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List of abbreviations 

CP: Coordinating Professional; YHC: Youth Healthcare; HCP: 

Health Care Professional 

Introduction 

Educating healthcare professionals 

Healthcare professionals (HCPs) play an important role 

in the management of childhood obesity, which is a complex 

challenge for them since multiple factors need to be considered 

[1]. However, HCPs often feel ill-equipped to manage this 

complex health issue, as they believe themselves unprepared to 

adequately provide support and care to children with obesity 

[2-4]. HCPs experience their previous healthcare education 

inadequate in addressing obesity care, they favour more 

education to improve their knowledge, skills and attitudes for 

managing childhood obesity [5-9]. It is specifically necessary 

to train HCPs with behavioural skills such as motivational 

interviewing techniques and network care proficiency [8]. 

 

 

 

 

 

 

 

 

 

 

Providing education and tools may increase their confidence 

and self-efficacy to address potentially sensitive issues and 

improve their required competencies in obesity management 

[2,4,10,11]. 

The coordinating professional as part of Dutch integrated 

care 

The management of childhood obesity should be in the 

form of integrated care, as part of an integrated approach that 

combines collective prevention and individual support and 

care. The Dutch integrated care is described in the ‘National 

model integrated care for childhood overweight and obesity’ 

and sets out a structure that provides a basis for local integrated 

care for children with overweight and obesity [12,13]. As part 

of this integrated care, a coordinating professional (CP) has a 

critical role in coordinating and monitoring the coherence of all 

activities. Although professionals from a variety of disciplines 

can fulfil the role of CP, the role is often fulfilled by youth 

healthcare (YHC) nurses dependent on the case and the 

family’s care needs and how the care is organized locally 

[14,15]. The YHC nurse has a signalling role within the Dutch 
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YHC system as they have regular consultations with children 

and their parents. However, the competencies required for the 

specific CP role in order to provide and coordinate the support 

and care for children with obesity and their families, have not 

elaborately been part of Dutch YHC nurses’ education 

[7,12,16]. The tasks of the CP are: conducting the assessment 

of psychosocial and lifestyle factors [17], coordinating the 

collaboration between a variety of professionals, supporting 

and motivating the child and family during the support and care 

process, monitoring progress and initiating follow-up steps. 

The CP likewise ensures collaboration between the social and 

healthcare domains – an important condition for success, 

especially when multiple problems might contribute to the 

development or maintenance of obesity [12,18,19].  

Training for coordinating professionals 

To address the gap in CPs’ knowledge, skills and 

attitudes regarding providing support and care to children with 

obesity within integrated care, a training programme 

specifically targeting CPs has been developed and has not yet 

been evaluated [20]. The eight-day training is based on the 

Dutch national model, the Dutch description of the role of a CP, 

input from professionals involved in integrated care, CPs and 

other HCPs [12,20,21]. During the training the CPs were 

introduced to a variety of tools such as the directory for the 

psychosocial and lifestyle exploration [17], an illustrated tool 

to support the conversation [22], the joint assessment of care 

needs (GIZ) [23] and the webtool measuring Quality of Life of 

children with overweight and obesity [24-27].  

Importance of evaluating training programmes 

The Kirkpatrick model for training evaluation describes 

four levels (Figure 1) [28]. In concordance with Kirkpatrick’s 

model, training has little value unless what is learned can be 

applied in practice, therefore it is important to evaluate training 

on improvement of organisational outcomes [28]. An 

evaluation will highlight whether the invested money and time 

were worthwhile, if changes need to be made to the training, 

and if the learned aspects from the training are practicable 

[28,29]. To create an in-depth evaluation the four levels of 

Kirkpatrick’s model were used as a theoretical framework since 

they were found suitable for the aim of this study [28]. 

Aim of the Study 

The aim of this study is to gain insight into the 

experiences of the CPs with the training using Kirkpatrick’s 

four levels using a qualitative and quantitative research 

methodology. The results of the evaluation can be used to 

improve the training, maximise the transfer of learning to 

behaviour, and demonstrate the value of the training to the 

organisation. The research question is: What are the 

experiences of CPs with the training developed as part of Dutch 

integrated care? 

Methods 

Study population 

The study population consisted of eleven CPs who participated 

in the pilot of the national training. The sampling method 

consisted of convenience sampling, as the selection of the study 

population (participating CPs) was already known [30]. CPs 

were invited by ‘Child on a Healthier Weight’, a national 

program that aims to secure and coordinate the (local) 

implementation and further development of the integrated care, 

to participate. Participation in the research was not an inclusion 

criterion of the training. CPs were asked to participate in the 

study before the start of the training. Inclusion criteria for both 

the training and research are shown in Figure 2. 

The content of the eight-day training, that occurred over 

eight months, can be found in Table 1. Participants were 

informed about the research and its purposes prior to the 

training and could withdraw from the research at any moment. 

The questionnaire started with an informed consent form for 

both the questionnaire and the interview. All participants gave 

consent. Since the research did not fall under the Medical 

Research Involving Human Subjects Act (WMO), the study 

protocol was self-checked by the Research Ethics review 

committee of the Faculty of Science (BETHCIE) from the Vrije 

Universiteit Amsterdam (VU) Faculty of Science, stating that 

the research project did not require further evaluation by the 

Research Ethics Review Committee of the VU Amsterdam 

Faculty of Science. 

Theoretical framework 

During the study, Kirkpatrick’s model was used to 

conduct an in-depth evaluation. 

(1) Level 1 focused on participants’ reaction to the 

training. This level was built on three components: 

involvement with the training, relevance of the training, and 

participant satisfaction. 

(2) Level 2 focused on how much participants learned 

from the training. This was divided into four components: 

perceived knowledge, attitude, trust and commitment, based on 

their participation in the training. 

(3) Level 3 comprised how participants practised what 

was learned during the training by reflecting on their behaviour 

in practice. This level was covered by three main questions and 

related to: (1) the possibility to practise what was learned, 

including contributing and hindering factors, (2) how 

participants managed to practise what was learned, including 

challenges and needs, and (3) the degree of support received 

from the participants’ organisation, including needs to 

successfully practise what was learned. 

(4) Level 4 concerned results approximately three 

months after the training to practise what was learned. As the 

questionnaire was sent directly after the training and 

participants had two to three months to practise what was 

learned, questions were asked in a prospective manner. 
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Figure 1: Levels of Kirkpatrick’s model (28). 

 

Figure 2: Inclusion criteria of the training and of this study. 

 

Day 1  Your role as CP in integrated care  

 • Knowledge and vision of the integrated care, latest developments and its meaning for the CP. 

• Proactively perform the six steps in the guidance process of the National model of integrated 

care. 

• Core competences of the CP. 

• Personal leadership and coaching attitude. 

Day 2  Coaching attitude  

 • Coaching attitude: experience and do! 

• Coaching attitude and strengthening self-management of the child and family, in collaboration 

with integrated care partners. 

• Own stigmatisation, underlying views and prejudices. 

• Practise with an open, non-judgemental, supportive and stimulating attitude. 

Day 3  Work from a broad perspective  

 • Vision on a broad view of integrated care, what is a broad view, how do you broaden your 

view? What does this mean for the cooperation with the child and family and the integrated care 

partners? 

• Practise with assisting tools that encourage a broad view. 

• Integrated care, what does it yield?  

Day 4  Broad view and link to the six steps in the coordinating process of integrated care 

Results

Behaviour 

Learning  

Reaction

Results in practice after applying what 
was learned during the training 

Reaction to the training and 
improvements

Knowledge, skills, attitude, confidence 
and commitment based on participation

in the training

Applying in practice what was learned 
during the training

Level 1

Level 4

Level 2

Level 3

Inclusion 
criteria 

training

• Already working as CP

• Wants to enhance and enrich their skills

• Finished higher professional education

• Is working in the medical or social domain at the start of the training

• Already working in child/family care

• Basic medical knowledge to perform or delegate a biomedical 
assessment

• Working in a municipality that started implementing the integrated care 
approach (for overweight and obesity) and created local preconditions 
for the approach

Inclusion 
criterion study

• Followed and finished the training
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 • Working with the six steps in the coordinating process: why, how and what? 

• What dilemmas can you encounter in practice? 

• Determining what is really going on in the family, how do you do that? Practise with tools. 

• How do you coordinate the process, what does that require from you? 

Day 5  Collaborating with integrated care partners  

 • What is a successful collaboration and what does it require from you? 

• Coordinating a good cooperation with the child and family and the integrated care partners. 

• How do you stay proactive and show leadership when the cooperation does not go well? 

Day 6  Effectively coping with dilemmas  

 • How to deal with dilemmas, complex situations and moral decisions. How do you remain 

effective and proactive? 

• Reflecting on one’s thoughts/actions and their effect on the coordinating process: what is 

needed to learn jointly with the child and family and the integrated care partners? 

• Experiment and practise with tools that can assist when coping with dilemmas.  

Day 7  Choice of CPs/as required  

 • In the context of ‘participants in control’, the group determines what this day will be about, 

based on challenges that practice demands and the group encounters at work. Examples: 

interviewing techniques, influencing styles, deepening of systemic action, linking with 

integrated care partners from the social domain, low health skills, culture-oriented work, etc. 

Day 8 Harvesting learning gains & festive closure 

 • Zoom in on: where was I, where am I now, and what do I take with me into the future? What 

was an important learning moment for you? 

• Sharing insights from evaluation with child and family and integrated care partners. 

• Evaluate & Festive closing & certificate distribution. 

Table 1. Content of the eight-day national training.

Data collection 

This study used an mixed-methods approach to gain 

insight into the experiences of the CPs with the training. To 

enrich and complement the quantitative data, qualitative data 

(interviews) were obtained to support the quantitative data 

(questionnaires) (31). The qualitative method was inductive. 

Data collection took place from June to September 2021. Data 

have been de-identified and were stored on the university server 

in a secured folder; only team members of the research team 

had access to the folder.  

Quantitative data collection 

Immediately after finishing the eighth day of the 

training, a questionnaire (self-assessment) was sent to the 

participants and executed via Qualtrics (research software) in 

order to collect insights into Kirkpatrick’s four levels [28]. The 

questionnaire focused on level 1 ‘reaction’, level 2 perceived 

‘learning’ and level 4 ‘results’, and included a consistent set of 

closed questions to be scored between 0 and 100. The closed 

questions were supported by open questions. Level 3 

‘behaviour’ was not part of the questionnaire, since CPs did not 

have enough time to practise what was learned directly after the 

eighth day of the training. The results of the questionnaire 

constituted preparation for the interviews. 

Qualitative data collection 

Semi-structured in-depth interviews were held with the 

same participants within two to three months after the end of 

the training. Interviews were audio recorded, transcribed  

 

verbatim, and de-identified by removing personal 

characteristics. The data were collected by the main researcher 

of this study (LK), who conducted eleven interviews of 

approximately 45 minutes. The interviews were held online via 

ZOOM (N=5) or in person (N=6). An interview guide [see 

Appendix] was made based on level 1 ‘reaction’, level 3 

‘behaviour’ and level 4 ‘results’ of Kirkpatrick [28]. The 

interview guide was discussed among the research team and an 

expert in qualitative research provided input (HB). To acquire 

more in-depth information, the main researcher (LK) 

supplemented the interview guide based on the answers of the 

questionnaire given by each participant. Since level 2 perceived 

‘learning’ was adequately explored in the questionnaire, it was 

unnecessary to re-evaluate it. 

Interview questions relating to level 1 focused on the 

relevance of and satisfaction with the training. For example: 

‘What information from the training was most relevant for 

you?’ or ‘What do you think of the training, did you spend your 

time usefully?’. Level 3 included questions on the extent to 

which it was possible to implement and incorporate the 

knowledge in practice. For example: ‘How did you practise 

what you learned?’ or ‘What would help you deal with 

challenges?’. Last, level 4 questions were asked to gain insight 

into first results in practice. For example: ‘Do you already 

notice first outcomes of practising what you learned during the 

training?’ or ‘How does practising what you learned influence 

the organisation?’. 

A member check was performed by sending summaries 

of the interviews to the participants to ensure interpretations of 

the data corresponded with what they meant to convey; this 

increases the reliability of the study [32]. During the research 

the consolidated criteria for reporting qualitative research 

(COREQ) were considered [33]. 
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Data analysis 

Data analysis was conducted from September to 

November 2021. The closed questions of the questionnaire 

were analyzed in Microsoft Excel. A thematic analysis was 

used to analyse the de-identified transcripts of the interviews. 

An inductive coding process consisting of open, axial and 

selective coding was performed by a team of three members 

(LK, LB and HB) [32,34]. The first three transcripts were 

independently open-coded by the main researcher (LK) and 

assisting researcher (LB). To ensure the quality of the process 

a third researcher (HB) guided the coding process. A 

framework of the code tree was developed after the first three 

interviews were analysed. The main researcher (LK) used the 

framework to analyse other transcripts and supplemented the 

framework with additional themes and subthemes. Constant 

discussions with the assisting researcher (LB) were held to 

improve reproducibility of the analysis. The third researcher 

(HB) was approached when questions arose or when revision 

of the code tree was needed. After six interviews no new 

themes emerged from the data analysis, indicating data 

saturation was achieved. During the coding process the 

researchers used MAXQDA Analytics Pro 2020. 

After finalising the code tree and final formulation of 

the qualitative results, additions were made based on the open 

questions from the questionnaire. Open questions were 

analysed and sorted in Microsoft Excel. The code tree was 

supplemented with additional subthemes if necessary, that were 

translated to English since the surveys were conducted in the 

native language (Dutch). This was done to ensure data from the 

questionnaire was not left out from the analysis. As the 

interviews were in the native language (Dutch), translation of 

the emerged themes, subthemes and quotes to English was 

needed in agreement with official translators of the university 

in order to report the results. 

Results 

Participant characteristics 

Eleven CPs participated in this study after one withdrew 

from the training. General characteristics of the participants are 

presented in Table 2. All participants were women. 

The four levels of Kirkpatrick’s model  

The reporting of the results is structured according to the 

four levels of Kirkpatrick’s model. Table 3 shows an overview 

of the themes and subthemes. 

Level 1 Reaction of the CPs to the training 

Level 1 focused on participants’ overall reaction to the 

training. On the questionnaire level 1 was scored with a mean 

of 80.7 on a scale of 0–100. The three components of level 1 

were scored with a mean of 83.9 for ‘involvement with the 

training’, 80.6 for ‘relevance of the training’ and 78.1 for 

‘satisfaction of the participants with the training’. An extensive 

overview of the component scores and subscores are presented 

in Table 4. Themes formulated based on the analysis of the 

interviews and open questions are elaborated on below.

 

N Age 

(years) 

Education Function Organisation Active 

(years) 

as CP 

1 36-40 Higher Ed nurse  YHC nursea and CPb Municipal health service  <1 

2 60-65 Higher Ed nurse  Specialised YHC nurse 

and CP 

Hospital 3.5 

3 50-55 Higher Ed nurse Project leader local 

integrated care and CP 

Municipal health service  1 

4 26-30 Master in advanced nursing 

practice 

Specialised YHC nurse 

and CP 

Municipal health service  2 

5 40-45 Higher Ed nurse and lifestyle 

coach 

YHC nurse and CP Municipal health service  5 

6 26-30 Higher Ed nurse YHC nurse and CP Municipal health service  <1 

7 46-50 Higher Ed nurse YHC nurse and CP Municipal health service 1.5 

8 46-50 Higher and post-Higher Ed nurse  YHC nurse and CP Municipal health service  2 

9 26-30 Higher Ed nurse YHC nurse and CP Municipal health service  <1 

10 26-30 Higher Ed nurse YHC nurse and CP Municipal health service  1 

11 30-35 Higher Ed nurse  YHC nurse and CP Municipal health service  2 
aYHC nurse = Youth Health Care nurse; bCP = Coordinating professional 

Table 2: General characteristics respondents. 
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Level and theme Subtheme 

Level 1 Reaction of the CPs to the training 1.1 CPs experienced added value of the training 

1.2 Participants’ varied background 

1.3 Training initiates personal and professional growth 

1.4 Desired improvements and additions to the training 

Level 2 Learnings from the training 2.1 Knowledge 

2.2 Attitude 

2.3 Trust 

2.4 Commitment 

Level 3 Behaviour in practice 3.1 Starting CPs experiment with what they learned 

3.2 CPs’ experience determines how much they practise what 

they learned 

3.3 Local context and support from the organisation of the CP 

influences practice 

Level 4 Results of the training in practice 4.1 Expected results of practices 

4.2 First results in practice for the CP 

4.3 First results in practice for child and family 

4.4 First results in practice for integrated care partners 

4.5 First results in practice for the organisation 

 

Table 3: Overview of themes and subthemes. 

Level Component Statement* Minimum* Maximum* Mean* Total 

mean* 

Level 

mean* 

1 

Reaction 

Involvement Active involvement 

encouraged 

79.0 100.0 91.4 83.9 80.7 

  Training kept one’s interest 53.0 100.0 77.2   

  Felt involved in training 70.0 100.0 83.3   

 Relevance What is learned will help in 

practice 

65.0 100.0 78.9 80.6  

  Was stimulated to use new 

knowledge in practice 

55.0 100.0 81.1   

  What’s expected from the CP 

was clear 

65.0 100.0 83.1   

  Training connects with 

personal and professional 

development 

60.0 100.0 78.8   

  Training connects with daily 

practice 

70.0 100.0 81   

 Satisfaction Received useful information 

before start of the training 

40.0 95.0 75.1 78.1  

  Received useful information 

before the contact day 

64.0 100.0 79.9   

  Will recommend training to 

colleagues 

50.0 100.0 78.7   

  Satisfied with the training 50.0 100.0 78.6   

 

Table 4: Questionnaire findings level 1 ‘reaction’.

Level 1 Reactions 

CPs experienced added value of the training: The 

participants appreciated lectures of guest speakers and success 

stories of CPs that already worked within integrated care. They 

also enjoyed peer review sessions thanks to the small group 

sizes (max n=6), acquired tips and broadened information. All 

participants were positive about the two main teachers of the 

training, as they were always available, inspiring and 

motivating. Last, participants perceived added value of the 

overview of available tools, as this overview structured the 

integrated care and facilitated the process for the CPs. 

Participants’ varied background: The participating 

CPs differed in age, experience, educational background, 

organisation type and target group or age of the children they 

provide support and care to. Participants generally considered 

that these variations in background were informative and 

inspiring, as they could learn from the way CPs fulfilled their 
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role at different organisations. CPs with more experience 

preferred a like-minded group, mentioning that they often had 

to take the lead because their cases were used more often as 

examples. Some less experienced participants felt insecure 

when comparing their knowledge, skills and experience to 

others. 

‘There was one participant that had more experience, 

but I actually found that to be a good thing. She was also 

extremely open, which made me feel free to ask all kinds of 

questions.’ (CP 5) 

Training initiates personal and professional growth: 

CPs perceived improvement of skills such as coaching, 

leadership and communication following reflection sessions 

during the training. They developed awareness about their own 

(and others’) weight bias and stigma of childhood overweight 

and obesity, learning from guest speakers who talked about 

their experiences providing care to children with overweight 

and obesity. CPs indicated feeling more confident at the end of 

the training, mostly thanks to the gained knowledge. 

‘Prejudices, I have paid a lot of attention to that, you 

never really lose them. Because when I see one of those heavily 

overweight children walking down the street, you immediately 

become judgemental, you can’t escape it. And so you won’t feel 

guilty about it but just knowing that it’s there, and then put it 

aside, you try to clear it out of your mind …’ (CP 7) 

Desired improvements and additions to the training: 

According to the CPs the structure and content of the training 

should be improved and tailored to prior experience and 

knowledge of participants. Some aspects of the training were 

experienced as either superficial or too broadly explained. The 

CPs wished for in-depth information to broaden their 

knowledge. They also wanted more attention to cultural 

influences, culturally sensitive tools, groups in a lower social 

economic position, multi-problem circumstances of the 

families, complex case histories, and resistance from both the 

child and their families. Some suggested the training should 

focus less on coaching and reflection. Likewise, the link 

between theory and practice of providing support and care to 

children with overweight or obesity within integrated care was 

missed or introduced late. CPs would have liked to receive an 

overview of the tools earlier, as well as a clear description of 

their professional profile. 

 

‘First, I was really trying to figure out how I was going 

to get started, I would have very much liked to get more 

background and theory first … I really feel like I was flying 

solo, like my goodness how am I going to do this?’ (CP 2) 

Although CPs understood the limitations imposed by 

COVID-19, the online education was still experienced as 

difficult. Informal contact was missed, there was less 

interaction and participants were easily distracted.  

Level 2 Learnings 

Knowledge: The most important aspects CPs learned 

were background knowledge about adopting an open and 

coaching attitude, the national model, and learnings based on 

the experiences of other participants. CPs mentioned to 

perceive knowledge about available tools, coaching skills and 

the complexity of overweight and obesity thanks to what was 

learned in the training. 

Attitude: CPs indicated that the importance of 

practising the learned attitude (e.g., coaching and open attitude) 

related to an improved connection and relationship with 

children and families, for instance a deeper understanding of 

underlying problematics in families. Especially a non- 

judgemental attitude was considered of added value to practice. 

Trust: Most CPs mentioned they would gain more trust 

in practising what they learned if they felt able to experiment 

and were provided with suitable knowledge, skills and tools. 

They would also gain more trust within themselves in providing 

support and care if they received support from colleagues and 

if the preconditions for local integrated care were sufficiently 

organised. 

Commitment: Concerning commitment from the CPs, 

available tools such as the psychosocial and lifestyle 

assessment and the process steps as part of the national model 

were already being used by a few CPs (12, 17). Most CPs 

adopted a coaching attitude during the training. To stay 

committed and further practise what was learned, CPs need 

time to experiment, prepare consults and evaluate their working 

method. CPs wanted more commitment from local integrated 

care partners and improved implementation of local integrated 

care. 

 

 

Level Component Statement Minimum* Maximum* Mean* Total 

mean* 

Level 

mean* 

2 

Learning  

Knowledge Gained enough new knowledge 60.0 90.0 76.5 76.5 80.7 

 Attitude It is worth practising the 

learned attitude  

70.0 100.0 88.0 88.0  

 Trust Has confidence in practising 

what was learned 

70.0 100.0 77.9 75.1  

  Expects support to practise 

what was learned 

50.0 100.0 72.4   

 Commitment Determined to practise what 

was learned 

60.0 100.0 83.2 83.2  

Table 5: Questionnaire findings level 2 ‘knowledge’. 
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Level 3 Behaviour in practice 

Level 3 focused on how participants practised what they 

learned. Themes formulated based on the analysis of the 

interviews are elaborated on below. 

Starting CPs experiment with what they learned: 

Several CPs described practising what they learned from the 

training as trial-and-error. CPs indicated that sufficient 

preparation contributed to more beneficial consults with 

children and families, since more information could be 

obtained. To facilitate this practice CPs recommended using, 

for example, visual tools that helped explain the complexity of 

overweight and obesity, which is especially useful for families 

with low health literacy or language barriers. Attention needed 

to secure CPs’ knowledge could be achieved by means of 

follow-up sessions with peers, peer review sessions and on-the-

job training. Last, having faith in the integrated care and 

believing it pays off motivated CPs to practise what they 

learned. A few CPs did not (yet) have a clear view of the added 

value of the integrated care. 

‘I had come to terms with the fact that I had to learn, 

practise and experiment with things to find out what does or 

doesn’t work. If things weren’t going well, which was the case 

at first, then it was okay ... I would just have to make a new 

appointment, a new plan, and try again.’ (CP 2) 

 ‘We have very specific target groups here, and we have 

people that don’t do so well with a lot of written material. They 

are really happy to take with them something that is more 

visual.’ (CP 4) 

CPs’ experience determines how much they practise 

what they learned: The extent to which participants practised 

what they learned was determined by their experience and 

skills. For instance, insufficient experience as a YHC nurse 

made it difficult to practise. One CP followed the training right 

after having joined the YHC organisation, which made the start 

of the training difficult. Experience in a YHC organisation and 

with the target group was considered desirable due to the 

complexity of providing support to children with overweight 

and obesity and their families. Last, participants without prior 

experience with the role of CP felt more insecure. 

‘Of course, that depends a bit on experience, some 

people had not been working at youth healthcare services for 

that long, so they had not seen that many children and families. 

During the training I saw quite a few people with little 

experience …’ (CP 9) 

Local context and support from the organisation of 

the CP influences practice: Besides individual CPs’ 

experience, the extent to which they practised what they 

learned depended on the local context in which they fulfilled 

their role. CPs mentioned that when the local integrated care 

was not yet sufficiently constructed, cooperation between 

integrated care partners was difficult and tasks fell on the CP. 

An already-existing network in which partners know how to 

find each other was therefore considered essential. 

‘You hear that healthcare providers are sent to the 

training and have no idea what is expected of them. Then they 

come back to the practice and want to get started, but the 

network is not ready.’ (CP 9) 

‘The CPs obviously have to bring it into practice, but 

how things are organised at the municipality is in fact 

important.’ (CP 11) 

Support from the organisation, such as clear 

communication about expectations, sufficient time and a CPs’ 

task description appeared to be essential. This all benefited 

from the project leader (responsible for implementation of the 

local integrated care) having a background in the healthcare 

domain and being invested in creating commitment among 

integrated care partners. Last, to provide clarity about the CP’s 

role within the local context it was essential for CPs that 

colleagues within the organisation be aware of the CP’s role 

and accompanying tasks. Participants also wished for more 

colleagues to be educated in the CP role in the same 

organisation, as they wanted to share cases and responsibilities. 

‘It’s difficult that I am one of the few CPs in the 

municipality, my colleagues don’t always understand this. This 

makes everything even more burdensome. If on top of 

everything you have to defend yourself to your colleagues as to 

why you are doing something, at some point you just don’t feel 

like it anymore. I feel there is a considerable lack of support.’ 

(CP 5) 

Level 4 Results of the training in practice 

Level 4 focused on observed practical results of the 

training. On the questionnaire the component ‘believing in a 

positive impact when consequently practising what was 

learned’ was scored with a mean of 80.5. An extensive 

overview of the component scores based on the closed 

questions is presented in Table 6. Themes formulated based on 

the analysis of the interviews and open questions are elaborated 

on below. 

Expected results of practices: CPs expected first 

results to become visible after implementing what they learned, 

for instance families becoming more motivated and having a 

more open attitude. They hoped to reach more children and 

families and achieve successes with the target group. 

First results in practice for the CP: As first results of 

the practical implementation CPs gained awareness of the role 

they fulfil as part of integrated care, acquired self-confidence 

and dared to be vulnerable, were more reflective, and had more 

of a ‘feel’ for integrated care as their involvement in the local 

network grew. They empathised more with the children and 

their families thanks to the new experience and knowledge. 

They also developed a different attitude and new skills, such as 

supporting the child and family, prioritising their need for help, 

and setting small goals. CPs mentioned that coaching skills 

were practised during consults since conversations were started 

differently and CPs did not feel the need to fill up silences. 

‘Yes, I am noticing indeed that I engage in the 

conversations differently, that I am much more aware of the 

tendency to solve everything. And that I also call sensitive 

topics by their name and in the process dare to make myself 

vulnerable.’ (CP 2) 

First results in practice for child and family: CPs 

experienced positive reactions from families about the support 

received. First results for the child and their family were 

observed once CPs started practising what they learned during 

the training. For instance, consults yielded more in-depth 

information and families gained insights on nutrition, physical 

activity and behavioural change. Prioritising and paying 

attention to multi-problem circumstances of the families by 

providing support and referring to the right professional within 
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the network created the opportunity for families to work 

towards goals. CPs indicated making goals and plans jointly 

with the child and family, to make them feel in control of and 

responsible for the treatment plan. By setting small goals, the 

changes made appeared to be more sustainable for the child and 

family. 

‘If you look at the entire picture and all the factors, and 

listen really well to the mother and what she wants or what 

their need is. That is important, you see what’s going on at that 

moment.’ (CP 1) 

‘Parents have the idea that they’re doing it all 

themselves. And that is the nice thing about it, because it gives 

them confidence that it will all work out.’ (CP 5) 

‘You mainly take a look at what is going well, what are 

people willing and able to change?’ (CP 11) 

First results in practice for integrated care partners: 

A few CPs mentioned improved multidisciplinary 

collaboration and mutual contact between integrated care 

partners, as well as professionals inspiring each other. This was 

also considered favourable towards providing support and care 

for other diseases. CPs noted improved attention to the CP role 

and integrated care partners knew better what to expect from 

CPs. 

‘Everyone is active because the enthusiasm is 

contagious. If one person is involved, their co-worker will be 

more prone to think: what can we do? Lately we see everyone 

operating this way.’ (CP 9) 

However, first results in practice were not noticeable for 

every CP, as many mentioned that collaboration with integrated 

care partners was still insufficient. Some CPs were busy 

creating commitment amongst local integrated care partners: 

making contact was difficult, not every professional was aware 

of integrated care, and there was little to no local support. 

 ‘I have the impression that they don’t see me as CP, so 

every time I have to do it all over again, hello, this is what I do, 

think of me.’ (CP 7) 

First results in practice for the organisation: CPs had 

difficulty formulating the impact of their actions on the 

organisation, as they had not been practising long enough to 

notice an impact. A few CPs mentioned that more attention for 

integrated care was noticeable within the organisation. CPs 

stated that children were receiving appropriate support and 

care, as the care was being tailored to their needs and wishes. 

This created a better safety net for families and reduced the 

dropout risk. One CP indicated signalling overweight and 

obesity in children with other diseases, while heretofore she 

would neither identify nor discuss overweight or obesity in 

such cases. Most CPs saw a broad approach to diseases as 

promising, since more appropriate guidance can be offered if 

the professional takes a broader view of the child and family 

circumstances. Last, colleagues of the CP incorporated 

integrated care into their working method: they were for 

instance encouraged by the CP to take a broader view if they 

experienced difficulties in a case. 

‘I think that this approach can be used much more 

broadly, not only for children with overweight.’ (CP 1) 

 

Level Component Statement Minimum* Maximum* Mean* Level mean 

4 Results 

(predictive) 

Believing in a positive 

impact when 

subsequently practising 

what was learned 

Believes seeing positive 

impact when 

subsequently practising 

what was learned during 

the training 

70.0 100.0 80.5 80.5 

Table 6: Questionnaire findings level 4 ‘results’.

Discussion 

This study showed that the training contributed to 

improve perceived knowledge, skills and attitudes of 

coordinating professionals (CP), which is necessary to fulfil 

this critical role within integrated care for childhood 

overweight and obesity. CPs were satisfied with the training 

since it stimulated their professional and personal development. 

Their behaviour in practice varied and depended on the 

experience they had with the role of CP and the local context in 

which they fulfilled this role. First results were noted in 

practice: CPs improved their competencies and felt more able 

to fulfil their role, according to the CPs children and families 

were more open to and positive towards the CP, collaborations 

and contacts between integrated care partners improved, and 

more attention for the CP’s role was noted within organisations. 

Interpret findings 

Evaluation of levels 1 and 2 indicated that thanks to the 

training CPs gained more confidence in their role within 

integrated care for childhood overweight and obesity. The 

finding relates to literature suggesting that training in obesity 

care can improve the confidence of HCPs [35]. This might 

result from improved competencies learned in the training, 

such as knowledge, skills about and appropriate attitude 

towards children with overweight and obesity, as it is suggested 

that they enhance the confidence of HCPs managing obesity 

[7,36,37]. Since literature indicates that HCPs need to improve 

these competencies in order to deliver adequate obesity care 

[7,11,38-40], achieving such improvement is considered to be 

a favourable outcome of the training. The confidence of CPs 

seems to be influenced by their level of experience. For 

example, three CPs had less than one year experience in 

overweight and obesity care, which may explain why they 

encountered more difficulties and felt less confident during 

training and in practice. This suggests that it would be desirable 

for participants of the training to have sufficient experience in 

a YHC setting, either as a YHC nurse or as a CP. According to 

literature, having experience with or expertise in providing 

obesity care contributes to successfully manage obesity [41] 

and can improve the confidence of professionals [37,42]. 

Furthermore, the improved confidence of CPs can be 

associated with their perceived capability. Literature suggests 
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that confidence improves the capability of providing obesity 

care, yet this association can also be reversed, where capability 

improves confidence [7,37,43]. Perceived capability aligns 

with self-efficacy; in our understanding, self-efficacy refers to 

the perceived capability of CPs to successfully provide support 

and care to children with overweight and obesity [44]. Pattel et 

al. shows that training HCPs has a positive influence on the 

self-efficacy of their childhood obesity management skills [2]. 

However, the association between confidence and self-efficacy 

is complex; besides confidence, multiple factors may influence 

perceived self-efficacy – for instance, internal factors such as 

motivation, interest and self-esteem, or external factors such as 

resources, task complexity and task environment [45], which 

were not explored in this study. A variety of factors need to be 

considered to determine overall practices of CPs. 

We found that the degree to which CPs practised what 

they learned during the training depended on their experience 

and phase of implementation of the local integrated care (level 

3). Previous literature mentions lack of experience and 

deficient arrangement of local preconditions, such as 

insufficient collaboration between integrated care partners, as a 

barrier to implementing integrated care [16,46]. Moreover, it 

takes CPs time to familiarise themselves with the integrated 

care; this made experimenting in practice rather challenging. 

Insufficient local implementation might have influenced the 

experienced lack of time for participants to practise what they 

learned [16,38]. Last, literature mentioned that clear conditions 

for sufficient implementation are needed [16,38,46], which is 

in line with the findings of our study. During the training, the 

inclusion criteria were not strictly followed as participants had 

little experience or worked under conditions with insufficient 

local implementation. Although inadequately following the 

selection criteria led to perceived barriers, participants’ variety 

of backgrounds and organisations was experienced positively, 

as they mentioned they learned from the different experiences 

and contexts. 

The study results on all four levels show that CPs 

experienced their role as difficult and demanding. First, the 

complexity and multi-problem circumstances of the families 

might have contributed to this experience [7]. Second, the 

emphasis on a coaching attitude during the training might have 

played a role on experiencing difficulties, since some CPs were 

used to providing support and care instead of coordinating the 

care process. Third, CPs felt multi-problem cases were difficult 

to coordinate; more attention for the coordinating role would 

have enabled CPs to manage complex multi-problem cases. 

Fourth, many CPs did not have experience with all the process 

steps of integrated care as described in the national model. 

Fifth, for some CPs their role was new, and they needed time 

and support to fulfil their role properly. Some were the only CP 

in their municipality and did not experience support from 

colleagues – in fact, colleagues were not always aware of the 

CP role, which made CPs wish for a job description. Literature 

confirms the necessity to clearly elaborate on role and actions 

to be taken [38]. Most CPs fulfil their role besides regular YHC 

activities, hence the role of CP was also experienced as difficult 

as it was added on top of regular activities [7]. Last, it can be 

difficult for CPs to keep in touch with what they learned from 

the training. Incorporating on-the-job training and offering 

continuing education can help CPs maintain their newly 

developed competencies and remain confident in their role 

[7,28]. 

Strengths and Limitations 

One strength of this study is the use of Kirkpatrick’s   

model. The model fits the aim of this evaluation since it is 

theoretically substantiated, timeless and flexible, and by using 

all levels of the model it is possible to show first results of the 

training and its impact in practice. Although in theory the levels 

are strictly divided, we are aware that in the practice of the 

integrated care for children with overweight and obesity, the 

levels are more overlapping from the perspective of the CPs; 

this appeared during the data analysis. Another strength is the 

use of a mixed-methods approach, through which insights were 

obtained by both quantitative and qualitative methods [47]. The 

COREQ checklist was taken into consideration [33]; data 

saturation was achieved as no new themes emerged from the 

data analysis after six interviews; a member check was 

incorporated; and the study involved investigator triangulation, 

contributing to the intersubjectivity of the data analysis. 

One limitation of this study is that solely the perspective 

of CPs was explored. Other perspectives, like those of the 

organisation, integrated care partners, or children and families, 

were not taken into account. Since the CP role is rather unique 

in the context of the Dutch integrated care, the results of this 

study may not be generalizable to other contexts. COVID-19 

measures affected the frequency of consultations between CPs 

and children and their families, contributing to CPs’ limited 

time and opportunity to experiment; this might have influenced 

the results of the interviews. The questionnaire was sent out to 

respondents after the last day of the training, assuming the 

training was just finished. However, the days were spread over 

a period of approximately eight months; what participants 

learned from day one was probably already practised during the 

training days. Recall bias could also occur, based on the spread 

in time of the eight days of the training. 

Recommendations and implications for practice 

To optimise participants’ learning process it is 

recommended to divide the content of the training into ‘basic 

knowledge’ (with a focus on practising) and ‘in-depth 

knowledge’ (with a focus on reflection and personal and 

professional development). Basic knowledge can be 

implemented as a crash course divided over a shorter period to 

provide a better link between theory and practice, so 

participants can remain stimulated to practise what is learned. 

This can also act as an entry-level course for participants with 

less experience, ensuring that every CP can participate and 

enabling CPs to practise directly. An in-depth knowledge 

course can provide more depth and link to CPs’ practices, for 

example by providing more attention for the coordinating role 

of a CP. 

To optimise the transfer of learning to practice (and the 

subsequent outcome) it is recommended to tighten the selection 

procedure for the current form of the training, taking necessary 

conditions for participation into account. When developing the 

basic and in-depth knowledge course, additional selection 

criteria need to be formulated corresponding to the aim of the 
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training. To minimise possible barriers for following the 

training and practising what was learned, necessary and 

desirable conditions for participation in practice are 

recommended for the training in its current form, based on this 

study (Table 7). 

 

Necessary conditions for participation Desirable conditions for participation 

Experience within a YHC organisation.  Experience with the role of CP. 

Experience providing care to children with overweight and 

obesity.  

CP is convinced by the added value of the training 

and integrated care.  

Knowledge of the integrated care as described in the national 

model (28).  

Multiple CPs from the same municipality or 

organisation participate (offering opportunities to 

spar and decreasing vulnerability of CPs).  

A local network is already created. Assurance of knowledge: certainty that CP will 

remain involved in local integrated care for a longer 

period. 

Support within the organisation for the role of CP.  

Local preconditions are arranged (e.g., the presence of a 

project leader and sufficient time for the CP role). 

 

Clarity on what is expected of the CP.  

 

Table 7: Recommended necessary and desirable preconditions to participate in the training. 

Future research 

For future research, this study proposes demonstrating 

the value of the training to organisations and the CPs’ 

municipalities, and elaborating on experiences of children and 

families with integrated care and the CP. Future research is also 

needed to develop a training specifically designed for 

integrated care partners, such as general practitioners, 

paediatricians and paramedics, to enable them to fulfil their role 

in local integrated care. More timely evaluations and follow-

ups need to be held in order to monitor the training (for instance 

at the start, during and after the training) and adjust as needed, 

so the training can be matched with the needs of CPs and 

facilitate their provision of overweight and obesity care. Last, 

further research is recommended to examine whether the 

training can lead to more adequate overweight and obesity care 

and improved overall health outcomes of children and their 

families. In other care contexts, for instance care for other 

diseases or other target groups, a central care provider can have 

a crucial role as well. These integrated care contexts can be 

inspired by the process of evaluating this training that was 

specifically developed for CPs.   

Conclusions 

This study gained insight into the experiences of the CPs 

with the eight-day training for CPs on the support and care they 

provide to children with overweight and obesity and their 

families as part of Dutch integrated care. CPs were satisfied 

with the training since it stimulated their professional and 

personal development. CPs improved perceived knowledge 

about integrated care and its practice, skills for providing 

support and care to children with overweight and obesity, 

coaching attitudes, confidence and more trust and commitment 

towards local integrated care. For CPs to optimally practise 

what they learned during the training, preconditions for local 

integrated care need to be adequately arranged and 

implemented. Experience with the role of CP is useful and 

ensures CPs benefit more from the training. This evaluation 

offers guidance to clarify the value of the training for the CP’s 

organisation. It is necessary to focus on the local 

implementation of the integrated care, to optimise the training 

based on the results of this study and to provide CPs with 

adequate knowledge, skills, attitudes and tools to manage 

childhood overweight and obesity. 
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