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Background
In early childhood (0–4 years), unhealthy lifestyle behav-
iours, such as poor dietary intake, limited physical activ-
ity, excessive screen time and insufficient sleep, have been 
associated with adverse health outcomes [1–7]. Over-
weight and obesity are among the most prominent mani-
festations of these unhealthy behaviours [8]. According 
to the WHO, 5.1% of all children under five were over-
weight or obese in 2020 [9]. In the Netherlands, the prev-
alence of overweight (including obesity) in children aged 
2–9 years was 15.5% in 2021; the prevalence of obesity 
was 4.8% [10]. These prevalence rates illustrate the large 
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Abstract
Background Youth healthcare has an important role in promoting a healthy lifestyle in young children in order 
to prevent lifestyle-related health problems. To aid youth healthcare in this task, a new lifestyle screening tool will 
be developed. The aim of this study was to explore how youth healthcare professionals (YHCP) could best support 
parents in improving their children’s lifestyle using a new lifestyle screening tool for young children.

Methods We conducted four and seven focus groups among parents (N = 25) and YHCP (N = 25), respectively. Two 
main topics were addressed: the experiences with current practice of youth healthcare regarding lifestyle in young 
children, and the requirements for the lifestyle screening tool to be developed. The focus groups were recorded, 
transcribed verbatim and analysed using an inductive approach.

Results Both parents and YHCP indicated that young children’s lifestyles are often discussed during youth healthcare 
appointments. While parents felt that this discussion could be more in-depth, YHCP mainly needed clues to continue 
the discussion. According to parents and YHCP, a new lifestyle screening tool for young children should be easy to 
use, take little time and provide courses of action. Moreover, it should be attractive to complete and align with the 
family concerned.

Conclusions According to parents and YHCP, a new lifestyle screening tool for young children could be useful to 
discuss specific lifestyle topics in more detail and to provide targeted advice.
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scale of current lifestyle behaviour problems. As lifestyle 
habits are formed early in life and may persist over time, 
lifestyle interventions in the early years hold the greatest 
potential for long-term health benefits [11, 12].

In the Netherlands, preventive youth healthcare is 
a free service that aims to promote, protect and secure 
the health, growth and development of children up to 
the age of 18 [13]. From birth onwards, all children and 
their parents are offered regular consultations, vaccina-
tions and counselling at local child health clinics. Youth 
healthcare professionals (YHCP) work in multidisci-
plinary teams and can refer to specialized care when 
needed. Among the core activities of YHCP is screening, 
for example for unhealthy lifestyle behaviour. By identify-
ing unhealthy lifestyle behaviour in children, YHCP can 
provide targeted advice to parents to help them improve 
their children’s lifestyles. As up to 95% of young children 
are reached by Dutch youth healthcare, this provides an 
excellent setting for lifestyle improvement and preven-
tion of adverse lifestyle-related health consequences [14]. 
In practice, however, lifestyle screening in young chil-
dren appears to be complex and time-consuming, and no 
unambiguous screening method or tool is available.

In 2018, the Dutch Ministry of Health, Welfare and 
Sport published the National Prevention Agreement, 
which describes policies to tackle overweight, smoking 
and problematic alcohol use [15]. This agreement called 
for the development of a screening tool that would pro-
vide insight into the lifestyle of children aged 0–4 years 
and give parents practical support in mitigating the long-
term risks of an unhealthy lifestyle. In previous phases of 
the project, we studied existing lifestyle screening tools 
for children and examined bottlenecks and patterns life-
style behaviours in Dutch toddlers [16–18].

Linking to current work practices in youth healthcare 
and alignment with the needs and wishes of parents and 
YHCP may be critical to the ultimate success of the new 
lifestyle screening tool. To this end, we carried out a tar-
get group analysis before actually developing the new tool 
[19]. The aim of this paper is to describe (1) current prac-
tice of youth healthcare regarding lifestyle in young chil-
dren, and (2) the requirements for the lifestyle screening 
tool under development, according to parents and YHCP.

Methods
Study design
We conducted focus groups among parents of chil-
dren aged 0–6 years and YHCP working in Dutch youth 
healthcare. The use of focus groups allows for interac-
tion between participants, which may lead to additional 
insight into the topics discussed [20]. Prior to the focus 
groups, participants completed a questionnaire assessing 
general characteristics. For the parents, this concerned 
their age, sex, education level, country of birth, number 

of children and age of their children. From YHCP, their 
profession (youth physician or youth nurse) and the 
healthcare centre they were appointed at were obtained. 
This study is reported as indicated by the COREQ (COn-
solidated criteria for REporting Qualitative Research) 
Checklist (Additional File 1) [21].

Participants
Participants were recruited using convenience and pur-
posive sampling between April and October 2021. Par-
ents were able to sign up via a previously conducted 
survey that served as a first exploration of the topic of 
lifestyle among parents of young children. In addition, 
parent recruitment leaflets were posted at youth health-
care centres, nurseries and the Erasmus University 
Medical Centre. Personal networks of members of the 
research team were also contacted and snowball recruit-
ment occurred through parents who had signed up. The 
inclusion criteria for parents were: (1) having at least 
one child between the ages of 6 months and 6 years, and 
(2) being able to provide informed consent. There were 
no exclusion criteria. As data collection took place, we 
noticed that parents with lower educational attainment 
and parents with a migrant background were under-rep-
resented. A final recruitment attempt was therefore made 
through ‘parent contact persons’ at schools in Rotter-
dam, the Netherlands, with a relatively large population 
of low-educated families and families with a migration 
background.

YHCP (both youth physicians and youth nurses) work-
ing with children between the ages of 6 months and 6 
years were eligible for inclusion. They were recruited 
through the research team’s professional network and 
through JGZ Life!, an online current affairs program for 
professionals within youth healthcare.

Data collection
Data collection was performed in Dutch between June 
and November 2021 and took place for parents and 
YHCP separately. Participants could indicate their avail-
ability on predefined time slots. We tried to have between 
four and eight participants per focus group, but twice we 
accepted that there would be two participants in a focus 
group and once three. Due to COVID-19 measures, the 
first focus groups were held online via MS Teams. How-
ever, at the end of 2021, COVID-19 measures were loos-
ened and we were able to conduct the focus groups with 
lower-educated parents and parents with a migration 
background in dedicated parent rooms at their children’s 
schools. In addition to the information letter and writ-
ten informed consent, the focus group moderator briefly 
explained the study aims and participants verbally recon-
firmed their consent to audio recording, at the begin-
ning of each focus group. During the focus groups, at 
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least two members of the research team (CL (MD, PhD, 
extensive focus group experience), MdW (PhD, exten-
sive focus group experience), LSG (PhD, extensive focus 
group experience), and AK (MD), all female researchers) 
were present and field notes were taken. The ‘parent con-
tact persons’ were also present at the focus groups in the 
schools. We developed separate topic guides for parents 
and YHCP. The key questions for both parents and YHCP 
in this topic guide concerned: 1) the current practice of 
youth healthcare regarding young children’s lifestyle, and 
2) the requirements for the lifestyle screening tool under 
development. Prior to topic two, the moderator sum-
marized the main idea of the new lifestyle screening tool 
(i.e. asking parents questions regarding their children’s 
lifestyle preceding a youth healthcare visit, leading to tai-
lored advice). The lifestyle screening tool had not been 
mentioned to the participants before, in order to avoid 
narrowed data collection for the first topic. All partici-
pating parents received a gift card as a token of apprecia-
tion; YHCP received an attendance fee.

Data analysis
All audio recordings were transcribed verbatim. The 
transcripts were coded using NVivo software (QSR Inter-
national Pty Ltd. (2022) Nvivo (Release 1.7)) and analysed 
using an inductive thematic approach [22]. First, two 
researchers (AK and KK) openly coded two transcripts 
independently, one from parents and one from YHCP. 
These preliminary coding schemes were compared, 
refined and discussed with LSG until consensus about 
the axial coding framework was reached. Next, AK and 
KK coded the remaining transcripts. In consultation, new 
codes were added to the coding scheme and AK and KK 
checked the consistency of all coded transcripts. AK and 
LSG agreed that data saturation was achieved. Through 
a process of discussion, agreement was reached on over-
arching themes and key findings of the data. Descriptive 
characteristics of the study samples were summarized 
using Microsoft Excel 2016.

Results
Participant characteristics
Seven focus groups were held among parents and four 
among YHCP. The average durations were 58 and 56 min 
for parents and YHCP, respectively. The characteristics 
of participating parents and YHCP are given in Table 1. 
The average age of parents was 38.0 years (SD 4.4, range 
31–46) and the majority were female (96%). The mean 
number of children per parent was 2.6 (SD 1.7, range 
1–7). Most of the parents had been born in the Nether-
lands (64%) and had received a high level of education 
(44%). Five YHCP dropped out because the scheduled 
time did not suit them. Participating YHCP were pre-
dominantly female (96%). Most of them were working 
as a youth physician (68%) and the largest portion in the 
Western part of the Netherlands (48%).

Current practice of youth healthcare regarding young 
children’s lifestyle
Parents
Regarding the current practice of youth healthcare 
regarding young children’s lifestyles, the themes that 
arose were: (1) screening and discussing lifestyle, and 
(2) advising and informing. Parents stated that their 
child’s lifestyle is often discussed during youth healthcare 
appointments and that they appreciate this. The empha-
sis of the conversation is usually on nutrition, but the 
topics of physical activity and sleep are also commonly 
addressed. Parents value the open-ended, non-judgmen-
tal questions asked by YHCP to start the conversation. 
However, when asked to clarify their preferences, parents 
expressed that YHCP could ask more in-depth questions, 
such as how much the child is eating exactly or what the 
vegetable intake is like. According to the parents, this 
may provide YHCP with a better understanding of the 

Table 1 Characteristics of participating parents and YHCP
Parents (N = 25)

Age (years)a 38.0 (31–46)
Gender (%)
 Female 96
 Male 4
Number of children 2.6 (1–7)
Country of birth (%)
 The Netherlands 64
 Morocco 32
 Tunisia 4
Educational level (%)b

 Low 20
 Middle 36
 High 44

Youth health-
care profes-
sionals (N = 25)

Gender (%)
 Female 96
 Male 4
Profession (%)
 Youth physician 68
 Youth nurse 32
Region in the Netherlands (%)
 North 4
 East 28
 South 20
 West 48
Values are mean and range or percentages. aOne missing on age. bLow, primary 
education and pre-vocational secondary education; middle, higher secondary 
vocational education; high, higher professional education and university 
education
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situation from which to offer specific advice. It may also 
help to break down barriers that might prevent parents 
from sharing their concerns if only open-ended questions 
are asked.

Regarding parents’ preferences for screening and dis-
cussing lifestyle:

“If a child is growing well and following the curve, 
then it’s basically done. But you [the YHCP] could 
also zoom in on what they [the children] actually eat 
and what the fruit and vegetable intake is like.” Par-
ent #5.

Moreover, parents indicated that the lifestyle conver-
sation could be more in line with their needs and fam-
ily situation. Barriers to discussing lifestyle, according 
to parents, are the relatively few appointments offered 
by youth healthcare services and time constraints. Some 
parents put forward that not all YHCP were equally open 
to alternative ways of eating or upbringing.

Parents reported receiving advice and information 
about their child’s diet, physical activity and screen use. 
In general, parents were satisfied with the advice they 
received. However, the advice and information was also 
repeatedly perceived as not being very comprehensive 
and not giving enough guidance on what is healthy. As 
facilitators in informing about lifestyle by YHCP, parents 
reported explaining guidelines and advice and providing 
information material to take home.

With regard to the way information is given, parents 
prefer a coaching, non-strict conversation with a holistic 
perspective. The presence of older children in the family 
is a major obstacle in compliance with lifestyle advice for 
their young children. In the focus groups with parents 
with lower levels of education and migrant backgrounds, 
the grandparents’ views on a healthy lifestyle and a 
healthy weight were also noted as disturbing factor.

Regarding the perception of older family members as a 
barrier to complying with lifestyle advice:

“When I go on holiday to my family, they say: ‘Oh 
he is cute, but skinny, so sad’.” [when in fact he has a 
normal weight] Parent #13.

YHCP
For YHCP, the themes on the current practice of youth 
healthcare regarding young children’s lifestyles that 
arose: (1) screening and discussing lifestyle, and (2) advis-
ing and informing. YHCP indicated that the subject of 
lifestyle is discussed in the majority of appointments. 
Exceptions include appointments on indication, for 
example when vision or motor skills are examined only. 
When children are younger than one year old, lifestyle, 

particularly nutrition, is often addressed at the parent’s 
initiative. Parents may have questions themselves, and 
also expect talking about their child’s nutrition. After 
the first year of life, parents typically bring up the topic 
of nutrition only when they experience problems, such 
as the child not eating well or being a picky eater. YHCP 
stated that if parents do no mention lifestyle themselves, 
they will inquire about it as openly as possible.

Regarding the current method of screening and dis-
cussing lifestyle during a youth healthcare visit:

“Well, I basically just ask at every consultation: 
‘How is the diet?’. And then we talk about that.” 
YHCP #5.

In addition to nutrition, YHCP may discuss with parents 
their children’s physical activity, screen time, sleep, as 
well as family stressors, parenting and parental lifestyle. 
Sometimes this conversation is initiated on the basis of 
a child’s growth curve or specific items in the electronic 
health record, such as supplemental vitamin D intake. 
Several YHCP also mentioned that tools, such as a wait-
ing room poster that displays the number of sugar cubes 
in various sugar-sweetened beverages, frequently spark 
discussion. However, the demand-driven way of work-
ing within Dutch youth healthcare and time constraints 
make it sometimes challenging to discuss lifestyle with 
parents, especially when YHCP feel there are no “starting 
points”, such as unhealthy weight, for the conversation.

Regarding the absence of “starting points” to proceed 
with the conversation:

“So, when I ask ‘How is the diet?’, and the answer is 
‘Good’, yes, then it gets difficult. Because indeed, how 
much further should you ask? If I see a child having 
overweight or obesity, then I really have a starting 
point for a conversation, but when I see a child with 
a healthy weight who is developing well, yes… Then 
I’ll let it go, then I won’t ask any further questions. 
So, I’m probably missing a lot of things.” YHCP #7.

Regarding time constraints during consultations:

“You have several things to do and this [discussing 
lifestyle] is just a small part of it. In that respect, I 
believe I absolutely miss children who may have an 
unhealthy diet but are otherwise healthy-weighted. 
But because you just have 20 minutes and there are 
so many things you need to give attention to, that 
goes wrong sometimes.” YHCP #14.

Nevertheless, when YHCP notice “red flags”, such as 
abnormal growth or overweight, they probe further. 
While it is easier to start the conversation about lifestyle 



Page 5 of 9Krijger et al. BMC Health Services Research          (2024) 24:584 

in this case, YHCP find it more difficult to continue this 
conversation. Reasons for this are mainly parent-related: 
some parents may find the topic of lifestyle too sensitive, 
they may not be open to a conversation about it, or are 
unaware of the lifestyle recommendations for a specific 
age.

With regard to advising and informing parents about 
lifestyle of their children, YHCP indicated a list of facil-
itators and barriers. Above all, it was stated that advice 
or information given should be tailored to the family 
concerned. To facilitate this, YHCP reported that pro-
vided advice and information should be in line with the 
parents’ knowledge, skills, financial resources, environ-
ment, and culture. Additionally, using existing tools and 
information sources, such as flyers from the Dutch Nutri-
tion Centre, and offering feasible advice was considered 
helpful. Most barriers were related to these facilitators. 
In addition, the resistance of parents to advice was also 
raised as a major concern.

Regarding parental resistance to lifestyle advice:

“But here again, if parents notice that their child is 
overweight but refuse to do anything about it, it is 
better to ask parents again when they begin to worry 
about it. (.) However, it gives me mixed feelings, 
because the child has no choice. (.) So, I still find that 
very difficult.” YHCP #16.

Requirements for a new lifestyle screening tool
Parents
The requirements that emerged from the parents were 
divided into requirements for themselves and for their 
children (Table  2; Fig.  1). Six themes were identified in 
terms of requirements for the parents themselves: (1) 
usability, (2) time investment, (3) alignment with family, 
(4) visual attractiveness, (5) effectiveness, and (6) child 
privacy. Usability mainly concerned completing the tool 
at a suitable place (e.g. at home or waiting room) and in 
a practical way (digitally or on paper). Although opinions 
varied on the best place and method, parents agreed that 
the time investment should be minimal and certainly no 
longer than ten minutes. To align the lifestyle screen-
ing tool with the family, parents requested that the tool 
be tailored to the family’s needs and values in terms of 
socio-economic status, skills and family culture. Parents 
preferred a visually appealing tool that provides an over-
view of a child’s lifestyle.

Regarding effectiveness and visual attractiveness:

“And that’s why I thought of a spider web, because 
then you can show the relationship between the dif-
ferent elements, and as professional you can also 
say: ‘Hey, I’m noticing something here’.” Parent #2.

As for effectiveness, major concerns for parents were that 
the purpose of the tool should be clear to them and that 
YHCP act upon the answers parents provide. Moreover, 
the tool should mainly facilitate and support the con-
versation with the YHCP and not be strict and patron-
izing. While the higher-educated parents emphasized 
the importance of using the tool holistically and without 
judgment, the parents with a lower education and/or 
migration background indicated that they would prefer 
outcomes with more direction. The use of a traffic light 
system, for example, in which healthy behavior is marked 
green and less healthy behavior orange or red, would give 
them guidance and motivation to improve.

Regarding outcomes with a clear direction as part of 
the theme ‘effectiveness’:

“Of course! When I get a warning like ‘your child can 
do much better’ (…), you just do your best!” Parent 
#14.

Some parents mentioned that a tool would have been 
helpful before the age of one, whereas others stated that 
they had more questions during toddlerhood and such a 
tool would therefore be more effective from the age of 12 
months and older. Finally, parents considered it critical to 
ensure the safety of the data they would provide with the 
tool.

The requirement for the child comprised including rel-
evant topics in the tool. The parents suggested nutrition, 
physical activity and sleep as the most relevant topics. 
Screen time was not mentioned.

YHCP
YHCP devised requirements for the new lifestyle screen-
ing tool for themselves, for the parents, and for the chil-
dren (Table  2; Fig.  1). As for requirements for YHCP 
themselves, three themes were identified: (1) usability, 
(2) time investment, and (3) courses of action. Usability 
referred to several factors, including using the tool as a 
conversation aid, embedding it into the current work-
ing method and electronic health record, and utilizing 
existing tools and resources for providing advice and 
information. Regarding time investment, the most fre-
quently mentioned concern for YHCP themselves was 
that the instrument should not lead to time loss during 
the appointment. Lastly, the YHCP mentioned that the 
tool should offer them courses for action, for example by 
providing a score, offering cues for the conversation or 
contributing to counselling.

Regarding using the tool as a conversation aid:

“Could it be a starting point for the conversation you 
are already having anyway, but in a certain way, 
from that starting point?” YHCP #2.
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According to the YHCP, the requirements for the par-
ents were subdivided into: (1) usability, (2) alignment 
with family, (3) attractiveness, and (4) effectiveness. 
YHCP expressed that the tool should have high usability 
for parents too, for example by enabling quick and digi-
tal completion. In addition, the YHCP above all felt that 
a new lifestyle screening tool should align with the fam-
ily, particularly in terms of the parents’ needs, socio-eco-
nomic status, skills, and culture. Other requirements for 
parents for the tool included it being attractive, i.e. visu-
ally appealing and not too strict or patronizing, as well as 
being effective, for example by increasing parents’ knowl-
edge and awareness of their child’s lifestyle.

The overarching theme of the requirements for the chil-
dren according to YHCP was effectiveness. YHCP men-
tioned that a new lifestyle screening tool would be effective 
for children if it covers relevant topics and is used at appro-
priate ages. Healthy and unhealthy dietary intake and phys-
ical activity were most frequently mentioned as relevant 
topics, but screen time, sleep and smoking also emerged. 
YHCP agreed that a lifestyle screening tool should be 
applied before lifestyle patterns become ingrained, so for 
example at the age of one year, or even earlier.

Discussion
This study describes the experiences of current prac-
tice in Dutch youth healthcare regarding lifestyle in 
young children and the requirements for a new lifestyle 

screening tool according to parents and YHCP. A new 
lifestyle screening tool was considered desirable by both 
groups.

Parents reported that they were generally satisfied with 
the current practice in youth healthcare regarding the 
lifestyle of young children. They appreciated the open 
start to the lifestyle conversation, but required a more in-
depth approach from the YHCP, both in continuing the 
conversation and in providing advice and information. 
This finding is in line with Swedish research in which 
parents indicated the desire to receive more informa-
tion and advice regardless of their identified needs [23]. 
Parents in our study felt that this could be overcome by 
further questioning on specific lifestyle topics, and also 
by providing more explanation and background to the 
guidelines and advice, or by offering information materi-
als to take home. Asking specifically about the habitual 
quantity of fruit consumption or hours of screen time, 
for example, may not be in line with the demand-driven 
approach used in Dutch youth healthcare. A common 
conversation technique within this demand-driven meth-
odology starts from the parents’ concerns in order to 
actively engage them in the conversation [24]. This tech-
nique is based on the idea that care can then be tailored 
to parents’ needs and that parents will be more moti-
vated to make changes if they themselves perceive certain 
issues as problems. YHCP also experienced that some-
times they want to continue a conversation about lifestyle 

Table 2 Summarized requirements for a new lifestyle screening tool according to parents and YHCP
Parents’ views YHCP’ views

Target 
group

Themes Requirements Themes Requirements

Parents • Usability Tool completion at home or in waiting 
room; digitally or on paper

• Usability Quick and digital tool completion

• Time investment Completion takes no longer than ten 
minutes

• Alignment with 
family

Tool takes into account parental needs, 
socio-economic status, skills and culture

• Alignment with 
family

Tool takes into account parental needs, socio-
economic status, skills and culture

• Visual 
attractiveness

Visually appealing tool that provides an 
overview

• Attractiveness Visually appealing tool that is not strict or 
pedantic

• Effectiveness Tool purpose should be clear; YHCP 
should act upon answers given; tool 
should support an open conversation; 
tool application from age of one year

• Effectiveness Tool should increase parents’ knowledge and 
awareness

• Child privacy Data security should be ensured
Children • Relevant topics Nutrition, physical activity, sleep • Effectiveness Topics: healthy and unhealthy dietary intake, 

physical activity, screen time, sleep, smoking; 
tool application from age of one year or earlier

YHCP • Usability Tool should support conversation, be embed-
ded in current working method and electronic 
health record and use existing resources for 
providing advice and information

• Time investment Tool usage should not lead to time loss during 
appointment

• Courses of action Tool should offer a score or cues for the con-
versation or counselling
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with the parent, but they lack “starting points” or tools 
to do so. In their view, the demand-driven approach then 
conflicts with the need to work preventively. A lifestyle 
screening tool could address this concern by first asking 
an open-ended question about the parent’s perspective 
and then eliciting more specific information about cer-
tain lifestyle topics. In this way, both the parent and the 
YHCP are given a helping hand to guide and deepen the 
conversation, discuss topics that might not otherwise be 
covered, and allow the parent to get specific advice.

Although the nuance of the themes was slightly differ-
ent for parents and YHCP, we found considerable over-
lap between the requirements of both groups. Above all, 
for parents as well as YHCP, a new lifestyle screening tool 
for young children should be easy to use, take little time, 
and provide concrete courses of action. Furthermore, for 
parents, tool usage should align to the family in ques-
tion and be (visually) attractive to use. In our view, these 
requirements may also be relevant to other innovations 
within youth healthcare. Support that matches personal 
experiences, preferences and practices that is culturally 

sensitive was also expressed as a need in a Dutch study 
that examined parents’ perspectives regarding youth 
health care in the first two years [25]. For the lifestyle 
screening tool, for example, this could mean that the 
advice given by the YHCP takes into account the family’s 
food culture and financial resources. In another Dutch 
study on psychosocial and lifestyle assessment of child-
hood obesity, care professionals also stated that visual 
materials are helpful in conversations with parents [26].

Higher-educated parents and YHCP felt that screen-
ing tool outcomes should not be too judgmental, 
whereas parents from less educated or migrant back-
grounds needed more clarity in the answers given and 
were open to a more directive approach. As children of 
parents with lower education levels or migrant back-
grounds are more likely to have unhealthy lifestyles, 
there is more to be gained especially there [27, 28]. A 
‘traffic light’ system indicating healthy and unhealthier 
behavior, as suggested by these parents, may therefore 
be a useful, clarifying and effective feature of the new 
lifestyle screening tool.

Fig. 1 Overlapping and individual themes that emerged for parents, children and YHCP according to parents and YHCP
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While focus groups are used to gain in-depth knowl-
edge of people’s perceptions, beliefs and opinions about 
a particular (health) issue, they are also useful in identify-
ing the target population’s needs and wishes when devel-
oping innovations [29–31]. Although most of the findings 
of other focus group studies are specific to the innova-
tions, they all concluded that the use of focus groups 
supports the development itself and future acceptability 
[32–35].

Strengths and limitations
Strengths of this study include conducting focus groups 
with both stakeholder groups, namely parents and YHCP. 
This qualitative approach allowed for the collection of 
enhanced opinions and data from person-to-person 
interactions, as well as comparison of the two groups 
[20]. Our efforts to reach more parents with a lower edu-
cation level and non-Dutch background increased the 
transferability of our findings. Credibility was raised by 
the data being coded independently by two researchers. 
The use of convenience sampling in parent recruitment 
is a study limitation, which was partly due to COVID-
19 regulations in place at the time. COVID-19 regula-
tions also required most of the focus groups to take place 
online. While this may not have affected the data qual-
ity, face-to-face interviews may be preferable when dis-
cussing socially sensitive topics, such as lifestyle [36]. As 
most of the parents in our study had several children, we 
should be aware that the results may be different for first-
time parents. Lastly, the limited involvement of fathers, 
the lack of diversity of cultural backgrounds and the limi-
tation to Dutch-speaking parents should be taken into 
account when interpreting the results in the context of 
the Netherlands as a whole.

Conclusions
Young children’s lifestyles are often discussed during 
youth healthcare appointments. While parents felt that 
these conversations could be more in-depth, YHCP 
needed resources to carry on the conversation. A lifestyle 
screening tool may be able to respond to these desires. 
According to parents and YHCP, this screening tool 
should be easy to use, take little time and offer courses 
of action. For parents in particular, the tool should be 
attractive to complete and align with the family in terms 
of parental needs, socio-economic status, skills and cul-
ture. These preferences need to be considered through-
out the development of the new lifestyle screening tool 
to increase its effectiveness, acceptability and value in 
improving the lifestyle of young children. To reach the 
group that would benefit most from lifestyle improve-
ments, i.e. families from lower socio-economic back-
grounds, it is crucial to specifically address their needs.
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