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[bookmark: _Toc228442651]Background and history
[bookmark: _Toc228442652]History of the Child Measurement Programme for Wales (CMP)
School Health teams across Wales have routinely weighed and measured children in the reception year age-group for many years. This was done as part of a traditional ‘pre-school’ check. However, in August 2011 the Child Measurement Programme for Wales was established following directions[endnoteRef:1] issued by the Minister for Health and Social Services in the National Assembly for Wales. Prior to this a feasibility study for a standardised programme had been carried out in 2009.  The 2011/12 analysis (published in July 2013) was regarded as a ‘transitional year’ as the full standards and guidance governing the programme were not agreed until 2012. The programme was introduced under a steering group from 2011, replaced in 2014 by the Child Measurement Programme Advisory Group, which stood down once the programme was established. In recent years, representative stakeholders from the School Nursing leads in Wales and Health Board based Local Public Health teams have contributed to reviewing official statistics outputs, alongside formal feedback via surveys and a web-based comments function on the CMP dashboard. [1:  Directions to Local Health Boards in Wales and Public Health Wales National Health Service Trust (2011 No.14) [Online].  Available at: https://www.gov.wales/sites/default/files/publications/2019-07/directions-to-local-health-boards-in-wales-and-public-health-wales-national-health-service-trusts-2011-no-14.pdf   [Accessed March 2026]
] 


The 2009 feasibility study was carried out with children in both reception year and year 4. However, when the programme began in 2011/12 it was only implemented with reception year children. A further pilot study was carried out in 2013 (published in January 2015) exploring the possibility of extending the measurement programme to include Year 4 children. No decision on implementation of a second measurement has been made yet (Spring 2026).


[bookmark: _Toc228442653]Aim of the measurement programme
The aim of the programme as set out in 2011 is to 
“Describe population prevalence of underweight, overweight and obesity, at national and local authority levels. It will also allow anonymised population level information to be used for surveillance, research, monitoring or audit purposes and planning of health services[endnoteRef:2]”.  [2:  Public Health Wales. Child Measurement Programme for Wales: Project Initiation Document 
[Unpublished] 
] 

The programme is a population level surveillance programme and is not an individual level screening programme.







[bookmark: _Toc228442654]Programme Governance and Structure
[bookmark: _Toc228442655]Governance
The programme is governed by the Welsh Government’s Child Measurement Programme (Wales) Regulations[endnoteRef:3]. [3:  The Child Measurement Programme (Wales) Regulations (2011 No. 985 W.142) [Online] Available at: http://www.legislation.gov.uk/wsi/2011/985/contents/made 
] 

Data checking and analysis is carried out in line with national guidance[endnoteRef:4] from the Government Statistical Service on presenting official statistics.  [4:  Government Statistical Service “Writing about statistics” Writing about statistics – Government Analysis Function. ”  [Accessed March 2026]
] 


[bookmark: _Toc228442656]Delivery Structure
The CMP is delivered by the seven health boards in Wales, with Public Health Wales having responsibility for coordination, data-analysis and reporting. The CMP team meet with healthcare professionals in Public Health and School Nursing regularly throughout the year allowing communication of CMP results and receiving of stakeholder feedback respectively. The team also engage with Welsh Government representatives via several forums, including monthly School Nurses Leads meetings and bespoke ad hoc meetings or communication exchanges. The CMP lead has also engaged via the Healthy Weight: Healthy Wales governance structures and will continue to do so once the new structure is established.
There are several teams of professionals who have a part to play in the successful delivery of the programme. The CMP consists of a small central programme office within the Research, Data and Digital Directorate of Public Health Wales, with input from staff across the NHS in Wales. School Nursing teams in local health boards (LHBs) are responsible for communication with schools, parents and children, and for carrying out the measurements. Local child health records teams are responsible for ensuring all the information are entered onto the National Community Child Health Database (NCCHD). A pseudonymised download is prepared by Digital Health and Care Wales (DHCW).
The Public Health Wales analysis team receive the pseudonymised download and prepare the data for the annual data release, in conjunction with the CMP programme office. The lead Consultant in Public Health Medicine is responsible for overseeing a short report describing the data, and the process of production. 
The report and outputs are made available to the public on the Public Health Wales website as a pre-announced official statistics release. The summary, or key findings, of this report are published at the start of the report and are not repeated elsewhere within the report. The key findings are also published as Hyper Text Markup Language (HTML) on the website to support accessibility. The key findings section can also be considered as the executive summary. In addition to the key findings section, an interactive dashboard is also available on the CMP website. The dashboard provides users with access to the most recent data through interactive tables, charts and maps. 




[bookmark: _Toc228442657]Measurement Process
[bookmark: _Toc228442658]Eligibility
The results are included in the analysis if the child’s fifth birthday falls between the 1st September and 31st August of the year group being measured.

Some children are not measured because their parents choose to opt them out of the programme or because they are not present on either visit when the measurements are taking place. The measurements of some children may also be excluded from the analysis where no accurate measurement could be obtained. This can be for a variety of reasons; however, it is usually because the child is wearing a plaster cast or has a health reason which prevents them from standing up straight when being measured. Those children can still be weighed and measured along with the rest of their class, so they don’t feel excluded from the process.

[bookmark: _Toc228442659]Procedures
Parents of all children who are both resident in Wales and attending a reception class in school in Wales are contacted to let them know the measurements are planned and are given the opportunity to opt out. The leaflets are bilingual Welsh/English and are either delivered as hard copies or digital communication depending upon location. The requests for hard copies are reducing year on year as regions convert to digital communications. 
The Child Measurement Programme measurements are done in a standardised way, with the school nursing team members receiving training in taking the measurements. A training module is available to school nursing team members on the electronic staff record platform. The equipment used is standardised, maintained and calibrated. Measurements of weight and height are recorded by school nursing teams to the nearest 0.1kg and 0.1cm respectively to establish an accurate Body Mass Index (BMI) measurement.
Most schools are visited by the local school nursing team twice for the CMP during the school year. This is to catch up with children who were not present or not able to be measured during a first visit. 
Historically, the decision to send results letters to individual children’s parents and guardians was determined by clinical teams within the LHBs. Over time this led to variation in practice between LHBs. The School Nursing leads across Wales have now agreed a standardised letter that will be used across all LHBs that choose to send a letter. 
The report does not routinely provide recommendations. It is anticipated that the data reported here may be triangulated with other sources of data and information by Government, relevant organisations and individuals to help inform weight management policy and programmes.



[bookmark: _Toc228442660]Quality assurance
[bookmark: _Toc228442661]Quality assurance
The identified lead school nurse or deputy in each health board provide assurance on an annual basis on issues such as equipment calibration and staff training and that the standards and guidance are being adhered to. The assurance is provided in a form that is currently communicated via e-mail.

The Child Measurement Programme Standards and Guidelines are available on the CMP website in both Welsh and English. They contain information for local health teams including:
· how measurements should be carried out,
· how equipment used in taking the measurements should be maintained and calibrated,
· staff training,
· recording and communication of results,
· children not included in the programme,
· assurance and audit.



[bookmark: _Toc228442662]Participation 
Participation proportions are calculated as the proportion of children with a valid measurement out of the total number of eligible children. The number of eligible children is calculated using the National Community Child Health Database (NCCHD). Children may not be measured due to a range of reasons outlined above in the eligibility section. 

[bookmark: _Toc228442663]Weight classification
[bookmark: _Toc228442664]Classifying a child’s Body Mass Index (BMI) 
The prevalence categories used in the CMP in Wales are:
· with underweight:  BMI less than but not including the second centile,
· healthy weight:  BMI second centile up to but not including the 85th centile,
· healthy weight and underweight,
· with overweight but not obesity:  BMI 85th centile up to but not including the 95th centile,
· with overweight and obesity,
· with obesity:  95th centile and above.




The classification of children’s BMI differs from the classification of adult BMI. In children the BMI is categorised using variable thresholds that alter depending on a child’s sex and exact age, as growth patterns differ depending on these variables. Each child’s BMI is calculated and then assessed against a reference population or growth reference derived from the measurements of a large sample of children of the same age and sex. There are a number of different growth reference scales available, but for the CMP, the British 1990 growth reference (UK90) has been selected. The BMI is calculated using a method proposed by Keys[endnoteRef:5] et al. The reference scale is divided into 100 units known as centiles. [5:  Keys A. et al  Indices of relative weight and obesity J Chronic Dis 1972; 25:329-43
] 


Prevalence rates for each category are calculated using age and sex-specific BMI centiles, derived using the British 1990 growth reference (UK90) from a method proposed by Cole[endnoteRef:6] et al. Measurements which informed the UK90 were drawn from seven major studies of growth in the UK, and comprise measurements of over 30,000 children[endnoteRef:7] and young people between 33 weeks of gestation and age 23 years. One criticism[endnoteRef:8] of this growth reference is that measurements of only a small number of children from ethnic minority backgrounds were available in the studies and these were not included, although there are known variations in growth patterns between children from different ethnic groups. [6:  Cole T, Freeman JV, and Preece MA. Body mass index reference curves for the UK, 1990 Arch Dis Child 1995; 73: 25-9
]  [7:  Freeman JV et al.  Cross sectional stature and weight reference curves for the UK, 1990 Arch Dis Child 1995; 73: 17-24
]  [8:  Cole TJ et al. Establishing a standard definition for child overweight and obesity worldwide: international survey BMJ 2000; 320:1240. 
] 


Other growth references used internationally include those developed by the World Health Organization (WHO), Center for Disease Control in the USA (CDC) and the International Obesity Task Force (IOTF). Comparisons between obesity prevalence across populations should only be made if the same growth reference has been used, as they do differ. The National Obesity Observatory in England have published a useful guide[endnoteRef:9] which gives more information about each of the above growth references. [9:  National Obesity Observatory. A simple guide to classifying body mass index in children Oxford: NOO; 2011. Available at: https://khub.net/documents/31798783/32039025/A+simple+guide+to+classifying+body+mass+index+in+children/ced23256-6f8d-43c7-9f44-222e2beebf97?version=1.0 [Accessed March 2026]
] 


[bookmark: _Toc228442665]Epidemiological versus clinical thresholds
Different thresholds are used for clinical purposes rather than population surveillance purposes.  NICE recommend[endnoteRef:10] clinical interventions for children with a BMI on or above the 91st centile (rather than the 85th centile) as this is the threshold for obesity in clinical settings. Data on the clinical thresholds will also be provided by the CMP to assist health boards and local government in planning services. [10: 10 National Institute for Health and Clinical Excellence. Obesity and obesity management. NG246. NICE; 2025,  Available at: Overview | Overweight and obesity management | Guidance | NICE  [Accessed March 2026]
] 





[bookmark: _Toc228442666]

Data and analysis
[bookmark: _Toc228442667]How are results analysed?
Information in the annual release is currently presented at a national, health board, local authority and primary care cluster level. Before the Covid-19 pandemic five-year aggregated data were also reported at MSOA level. However, until we have sufficient post-pandemic years to report at MSOA level data have been reported at the larger Primary Care Cluster geography level. Following stakeholder feedback, we intend to continue primary care cluster level reporting, and also to return to reporting at MSOA level once we have five continuous years of data. 
Results are expressed as the prevalence of children within each BMI category. Prevalence is calculated using the age and sex-specific body mass index (BMI) centiles calculated using the British 1990 growth reference (UK90). BMI was calculated using a method proposed by Keys et al (1972). 
Comparisons are then made looking at time periods; where children live; their sex; ethnicity; and place based deprivation. Every few years information will be analysed based on whether a child lives in an urban or rural area based on Office for National Statistics (ONS) classifications[endnoteRef:11].  Statistical significance is assessed using 95% confidence intervals (CIs).  [11:  Bibby, P. Brindley,P. (2013) “Urban and Rural Area Definitions for Policy Purposes in England and Wales: Methodology (v1.0)” Government Statistical Service 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/239477/RUC11methodologypaperaug_28_Aug.pdf  [Accessed March 2026]     
] 


[bookmark: _Toc228442668]Which records are included?
Records are included in the programme if they meet all of the following criteria:
· the location of residence can be determined,
· the child is resident in Wales,
· the school is located in Wales (and not an excluded school),
· they were born in the correct time period relevant for the report,
· the child’s sex is recorded.

Eligible records are included in the number measured, if they meet all of the following criteria:
· [bookmark: _Ref477358485]the height measurement is recorded and is not an implausible measurement[footnoteRef:1], [1:   In a very few cases it is apparent that human error results in the figures being entered into the wrong fields. Although it appears as if the height and weight measurements had been accidentally switched, there is no way to confirm this so these measurements are not included.] 

· the weight measurement is recorded and is not an implausible measurement,
· consent has not been withdrawn,
· the measurement was collected during the relevant academic year.

Where two measurements for the same child appear on the database, only the most recent is used.




Historical data are available for Wales as a whole, health board and local authority level from 2013/14 onwards. During the first year (2011/12) the programme was run the Child Measurement Programme standards and guidance were not in place. Therefore, results for that year are not included when trends are being assessed. There were insufficient data for a 2019/20 official statistics report and limited data reported for the 2020/21 and 2021/22 years, there remains a data gap within the past five years.
Due to historic change in the methodology of pseudonymisation in 2016, data before 2016/17 could not be updated for the rurality and deprivation breakdowns. 

[bookmark: _Toc228442669]Small number suppression
If the number of children in any one category is between one and four, the findings are suppressed to avoid the possibility of identifying individual children. This is because when information is released in detail there is the risk that individuals may be identified even though their names, addresses or dates of birth have been removed. This risk is exacerbated when two or more sources of data are compared, or the data are describing uncommon events. When the data describes events or information that only applies to very few people in the information set, or to people living in a small geographical area, people’s identities can be protected by adding in safeguards such as small number suppression.

For the most part this relates to children who are underweight or of low height. Suppression of related data are also performed where suppressed numbers could be derived from totals (secondary suppression). For the CMP this means that in order to avoid potentially identifying individual children in local authority, health board areas or MSOA/PCC, the information about children who are categorised as underweight is sometimes combined with children categorised as being of healthy weight.

[bookmark: _Toc228442670]Confidence intervals
The 95% confidence intervals are calculated using a method proposed by Wilson et al, 1927. The upper and lower confidence limits only consider eligible records. When looking at any statistical information it is important to assess the robustness of that information. It is important to assess whether any difference may be the result of a chance effect. Confidence intervals are indications of the natural variation that would be expected around proportion (e.g. percent with obesity) and they should be considered when assessing or interpreting that proportion. The size of the confidence interval depends upon the size of the sample being studied. Generally, rates based on small samples are likely to have wider confidence intervals. Conversely, rates based on large samples are likely to have narrow confidence intervals.




Comparing confidence intervals can provide a useful indication of whether two prevalence estimates may differ, although, this comparison does not constitute a formal statistical test of the difference between two proportions. Differences can be considered statistically significant when the 95% confidence intervals do not overlap. When 95% confidence intervals do overlap, it is not possible to rule out a statistically significant difference without conducting a formal statistical test.

[bookmark: _Toc228442671]Excluded schools
Schools were classified as excluded if they were a nursery, junior school, home tuition, self-tuition, tertiary college or secure unit. These records were removed from the analysis.

[bookmark: _Toc228442672]Analysis by deprivation
Deprivation is assessed using the Welsh Index of Multiple Deprivation (WIMD) which was last updated in 2025. The WIMD is the official measure of relative deprivation for small areas in Wales. This index is constructed by using a range of indicators to assign a deprivation rank to each of the 1,917 LSOAs in Wales. The WIMD is a way of identifying areas in the order of most to least deprived, but it does not provide a measure of the level of deprivation in an area, rather it ranks where an area is in relation to other areas in Wales. Because the WIMD is constructed specifically for Wales, it is also not possible to draw comparisons between areas in Wales and areas in the other UK countries who have their own deprivation measures. Furthermore, the WIMD is a place-based measure and may not apply to an individual. For example, a wealthy individual may live in an area associated with higher levels of deprivation, and vice versa. When reporting data for Wales overall, national deprivation fifths are used. When reporting data at health board level, local deprivation fifths are calculated separately within each health board. Therefore, local deprivation fifths from different health boards are not directly comparable.

Prevalence Ratios
Prevalence ratios are provided as a measure of relative inequality within a health board or at all Wales level.  Prevalence ratios are calculated by dividing the percentage of children with obesity in the most deprived area, by the percentage in the least deprived area. A larger prevalence ratio implies a larger inequality gap.

[bookmark: _Toc228442673]Ethnicity data
Ethnicity data reporting is restricted to all Wales level due to the small numbers in some categories and the presence of missing data. These data must be interpreted with caution as participation from ethnic groups will not be uniform across Wales due to variation in population demographics. Local teams should consider these results in the context of local knowledge of their 




population demographics. BMI cut-off thresholds have not been adjusted for different ethnic groups.

[bookmark: _Toc228442674]Primary Care Clusters level data
A Primary Care Cluster (PCC) is a collection of primary care providers. The area covered by a Primary Care Cluster is built from small geographical levels called Lower Super Output Areas (LSOA). These LSOAs have been mapped to the cluster where the highest number of residents are registered to a GP practice within the cluster. Clusters are subject to change and may not be directly comparable with previous CMP publications.  At PCC level it should be noted that these results are based upon one year of data collection only and numbers in some sub-categories are low.
The PCC thematic maps provided for each LHB on the accompanying data dashboard uses different proportion ranges for the colour categories. Therefore, these maps should not be compared between LHB regions.

[bookmark: _Toc228442675]Comparisons with other UK nations
England is the only other UK country which has a national, annual measurement programme measuring children in this age group with their National Child Measurement Programme (NCMP). This has been in place since 2006/7.  The same growth reference is used in England as is used in Wales (UK90) so comparisons can be made across the two countries for ‘with overweight’ and ‘with obesity’ categories. A second round of measurements are gathered in England from children aged 10/11 in year 6. 
Whilst both Scotland and Northern Ireland carry out an annual measurement programme for children neither are directly comparable with Wales due to differences in the ages of the children at time of measurement.

[bookmark: _Toc228442676]Historical data 
[bookmark: _Hlk220484152]Data have been refreshed to align with the Census 2021 geographies and the most recent classification lookups, which will result in differences from previously published figures. Figures can be compared to previous versions found in the historical reports and data available here. 
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