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Aims of the pathway 

This pathway was produced in response to a Portsmouth Case Review Committee recommendation 

following referral of a child with severe obesity, where safeguarding issues had been raised. It is 

intended for use by all those working with children in Portsmouth. The aim of the pathway is to: 

• Raise awareness that the child obesity is everyone’s responsibility, and to clarify the support 

available in Portsmouth to prevent and manage obesity for children of different ages. 

• Outline clear clinical pathways and thresholds for intervention in child obesity, from universal 

to targeted services. 

• To indicate when child obesity might become a safeguarding issue 

This pathway does not include methods for reducing the ‘obesogenic environment’ at population 

level, nor provisions at community level, though these are likely to have the highest impact in the 

prevention of child obesity. Information about promoting healthy lifestyles at home and in school, and 

at community level is available elsewhere.1,2 For a local overview see the Portsmouth Director of Public 

Health’s Annual Report 2017, which is about child obesity3. 

How are overweight and obesity defined in children? 

Children aged over 2 years 

In children over the age of 2 years, and in adults, Body Mass Index (BMI) centile is taken as a good 

indicator of body fat. Body Mass index is calculated as:         

BMI = Weight (in kg) 

Height (in m) x Height (in m) 

Staff who are responsible for weighing and measuring children should be trained in use and 

interpretation of children’s BMI charts. The children’s BMI charts produced by the Royal College of 

Paediatrics and the Department of Health give the best detail for monitoring BMI4. Children’s BMI 

charts of varying quality are also available on some electronic patient record systems. There are BMI 

calculators for children and adults on the NHS choices website, for use by the public5 

In adults, a BMI of 24.9-30 would indicate overweight, and a BMI of over 30 would indicate obesity. 

However, young children naturally have much lower BMIs than adults, and so these levels of BMI in 

most children would indicate very significant weight problems. In children:  

•  overweight is taken to be 91st-98th centile for their age and sex,  

• obesity is above 98th centile for their age and sex. 

Children aged under 2 years 

BMI is not a good indicator of body fat in children under 2, and there are no simple definitions for 

overweight or obesity in this age group. Therefore, a clinical judgement has to be made, based on the 

child’s height and weight centiles, whether the weight is crossing centiles upwards, family history and 

 
1 E.g. NICE Obesity in children and young people: prevention and lifestyle weight management programmes  
Quality standard [QS94] Published date: July 2015. https://www.nice.org.uk/guidance/qs94 
2 E.g. NICE Obesity: working with local communities  Public health guideline [PH42] November 2012 
3 https://democracy.portsmouth.gov.uk/documents/s20110/DPH%20annual%20report%20appendix.pdf 
4 https://www.rcpch.ac.uk/sites/default/files/2018-03/boys_and_girls_bmi_chart.pdf 
5  https://www.nhs.uk/Tools/Pages/Healthyweightcalculator.aspx 

https://www.nice.org.uk/guidance/qs94
https://www.rcpch.ac.uk/sites/default/files/2018-03/boys_and_girls_bmi_chart.pdf
https://www.nhs.uk/Tools/Pages/Healthyweightcalculator.aspx
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how the child appears. If a child’s weight is found to be above 98th centile, it should always be 

considered whether they might be overweight or obese.   

In children under 2, weight crossing more than 2 major centile lines upwards is taken to indicate rapid 

weight gain. The younger the child, and the higher the starting centile, the greater the risk of obesity 

at age 5 and at age 10. The greatest risk for obesity is in children with rapid weight gain when they are 

under 6 months old. But a child whose starting weight is on 75th centile (for example), is at greater risk 

than a child whose starting weight is on 2nd centile6. Care needs to be taken in assessing infants who 

may be showing appropriate catch-up growth, but, in general, weight crossing two or more major 

centiles upwards under the age of 2 should trigger an assessment. 

What is the prevalence of childhood obesity? 

The prevalence of overweight and obesity in children in Portsmouth is in line with national data. In 

reception year, almost a quarter (24.2%) of children overweight or obese and over 1 in 10 (10.7%) 

children are obese. By year 6, over a third are overweight or obese (35.9%) and over 1 in 5 (21.6%) are 

obese7,7 (there are roughly 2500 children/year group in Portsmouth, so around 250 4 year-olds are 

obese and around  500 10-year olds).There are differences in the prevalence of obesity between males 

and females and ethnic groups, as well as an association with deprivation. 

The Government has committed to tackling childhood obesity through publication of the childhood 

obesity plan for action in 20168, with chapter two published in 20189.  A priority of the Portsmouth 

Health and Wellbeing Strategy 2018-202110 is to support good physical health with a focus on reducing 

harms of physical inactivity and poor diets for both adults and children. This is further supported by 

the Portsmouth Healthy Weight Strategy 2018-21 and the Children and Young People's physical health 

and wellbeing strategy in which childhood obesity is a priority.  

What can be the consequences of childhood obesity?  

Various diseases or conditions may be associated with obesity in children (these are often called ‘co-

morbid conditions’), including sleep apnoea, type II diabetes, liver disease and orthopaedic problems. 

Being overweight as a child can also impact on self-esteem, ability to participate in activities, quality 

of life and mental health 11. Childhood obesity is a strong predictor of adult obesity. Obesity in adults 

can affect quality of life, and it can be life-limiting due to increased risk of diseases such as type II 

diabetes, heart disease and certain cancers.  

People who have tendency towards increased insulin resistance are at particular risk if they become 

overweight or obese. This is because obesity makes insulin resistance worse, leading to medical 

 
6 Taveras EM et al. Crossing growth percentiles in infancy and risk of obesity in childhood. Arch Pediatr Adolesc 
Med 2011;165:993-8 
7 Public Health England; NCMP and Child Obesity Profile; https://fingertips.phe.org.uk/profile/national-child-
measurement-programme/data  
8  HM  Government;  Childhood  Obesity-  a  plan  for  action  (2016) https://assets.publishing.service.gov.uk/go
vernment/uploads/system/uploads/attachment_data/file/546588/Childhood_obesity_2016__2__acc.pdf 
9  HM  Government;  Childhood  Obesity -  a  plan  for  action-  chapter  2  (2018) https://assets.publishing.servi
ce.gov.uk/government/uploads/system/uploads/attachment_data/file/718903/childhood-obesity-a-plan-for-
action-chapter-2.pdf 
10  Portsmouth  Joint  Health  and  Wellbeing  Strategy  2018-2021  https://democracy.portsmouth.gov.uk/doc
uments/s18382/Portsmouth%20draft%20hwb%20strategy%2016032018%20Cabinet.pdf 
11 NICE Quality Standard: Obesity in children and young people: prevention and lifestyle weight management 
programmes. Pub July 2015. Nice.org.uk/guidance/qs94. 

https://fingertips.phe.org.uk/profile/national-child-measurement-programme/data
https://fingertips.phe.org.uk/profile/national-child-measurement-programme/data
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/546588/Childhood_obesity_2016__2__acc.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/546588/Childhood_obesity_2016__2__acc.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/718903/childhood-obesity-a-plan-for-action-chapter-2.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/718903/childhood-obesity-a-plan-for-action-chapter-2.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/718903/childhood-obesity-a-plan-for-action-chapter-2.pdf
https://democracy.portsmouth.gov.uk/documents/s18382/Portsmouth%20draft%20hwb%20strategy%2016032018%20Cabinet.pdf
https://democracy.portsmouth.gov.uk/documents/s18382/Portsmouth%20draft%20hwb%20strategy%2016032018%20Cabinet.pdf
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conditions such as type 2 diabetes, high blood pressure, fatty liver, polycystic ovaries and dyslipidemia 

(e.g. high cholesterol). Extra care should be taken to guard against overweight or obesity in children 

who have a family history of these conditions, or if they already have signs of insulin resistance such 

as dark patches of skin on the neck, armpit or groin (acanthosis nigricans). 

Asian, black and some other ethnic minority populations are at the same risk of insulin resistance at a 

lower BMI than white European populations. Therefore a lower threshold for BMI is used to trigger 

action to prevent disease (e.g. heart disease, diabetes) in these groups12. 

What are the main risk factors causing obesity in children?13,14 

Important risk factors for obesity in children include: eating an energy dense diet, lack of opportunity 

for exercise, sedentary activity, more than 8 hours of TV/week in toddlers and short sleep duration 

(e.g. less than 10.5 hours/night age 3). It is important that practitioners address these behaviours 

whenever they are encountered. For practical purposes, the following risk factors have been identified 

when targeting services: 

• Parental obesity (this is the strongest risk factor for obesity in children) 

• Birthweight over 4kg 

• Rapid early growth (weight crossing more than two centiles upwards in the first year)  

• Child has a medical condition that pre-disposes to obesity (unless otherwise advised by the 

treating clinicians)  

•  

What difference does a medical cause for obesity make? 

Rarely, there are medical conditions or medications that cause obesity, but most childhood obesity is 

multifactorial, linked to genetic and environmental factors. Some children’s obesity may be more 

difficult to manage than others, and professional judgement is important in considering these cases. 

However, in identifying whether there is neglect of the child’s needs, the important factor is 

caregiver’s response to management of the obesity, rather than what caused it15. 

What interventions help? 

Evidence shows that, at a population level, the problem of obesity cannot easily be overcome by 

simple, single-sector measures. It is a condition which requires a whole system response. The Obesity 

System Map16 published as part of the Foresight Report17 in 2007, but which is still relevant today, 

illustrates the complexity of the issue. Obesity is caused by the interplay between factors including 

 
12 NICE Public Health Guideline (PH46): BMI: preventing ill health and premature death in black, Asian and 
other minority ethnic groups. Pub July 2013. nice.org.uk/guidance/ph46 
13 Reilly J et al. Early life risk factors for obesity inn children: cohort study. BMJ 2005;330:1357 
14 Kipping RR et al. Obesity in children. Part 1:epidemiology, measurement, risk factors and screening. BMJ 
2008;337:922-7 
15 Varness T et al. Childhood obesity and medical neglect. Pediatrics 2009; 123(1):399-406. 
16 Foresight Report (2017), Obesity System Map; 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/296290/
obesity-map-full-hi-res.pdf  
17 Foresight Report (2017) 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/287937/
07-1184x-tackling-obesities-future-choices-report.pdf 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/296290/obesity-map-full-hi-res.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/296290/obesity-map-full-hi-res.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/296290/obesity-map-full-hi-res.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/296290/obesity-map-full-hi-res.pdf
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individual biology, eating behaviours and physical activity, set within a social, cultural and 

environmental context. For children, parents/carers are important influences. 

There is no good research evidence to say whether or not safeguarding measures make any difference 

to obesity in children18 . However, it is recognised that public health policies can influence the 

obesogenic environment, and, for individuals, lifestyle interventions in the right setting with 

appropriate goals can have significant benefits in obese children with serious co-morbid conditions15.  

It is well-recognised that a psychosocial approach is often needed in order to address to obesity19. 

There is growing evidence that a focus solely on diet and exercise may not be enough, and that failure 

to address obesity can be because of other issues in the child or family’s life. These will need to be 

addressed before effective weight loss can be achieved. Research suggests that social deprivation and 

disadvantage along with other psychosocial factors will have an impact on a parent’s ability to change 

behaviour20. Tools such as The Common Assessment Framework and the My World Triangle can be 

useful in this context. Practitioners may need to consider factors such as: parent and/or child self-

esteem and mental health, drugs/alcohol, domestic abuse, community support, family relationships, 

health beliefs, attitudes to professionals, bullying, debt, cultural norms, parenting, attachment and 

the child’s developmental needs. 

Very rarely, medications to enable weight loss or bariatric surgery are offered in older children with 

severe obesity.  The risks of these interventions don’t outweigh the benefits for most children, and 

they would be offered only to alleviate the most severe co-morbid conditions.  

All children under five should be advised to take multivitamins, and older children who are obese may 

also benefit from them, as obesity can be associated with a diet lacking in essential vitamins and 

minerals.  

Breastfeeding should always be encouraged. It has numerous health benefits, including reducing a 
child’s risk of overweight and obesity21 

When does childhood obesity become a safeguarding concern? 

Only a very small number of obese children will reach the threshold for safeguarding referral. The 

causes of obesity are multifactorial and there are no interventions that have been shown to work 

consistently. Therefore, if parents are engaging adequately with treatment, it can be difficult to 

criticise them, even if their child’s BMI is not falling5. However, there are two situations that are 

important when considering whether obesity should be escalated as a safeguarding concern: 

1- When there is consistent failure to engage with support and lifestyle changes, especially in 

young children. It is caregivers that decide how often and what food a young child is given to 

eat, and they are also largely in control of how much opportunity young children have to be 

active and to take exercise. If parents have been given adequate information to help them 

understand what is required to prevent serious risks from obesity, and if they have been 

offered appropriate support to help with this, but then consistently chose not to engage or to 

make the necessary changes, this may constitute neglect. Particular concerns arise if parents 

 
18 Viner R et al. When does childhood obesity become a child protection issue? BMJ 2010;341 375-7 
19 Wiifin J, Morgan A. Child FI Serious Case Review. Manchester Safeguarding Children Board; 2018. 
20 Foresight. Tackling Obesity Future changes Project Report. 2nd Ed. Government Office for Science; 2007 
21 https://www.unicef.org.uk/babyfriendly/news-and-research/baby-friendly-research/infant-health-

research/infant-health-research-obesity/ 

https://www.unicef.org.uk/babyfriendly/news-and-research/baby-friendly-research/infant-health-research/infant-health-research-obesity/
https://www.unicef.org.uk/babyfriendly/news-and-research/baby-friendly-research/infant-health-research/infant-health-research-obesity/
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are actively subverting weight management advice, or if the child is at imminent risk of 

complications of obesity, such as sleep apnoea, diabetes or orthopaedic problems.  

 

2- Obesity may be one aspect of wider safeguarding concerns e.g. about neglect, or emotional, 

physical or sexual abuse. If obesity is associated with other indicators of neglect, emotional 

or behavioural difficulties, poor school attendance, exposure to or involvement in violence, or 

with family factors such as drug or alcohol misuse or parental mental health problems, a 

multidisciplinary or multiagency assessment may be indicated.  

Indicators of neglect 

In a child with obesity, and especially if the child is young or there are significant co-morbidities, the 

following have been identified as indicators when considering whether childhood obesity should be 

considered as neglect22: 

Lack of capacity or willingness to engage  

• parents/carers unable to effectively provide for the child’s health needs due to additional 

family factors, such as learning difficulties, socio-economic issues, unmet parental needs  

• unable to attend appointments and make necessary changes to lifestyle  

• weight continues, or appears to continue, to increase/or not to decrease.  

• not attending appointments  

• unwilling to make any changes to child’s lifestyle even with appropriate support and 

intervention by agencies.  

• parent/carer refusing, rejecting or ignoring professional advice regarding ongoing significant 

health risks to their child if the weight continues to increase.  

• Parent/carer do not understand the impact of obesity on their child’s health 

• transient or intermittent engagement  

• actively frustrating efforts of professionals or child to reduce weight gain.  

• oppositional behaviour: parents/carers unable/unwilling to set and maintain boundaries with 

child to manage lifestyle changes and allow further weight gain.  

• refusal to attend appointments with health professional 

• refusing height or weight measurement 

Deceptive compliance  

• parents/carers appear to follow advice, but are not making any changes to lifestyle which 

would make a significant difference to the child’s well-being.  

• parents/carers unwilling/unable to model appropriate behaviour to facilitate lifestyle changes  

 
22 Norfolk Safeguarding Children’s Board. May 2015. Safeguarding Response to Obesity when Neglect is an 
Issue. Policy and Procedures Manual Section 5.24. https://www.norfolklscb.org/about/policies-procedures/5-
24-safeguarding-response-to-obesity-when-neglect-is-an-issue/ 
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• discrepancy between what the parent reports they give their child to eat, and what is 

observed 

Agencies need to be aware of how parents/carers can distract professionals both within one agency 

and across agencies from focusing on the child by favouring one agency/professional over another. 

Behaviours can include:  

• appearing helpless and/or overwhelmed  

• being aggressive and/or confrontational  

• using media and/or politicians and/or legal advisers to challenge the professionals  

• over sensationalise particular comments/issues to detract from the significant harm being 

experienced by the child/young person.  

• parents/carers may use medical diagnoses to justify their inability to adhere to recommended 

advice. Professionals need to be cognisant of the child’s needs and be prepared to challenge 

both parents and other practitioners working with the child/family.  
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Thresholds  - what are the thresholds for intervention? 

At all points – All professionals and agencies have a role in promoting healthy lifestyles, including a 

family-based approach. If any professional (e.g. from health, social care or education) is  concerned 

that a child may be overweight or obese they should give advice as appropriate, and they should liaise 

with the child’s health visitor, school nurse or GP so that appropriate checks can be made.  

Tier 1: universal services: 

o Antenatal:  

Midwifery service 

• All women should receive advice about diet, weight management and exercise.  

• All women will be informed that excess weight gain in pregnancy is a risk to their baby, who 

could be primed for increased appetite and obesity as a result.  

• All mothers have BMI calculated at antenatal booking appointment to see if there may be risk 

for the mother during pregnancy and also to see if there may be risk of the child becoming 

overweight or obese.  

• Women with a BMI of over 25 (i.e. not within healthy range) should receive targeted advice, 

which should be documented in the handheld records. 

• Women with BMIs 25 are offered referral to community dieticians for healthy eating and 

weight gain in pregnancy advice. This can include telephone, email or face to face support. 

• Maternal BMI measurements are passed on to the health visiting team at the same time as 

the booking information and/or the 20 week ultrasound scan results. The BMI is recorded on 

the mother’s health visiting electronic records. 

• Full discussion and support for responsive breastfeeding 

Health visiting service 

• Information handed over from midwifery to the named health visitor should be 

documented in both midwifery and health visiting records.  

• At the health visiting service antenatal appointment, healthy weight is discussed 

universally with all families.  This will include introducing OLIVE (Optimising Lives, 

Improving Health, Vitality and Education) to all. 

• OLIVE resources will aid conversations around responsive feeding and feeding cues, when 

and how much to feed a baby, healthy growth, and moving on to solids. OLIVE universal 

discussions will continue at all core HV contacts until the Health Review 2.   

• There will be full support and encouragement for breast feeding as the best way to 
optimise babies’ and children’s health. There will also be full support for responsive, paced 
bottle feeding if this route is chosen. 

• Full discussion and support for responsive breastfeeding (or responsive, paced bottle 
feeding if needed) 

 

o Children aged 0-school entry  

• In education and community settings there is a positive culture and environment where 

healthy food choices and activity are valued and modelled.  

• At all mandated Healthy Child Programme contacts (new birth visit, 6-8 weeks, 9-12month 

and 2-2.5 years) OLIVE resources and advice are reiterated as above, and, as the baby  gets 

older, includes advice about portion sizes, healthy diet, appropriate drinks, vitamins, dental 
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health, encouraging physical activity, controlling screen time, ensuring good sleep, and use of 

non-food treats for behaviour management.  

• All children are weighed and measured at mandated contacts i.e. at birth, at the new birth 

health visiting contact, 6-8 weeks (GP measurement), 9-12months, 2-2.5 years. BMI should be 

calculated for children over the age of 2 years. 

o School age children 

• In education and community settings there is a positive culture and environment where 

healthy food choices and activity are valued and modelled.  

• All children are weighed and measured according to the National Child Measurement 

Programme (NCMP)at 4-5y and again at 10-11y. The BMI centile is calculated and results are 

given to parents. 

• The School Nursing service deliver health promotion and education to schools to encourage a 

healthy positive culture. 

• All families have access to the School Nursing service if they are concerned about their child’s 

weight. 

Tier 2: Universal Plus - if there are risk factors for obesity: 

o Antenatal  

• If mothers are found to have BMI of 30 or more at antenatal booking, they should be screened 

for gestational diabetes. If their BMI is over 35 they will be put on the appropriate pathway 

for obstetric and anaesthetic review. 

• If mothers are overweight or obese, the midwife will discuss the risk of the baby becoming 

overweight or obese with the parents. This discussion should be documented.  

• The maternal BMI is highlighted to health visiting staff antenatally along with booking 

information and/or the paper returns from the 20 week ultrasound scan.  

 

o Pre-school 

The health visiting team will offer the OLIVE 6 branches tailored to individual families’ needs, looking 

at behaviour changes and supporting parents to engage and understand the need to maintain a 

healthy weight. Parents will be invited to bring their child to identified OLIVE clinics across the city for 

growth monitoring and delivery of Healthy feeding, healthy weight interventions. Families will be 

given health promotion packs to take away; with specific messages and discussions around responsive 

feeding, introduction to solids, portion sizes and activity levels.  

Infants and children with risk factors should be targeted for extra support from health visiting teams 

as listed below. There is room for professional judgement in deciding whether an OLIVE 1 or OLIVE 2 

offer is most appropriate, exceptions would usually be taken to supervision and discussed with a 

health visitor.  

OLIVE 1 (the universal offer – OLIVE for all (see above) plus a review at 6m in an OLIVE clinic and a 
targeted 1-year check) 

• Parental BMI 30-34.9 

• Sibling known to be obese  

• Birthweight 4.0-4.19 kg 
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OLIVE 2 (the universal offer – OLIVE for all (see above) plus OLIVE clinics at 3 m, 4m, 5m and 6m and a 

targeted 1-year check) 

• Parental BMI 35 or above 

• Birthweight at or above 4.2kg 

• Rapid early growth (e.g. weight crossing more than two centiles upwards in the first year)  

• The child has a medical condition that pre-disposes to obesity (unless otherwise advised by 

the treating clinicians) 

• A child is found to obese (e.g. BMI above 98th centile) or overweight (e.g. BMI above 91st 

centile) when weighed or measured at an appointment or in screening 

• Frequency of growth monitoring: Babies under 6 months should be weighed monthly, babies 

aged 6-12 months should be weighed once every 2 months, babies/toddlers over 1 year 

should be weighed every 3 months 

•  Length/Height measurements should be recorded as for the mandated/universal contacts, 

i.e. at birth, at the health visiting new birth visit, and at 6-8 weeks (GP measurement), 9-12 

months and 2 years. It has been suggested that the 2 week length measurement is an 

extremely important benchmark for an appropriate genetic growth prediction for future 

weight centiles.  

• Over the age of 2, height should be measured at each contact where weight is measured so a 

BMI can be calculated and plotted on a BMI identification chart. BMI should be recorded 6 

monthly until starting school, to handover to the school nurses.  

• Depending on when the weight issue is identified; there should only be a 6-month period of 

monitoring and intervention. Supervision should then be sought, assessment of progress 

made and a decision as to whether this needs to continue for a further short period, or if there 

is no progress and escalation is required.  

• If a decision is made that sufficient progress has been made and weight/growth has become 

more stable, the baby/child should be put forward for a targeted health review at 1 year 

and/or 2 years to continue to monitor.  

 
o School aged children 

• If a child is identified as being overweight at National Child Measurement Programme (NCMP) 

screening (BMI 91st – 98th centile), a letter is sent to parents offering support from the school 

nursing service and access to Change4life information.  

o School Nurses can offer support with nutrition, portion sizes, healthy lifestyles, and 

monitoring weight as appropriate. 

o School Nurses can offer home visits to encourage a family approach and equal 

responsibility for weight issues to reduce the emotional impact of the child feeling 

excluded from peers. 

o School Nurses can attempt to actively engage families and reinforce the 

dietician/paediatrician plan. 

o School Nurses can offer a targeted 6 session intervention around healthy weight and 

lifestyles. This intervention will include meal plans, physical activity, and positive 

emotional health and wellbeing. If there is no change post intervention or weight 

continues to increase then an Early Help Assessment will be carried out and a referral 

to MASH will be made. 
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• If a child is identified as being obese at NCMP screening (BMI above 98th centile), a letter is 

sent to parents offering support from the Portsmouth Wellbeing Service. This service will take 

families only when they are ready for support and if they request it. Professionals cannot refer 

children into this service. A whole family approach will be taken and support for the child will 

be offered via parents. Sessions may typically occur monthly, and will continue for as long as 

the family is seen to engage and to need support. The Portsmouth Wellbeing Service will liaise 

with the school nursing team for individual children.  

• The School Nursing Service will follow up on the NCMP letter with a telephone call to all 

families of children who are identified to be overweight or obese. They will explain the options 

for support, invite families to take up services and make referrals as appropriate. 

• The school nursing service will have an important role in monitoring uptake of school nursing 

or Portsmouth Wellbeing Services by families at aggregate level, to enable services to monitor 

how best to refine their communication and their  offer to families to enable planning for 

future children. 

• The school nursing service are not able to offer support to families who do not consent to 

their input, e.g. if they opt out of the NCMP, or don’t opt in to the services offered. If school 

nurses are aware of safeguarding concerns they will refer to MASH. 

• No routine BMI monitoring is done for children between year R and Year 6, or for those whose 

parents opt out of the NCMP. Outside the NCMP, it is then the responsibility of all 

professionals who come into contact with children (including education, health and social 

care) to consider referring children who are thought to be overweight or obese to the school 

nursing service. The school nurses will then offer support (as described for those who are 

identified to be overweight on the NCMP, above). If there are safeguarding concerns (e.g. as 

described on pages 4-6 above), practitioners will need to refer directly to MASH.  

 
o At any age – if a health professional recognises that a child is overweight (e.g. BMI over 91st 

centile) or obese (e.g. BMI over 98th centile) at an appointment, and is not aware that they are 

already being seen at tier 2 level or above, they should arrange for the child’s height and weight 

to be measured, and their BMI centile calculated, with advice given and liaison with the health 

visiting or school nursing team as appropriate.  

 

o At any age and at any point, children who are very obese (e.g. BMI above +3.5 standard deviations 

of the mean) there should be automatic referral to paediatrics and to a dietician for advice or 

assessment, as well as  health visiting, school nursing or Portsmouth Wellbeing Service 

intervention, as appropriate. If families do not engage with these services the hospital teams 

should let the referrer know, and the referrer and the hospital teams should liaise to see if 

safeguarding thresholds are met. 

 

o For other indications of when referral to paediatrics or a dietician are appropriate, see the box 

under tier 3, below. If a child is referred into these services, support at the appropriate tier by 

health visiting or school nursing services should continue.  
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Tier 3: Universal Partnership Plus  - if insufficient progress made at tier 2 

Pre-school 
If interventions at tier 2 are not shown to be effective, a health visitor will carry out further 
assessment, and a full assessment of risk to the child. If there has been poor engagement, reasons for 
this will be explored and further attempts will be made to engage parents if appropriate.  The health 
visitor will assess whether escalation to social care is necessary. She will also coordinate any referrals 
with paediatricians or dieticians and will be the be case holder for that child and family. 

Support at this level will be offered if, despite intervention at universal plus level for 6 months, the 

child’s weight centile continues to climb upward, and there is any one of:   

o Parents persistently not engaging with support to help achieve a healthy weight for the child 

o A medical condition or medication that predisposes to obesity (unless otherwise advised by 

the treating clinicians). 

o A family history of insulin resistance (i.e. type 2 diabetes, high blood pressure, polycystic 

ovaries or dyslipidemia) in first or second degree relatives  

o Any other concern that would meet threshold for intervention at this level 

For children in pre-school settings the health visiting team will work with parents and the setting to 

deliver tier 3 interventions. BMI will be monitored by the health visiting service  

School aged children 

Support at this level will be offered if, despite intervention at universal plus level for 6 months, the 

child’s BMI is still in the range for obesity. School Nurses can be lead professional for families and 

commence an Early Help Assessment if criteria for this are met. They would then refer to MASH and 

would work as part of the Team Around the Child as needed. The Portsmouth Wellbeing Service can 

liaise with the school nursing team for children who are not making progress within their service. 

Tier 4 – Safeguarding 

Ensure paediatric and dietetic assessments have been made, then contact MASH e.g. for consideration 

of Section 17 or Section 47 assessment if either of:  

• Child had intervention at tier 3, but insufficient progress made and there is consistent failure 

of caregivers to engage with support and lifestyle changes.  

• Obesity is one aspect of wider safeguarding concerns e.g. about neglect, or emotional, 

physical or sexual abuse. See ‘When does childhood obesity become a safeguarding concern?’ 

and ‘Indicators of neglect’, above. 

A section 17 assessment may be indicated if either of the criteria above are met. In addition: 

A Section 47 assessment is usually undertaken if there is likelihood of immediate significant harm 

(within 12 months) and caregivers not engaging in measures to reduce the risk. 

PLO/care proceedings  are usually considered if there is a high likelihood serious imminent harm, and 

reasonable likelihood that coercive state intervention will result in effective treatment, with absence 

of alternative options to address the problem23. 

 
23 Varness T et al. Childhood obesity and medical neglect. Paediatrics 2009; 123(1):399-406. 
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Role of the paediatrician in tier 4 safeguarding and obesity (i.e. when section 17 or section 47 

assessments are to be considered)  

In all cases where obesity is presenting as a safeguarding issue and where referral to children’s services 

is indicated, the child should be referred to a paediatrician for a full health assessment. The 

paediatrician will take the medical lead, and they will liaise closely with primary care and any other 

health professionals involved with the child. They will act as the health advisor whilst social care carry 

out their assessments. Consideration should be given to holding any strategy meetings and case 

conference reviews at a time and location that takes the paediatrician’s availability into account.  

 

  

Referrals to paediatricians and dieticians 
 
Referral to a dietician: 

• Any obese or overweight child who is on an unusual diet or where there are concerns that the diet may be 
nutritionally incomplete. 

• Parents of children who are overweight or obese request dietetic referral because they want advice about 
how to manage the child’s diet. 

• Insufficient progress made at tier 3 level. 

• Any child referred to a paediatrician for concerns about excessive weight gain - also refer to a dietician. 
 
Referral to a paediatrician*  
The aim of paediatric assessment is to look for rare underlying causes of obesity and for medical complications of 
severe obesity. Referrals can occur at any point in the tier 1-4 pathway, provided referral criteria are met. Ongoing 
support by health visiting, school nursing, or PCC staff should continue at the appropriate tier, with full liaison between 
hospital and community teams. Referrals should be directed to general paediatrics at Portsmouth Hospitals and will 
be triaged when received to either receive written advice or signposting, have a general paediatric obesity 
assessment or a paediatric endocrinology assessment. Referrals will be received on paper or electronic forms (see 
end of this document). 
Refer if any of the following criteria are met:   
1. Any child with severe obesity i.e. BMI more than 3.5SD above mean. 
2. BMI more than 98th centile (in children over 2 years) or weight centile above 98th (under 2 years) with possible 

underlying pathology: 
a. Relative short stature for degree of obesity 
b. Short for midparental height / genetic potential 
c. Dysmorphic signs (not previously investigated) 
d. Learning difficulties (not previously investigated) 

3. BMI more than 98th centile (in children over 2 years) or weight centile above 98th (under 2 years) with risk of 
comorbidity. At this time we do not recommend screening for comorbidities (paediatricians may sometimes do 
this if certain criteria are met). However, if any of the following are found co-incidentally in the context of 
childhood obesity, the child should be referred to paediatrics:  

a. Hypertension – Systolic or diastolic BP more than or equal to 98th centile for age and height 
b. Obstructive sleep apnoea 
c. Abnormal glucose metabolism on blood tests – impaired fasting glucose, impaired glucose tolerance or 

hyperinsulinaemia. 
d. Acanthosis nigricans visible on examination (dark velvety skin at back of neck or axilla) 
e. Dyslipidaemia (low HDL, high triglycerides, high cholesterol/HDL ratio) 
f. ALT more than 70 without other cause  
g. Features suggestive of polycystic ovarian syndrome e.g. irregular periods, excess body hair, thinning of 

hair on head, oily skin with acne etc.  
4. BMI > 98th centile with evidence of psychosocial co-morbidity associated with obesity including concerns about 

eating disorder or distress about obesity, including self-harm or suicidal ideation. 
5. Any child referred to social care because of safeguarding concerns due to their obesity should also be referred 

to a paediatrician 
6. BMI more than 98th centile (over 2 years) or weight centile over 98th centile (under two years) with family history 

of early type 2 diabetes or premature cardiovascular disease in first or second degree relatives – high risk if 
family history of early onset type 2 diabetes before 40 years of age or cardiovascular disease before 60 years 
of age. 

If referral to a paediatrician is made, intervention by other services at universal partnership plus level 
continues alongside close liaison with the paediatrician and/or dietician as needed. When the child is 
discharged from paediatric follow up, plans for appropriate follow up and triggers for re-referral are agreed.  
 
*If child is under follow up by a paediatrician, or has seen one recently, child to be discussed with them in the first 
instance as appropriate paediatric investigations and management may be undertaken by them 
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Tier 1 
 

Uni -
versal 

 
OLIVE 
for all 

 

All ages 
All professionals make every contact count – give cues, and whenever appropriate, explore with children and 

families what changes they can make to achieve a  healthy diet  and reduce sedentary behaviours  

Ante-
natal 

Risks to baby of excessive maternal weight gain in pregnancy.   
Midwife (MW)  passes maternal Body Mass Index (BMI) measurement to Health visitor(HV) 

Pre-
school 

HV discusses feeding and healthy weight at all mandated contacts and as required 
Height + weight at mandated contacts postnatal, 6-8w, 9-12m and 2-2½ y (BMI when  >2y) 

School 
age 

Education + community settings - environment supportive of healthy food and activity 
School nursing (SN) team - weigh and measure children at 4-5y and 10-11y (national programme) 

Tier 2 
Uni -

versal 
Plus 

OLIVE 
1 and 
OLIVE 

2 

All ages Targeted support for children with the risk factors described in the Portsmouth child obesity pathway 

Ante-
natal 

If maternal BMI >25, MW discusses with parents the risks to the baby and prevention of obesity  
Maternal BMI >30 results in automatic tier 2 offer by HV team when baby born 

Pre-
school 

Weight monitoring up to monthly until 6m old, bimonthly to 12m, then 3 monthly (+  BMI when >2y) 
HV team offer OLIVE 1 or OLIVE 2 according to risk factors 

School 
age 

Children found to be obese (BMI>98th centile) offered input from Portsmouth wellbeing service or SN  
Children identified as being at risk or who are overweight offered input from SN team (6 sessions) 

Tier 3 
Uni -

versal 
Part-
ner-
ship 
Plus 

All ages Input as below if insufficient progress despite OLIVE 2 for 6 months: 

Pre-
school 

HV review of case and develop care plan appropriate to child’s needs, taking a psychosocial approach 
BMI (weight and length in under 2s) monitored by HV service at least 3-6 monthly 

School 
age 

SN is lead professional and will provide tailored support including Early Help Assessment as needed 
Portsmouth Wellbeing Service will liaise with SN for children not making progress within their service 

Tier 4 
safe-

guard-
ing 

All ages 

Child had intervention at tier 3, but insufficient progress and failure of caregivers to engage  OR 
Obesity one aspect of wider safeguarding concerns 
Section 17 assessment considered, or section 47 if likelihood of significant harm within 12 months and 
carers not engaging with measures to reduce risk 

Anyone 

who 

suspects 

that a 

child may 

be over-

weight or 

obese 

should 

contact 

the health 

visitor (for 

pre-

schoolers) 

or school 

nurse (for 

school 

aged 

children) 

in the first 

instance 

Referrals to 

dietician and 

paediatrician 

according to set 

criteria alongside 

continued 

intervention at 

appropriate tier 

Refer dietician if: 

•Nutritionally 
incomplete diet 

•Parental request 

•Insufficient 
progress at tier 3 

•Referral made  to 
paediatrician 

Refer paediatrician: 

•BMI above +3.5SD 

•BMI above 98th 
centile PLUS 

comorbidities OR 
risk of underlying 

condition OR family 
history of insulin 
resistance  (see  

page 14  for details) 
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Reason for referral – please tick and give details below Please tick 

Infant  (0-1 year-old) with rapid weight gain including increasing across 2 centiles and 
concern about underlying pathology, co-morbidity, family history of insulin resistance 
or poor response to tier 3 intervention  

 

Child under 2 with weight above 98th centile and clinical features of obesity and 
concern about underlying pathology, co-morbidity, family history of insulin resistance 
or poor response to tier 3 intervention 

 

Child with BMI 3.5  standard deviations above mean (+3.5SDS)  

Child with BMI >98th centile plus relative short stature for degree of obesity, short for 
parental height, dysmorphic signs or learning difficulties. If child already under 
general or community paediatrician then referral unlikely to be needed for these 
concerns. 

 

Child referred to social care due to obesity  

Obesity with evidence of complications (hypertension, abnormal glucose tolerance 
including acanthosis nigricans, ALT >70 without other cause, abnormal lipid profile, 
sleep apnoea or features of polycystic ovaries) 

 

BMI >98th centile with psychosocial comorbidity and poor response following tier 3 
intervention 

 

BMI >98th centile with high risk family history of early type 2 diabetes or premature 
cardiovascular disease at under 40 yrs associated with obesity 

 

Other – please give details  

 

  

Name       Date of referral 

Date of birth          NHS number 

Address       Nursery or school 

GP 

Referred by 

Address and contact details 

Details of reason for referral  

REFERRAL FOR CHILD UNDER 16 YRS WITH OBESITY FOR PAEDIATRIC CONSULTANT REVIEW.  

If child or young person is already under a community or general paediatrician please discuss 

concerns with them first as further referral may not be needed.  

Please email referral to pho-tr.paedadminopd@nhs.net 

 

PLEASE  
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Parent or guardian agrees to referral  Y       N 

Please include copies of growth charts with your referral.  Thank you. 

Portsmouth Hospitals Paediatric Department January 2020 

 

 

Previous interventions or referrals made.  Please include list of professionals involved.  

Current and previous measurements including: age, weight, height and BMI.  Ask parent to bring 

handheld record to paediatric assessment, if available. 

 

 

Other medical issues 

 

 

Family history including: parental height, family history of obesity, complications of obesity and early 

cardiovascular disease 

 

 


