgross02@temple.edu. 
 
This research has been reviewed and approved by an Institutional Review Board. You 
may talk to them at: 215-707-3390 or e-mail them at: irb@temple.edu for any of the 
following:  

• Your questions, concerns, or complaints are not being answered by the research 
team. 

• You cannot reach the research team. 

• You want to talk to someone besides the research team. 

• You have questions about your rights as a research subject. 
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• You want to get information or provide input about this research. 
 

Why This Research Being Done 

This study was established to examine the annual student BMI calculation results 
notification process provided by the school district based on the current Procedures for 
the Growth Screening Program for Pennsylvania's School-Age Population, which 
mandates this process. Despite the plethora of already existent research of juvenile 
obesity and school-based BMI screenings, there is an absence of research on recipient 
and messenger impressions. As a result, this study will use interviews to explore the 
knowledge of and perceptions of parents/guardians, school health professionals and 
building level school administrators. Suggestions for improving communication will also 
be collected.   
 

How Long I Will Be In This Research 

It is expected that the research study will last for the next several months until 
approximately November 2016. You will be asked to complete a maximum of two 
interview sessions, held on two separate days.  

 

What Happens If I Agree To Be In The Research 
You will be interviewed twice by the student investigator, Kate Alba. Each interview will 
take 45-60 minutes. The first will ask you questions about the notifications your school 
disperses concerning each student's BMI and what you understand BMI to be. The 
second interview will be a follow-up interview used for clarification. These interviews 
will be audio recorded to help with analyzing your responses to the questions. The 
recordings will only be used for this research study. The student investigator will also 
need to get your students' BMI information from you. This information will only be 
provided for this research.  
 

Is There Any Way Being In This Research Could Be Bad For Me 

There are no foreseeable physical, psychological, social, legal or economic risks, 
discomforts, hazards or inconveniences you or your students will face from participation 
in this study. 
 

Will Being In This Research Help Me In Any Way 

Benefits from taking part in this research cannot be promised to you or your students. 
However, possible benefits includes collecting information for the student investigator, 
the school district, the community, policymakers and interviewees, whose common goal 
is to provide students with the greatest opportunity for educational success.     

 

What Happens To The Information Collected For This Research 

To the extent allowed by law, viewing of any interviewee information will be limited to 
people who have to review it. Though complete secrecy cannot be promised. The IRB, 
Temple University and its affiliates, and other representatives of these organizations may 
inspect and copy the information. In addition, results from the research study may be 
presented or published, but interviewee's will not be mentioned by name. However, there 
is always a risk of a breach of confidentiality, but steps will be taken to ensure the 
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information collected is kept secure. This information includes: student BMI’s, interview 
transcripts, audio recordings, and BMI materials presented by parents. 
 

Your signature documents your permission to take part in this research, to be audio 
recorded and to access the above information in your students' education records. 

 
____________________________________________________  __________________ 

Signature of Subject      Date 
 
____________________________________________________   __________________ 

Printed Name of Subject    Date 
 

____________________________________________________    _________________ 
Signature of Person Obtaining Consent   Date 
 

____________________________________________________    _________________ 
Printed Name of Person Obtaining Consent   Date 
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APPENDIX H 
 

Parent/Guardian Demographic Survey 

 

Investigator’s Name: Kate Alba 

Study Title: Parent and School Personnel Perception of the Practice of School-Based 

Body Mass Index Notification 

 

Parent/Guardian Name: ____________________________________________________ 

 

Please answer the questions below and return the form to the investigator. If you have 
any questions, feel free to contact the investigator prior to completing this survey.  
 

Which of the following do you identify with most? Please circle your answer. 

Latino                                African American                               Caucasian                

Asian                                 Bi-racial: _________                          Other: _________ 

 

Does your child qualify for free or reduced lunch? Please circle your answer. 

Yes                                     No 

 

Which of the following best describes your household? Please circle your answer. 

1 Parent Household            2 Parent Household 

 

When did your child begin attending school in the Governor Mifflin School District? 

Please circle your answer. 

Kindergarten          1st grade                        2nd grade 

3rd grade                      4th grade 
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APPENDIX I 
 

BMI-for-age Charts 
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APPENDIX J 

Boys Body Mass Index-for-age Percentiles Chart
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APPENDIX K 

Girls Body Mass Index-for-age Percentiles Chart

 



 151

APPENDIX L 

Pennsylvania’s Mandated School Health Services 

 



 152

 



 153

APPENDIX M 

Pennsylvania’s Sample School-Based BMI Parent Notification Letter 
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APPENDIX N 

Student BMI Notification Letter 

 
 


