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Abstract

Background: Poor and variable implementation of childhood obesity prevention programmes reduces their
population impact and sustainability. We drew upon ethnographic work to develop a multi-level, theory-based
implementation optimisation intervention. This intervention aimed to promote parental enrolment and attendance
at HENRY (Health Exercise Nutrition for the Really Young), a UK community obesity prevention programme, by
changing behaviours of children’s centre and local authority stakeholders.

Methods: We evaluated the effectiveness of the implementation optimisation intervention on HENRY programme
enrolment and attendance over a 12-month implementation period in a cluster randomised controlled trial. We
randomised 20 local government authorities (with 126 children’s centres) to HENRY plus the implementation
optimisation intervention or to HENRY alone. Primary outcomes were (1) the proportion of centres enrolling at least
eight parents per programme and (2) the proportion of centres with a minimum of 75% of parents attending at
least five of eight sessions per programme. Trial analyses adjusted for stratification factors (pre-randomisation
implementation of HENRY, local authority size, deprivation) and allowed for cluster design. A parallel mixed-
methods process evaluation used qualitative interviews and routine monitoring to explain trial results.
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Results: Neither primary outcome differed significantly between groups; 17.8% of intervention centres and 18.0% of
control centres achieved the parent enrolment target (adjusted difference − 1.2%; 95% CI − 19.5%, 17.1%); 17.1% of
intervention centres and 13.9% of control centres achieved the attendance target (adjusted difference 1.2%; 95% CI
− 15.7%, 18.1%). Unexpectedly, the trial coincided with substantial national service restructuring, including centre
closures and reduced funds. Some commissioning and management teams stopped or reduced delivery of both
HENRY and the implementation optimisation intervention due to competing demands. Thus, at follow-up, HENRY
programmes were delivered to approximately half the number of parents compared to baseline (n = 433 vs. 881).

Conclusions: During a period in which services were reduced by external policies, this first definitive trial found no
evidence of effectiveness for an implementation optimisation intervention promoting parent enrolment to and
attendance at an obesity prevention programme.

Trial registration: ClinicalTrials.gov NCT02675699. Registered on 4 February 2016

Keywords: Community, Parent, Engagement, Enrolment, Attendance, Obesity

Introduction
Effectiveness evaluations indicate that investments in the
design and delivery of public health interventions such
as obesity prevention programmes are often not realised
[1–4]. Key explanations for disappointing outcomes
often concern low and variable implementation of public
health programmes, including failure to ensure that a
sufficient proportion of the target population partici-
pates (reach) and problems with the extent to which
participants receive and interact with programme com-
ponents (dose) [5]. Moreover, poor levels of enrolment
and attendance at group-delivered programmes substan-
tially undermine group dynamics and hence further
compromise effectiveness and threaten programme via-
bility [6–8]. Within group-delivered obesity prevention
programmes, poor parental reach and dose occurs in the
context of health inequalities and, in some cases, safe-
guarding concerns [9–11]. Low levels of service engage-
ment are associated with socioeconomic and cultural
factors and may indicate vulnerability, particularly in
single-parent families, those with social or financial
deprivation or families from ethnic minority groups [12].
Ideally, all new interventions would be developed and

evaluated with ‘downstream’ implementation consider-
ations in mind, to enable their translation from research
into practice settings. However, this consideration of fac-
tors that are important from an end user perspective is
not always done. It is therefore argued that evidentiary
research (early-phase evaluation and optimisation of
programmes) undertaken prior to the conduct of a
large-scale clinical trial allows implementation factors to
be addressed in advance, reducing financial waste and
preventing type II error [13]. In the case of childhood
obesity prevention programmes, where there is a lack of
evidence demonstrating an effect, evidentiary research is
much needed so that we can focus evaluation resources
on programmes that we know can be successfully imple-
mented in the real world to ensure their viability.

We developed and evaluated an intervention to optimise
the implementation of an existing pre-school obesity pre-
vention group programme, HENRY (Health, Exercise, Nu-
trition for the Really Young), prior to assessing the
feasibility of undertaking a randomised controlled trial of
its effectiveness in work which has been previously been
published [14, 15]. HENRY is an 8-week programme de-
livered to groups of parents of preschool children. It was
developed in 2006 with joint funds from the United King-
dom Department of Health and the former Department of
Children, Schools and Families (now the Department for
Education). It is commissioned and delivered nationally by
30–40 local authorities providing more than 150 pro-
grammes each year. Since it started, it has been delivered
to an estimated 24,500 families. It is delivered in commu-
nity settings, often by staff in children’s centres [16].
HENRY uses a responsive approach to provide practical
guidance and improve parenting skills aimed at enhancing
family lifestyle and children’s centre environments [17].
Despite some indications of the success of HENRY from
audit [16, 18] and qualitative evaluations [17, 19, 20], rou-
tine monitoring indicates that implementation targets are
often not met. Children’s centres rarely recruit the target
of eight parents per programme (average is six) and only
60% of parents on average attend at least five out of eight
sessions, thereby limiting programme reach and dose.
Thus, in order to optimise the implementation of HENRY
prior to assessing its effectiveness, enrolment and attend-
ance levels needed to be addressed.
We developed the HENRY implementation optimisation

intervention to promote programme attendance and en-
rolment. Development was informed by a focused ethno-
graphic exploration of barriers and levers to parental
enrolment and attendance in children’s centres delivering
HENRY [21]. This found that barriers to enrolment and
attendance mainly occurred at the organisational level,
whereby children’s centre practices influenced how
HENRY was perceived and experienced by parents. In
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addition, the extent to which local authorities prioritised
HENRY had knock-on effects on local implementation
and buy-in. The HENRY implementation optimisation
intervention therefore targeted multiple organisational
levels to support stakeholders, including local authority
commissioners, children’s centre managers and staff, to
promote enrolment and attendance. Our interdisciplinary
team drew upon evidence on effective methods for pro-
moting enrolment and attendance, the ethnography study
and collective experience to develop the intervention. This
is detailed elsewhere [22] and summarised below.
The Optimising Family Engagement in HENRY

(OFTEN) trial evaluated the effectiveness of the imple-
mentation optimisation intervention in promoting paren-
tal enrolment and attendance at HENRY. Recognising the
complexities of evaluating an intervention targeting mul-
tiple stakeholders during a period of national changes to
local authority and children’s centre funding, we also
undertook a comprehensive process evaluation to under-
stand the influence of such contextual factors on trial
findings. This paper reports both the trial findings and a
summary of process evaluation findings.

Methods
The implementation trial methods have been reported
previously [23] and are summarised below.

Aim
To determine the effectiveness of the optimisation inter-
vention applied to HENRY compared with standard
HENRY in regard to increasing parent enrolment in
HENRY programmes or reducing parent attrition within
HENRY programmes

Study design and participants
We conducted a two-arm, multi-centre, cluster rando-
mised controlled trial (cRCT) across 20 local authorities
in the UK. We compared the effects of the implementa-
tion optimisation intervention promoting parent enrol-
ment and attendance at the HENRY programme to
standard HENRY practice alone (Fig. 1). Although chil-
dren’s centres deliver HENRY, due to the multi-level na-
ture of the implementation optimisation intervention
aiming to change behaviours of both children’s centre
staff and local authority commissioners, we randomised
at the level of local authorities (i.e. clusters) to reduce
the likelihood of contamination between randomised
groups. The School of Medicine Research Committee at
the University of Leeds (MREC15-017) granted ethical
approval for the study.
We recruited local authorities and children’s centres

within them to the trial. Outcomes were obtained from
routine data from the HENRY central office on enrol-
ment, attendance and a proxy for parental compliance

(changes in fruit and vegetable intake from the start to
the end of the programme); thus, individual-level partici-
pant (i.e. parents) recruitment was not sought. For local
authorities to meet inclusion criteria, they already had to
be commissioning HENRY and consent for their centres
to be involved in the research. Additionally, HENRY
programmes had to be delivered by certified staff. Local
authorities planning to decommission the HENRY inter-
vention during the trial period were not eligible. Chil-
dren’s centres were eligible if they provided data for the
most recent HENRY programme delivered. Centres
which participated in ethnographic work to develop the
implementation optimisation intervention and those not
planning to deliver any HENRY programmes during the
trial period were excluded.

Randomisation and masking
Local authorities were randomised in a 1:1 allocation ratio
(HENRY + implementation optimisation intervention;
HENRY alone) by a statistician at the Clinical Trials Re-
search Unit (CTRU). An algorithm for covariate-
constrained randomisation was used [24] to achieve a bal-
anced allocation between the trial arms according to the
following pre-randomisation factors: local authority level
of parental engagement with HENRY (proportion of cen-
tres enrolling a minimum of eight parents per programme;
proportion of centres retaining at least 75% of parents for
a minimum of five out of eight sessions), proportion of
centres delivering at least one HENRY programme in
2016, size of local authority (number of children’s centres
participating with more or less than the median number
of centres per local authority) and area deprivation (pro-
portion of centres in the least and most deprived quintiles
as ranked by the 2015 Index of Multiple Deprivation at
the Lower Layer Super Output Area) [25].
Details of the optimisation were limited to a restricted

number of central HENRY staff to avoid contamination
(management team and named staff responsible for opti-
misation training). The central HENRY staff who were
responsible for collating and transferring data to the
CTRU were blinded to treatment allocation. It was not
possible to blind allocation within intervention sites
given the nature of the intervention. Families attending
HENRY are routinely informed at enrolment that the
programme uses data anonymously for research (website
and privacy notice); they were not explicitly informed
about the OFTEN trial or whether their local authority
was assigned to the optimisation intervention.

Procedures
Local authorities and their centres across the UK were
identified through an existing database of HENRY deliv-
ery sites and invited to take part by direct invitation
(posted or emailed by HENRY central office). An opt-
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Fig. 1 Study design
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out approach was used to promote efficiency and was
approved due to the low-risk nature of the trial and low
centre burden as outcomes were collected using routine
data. Centres could decline participation in the study
even if they were based within a consenting local author-
ity. However, centres within areas where the local au-
thority declined to take part in the trial were not eligible
to participate. At the time of recruitment, 32 local au-
thorities (317 children’s centres) in the UK ran the
programme.

HENRY alone (comparator)
Local authorities randomised to the HENRY alone arm
continued to deliver HENRY programmes as per standard
practice. HENRY is an 8-week programme delivered in
children’s centres and aims to provide parents with skills,
knowledge and confidence to support healthy behaviours
among their preschool children. The theoretical underpin-
ning combines evidenced-based models of behaviour
change, including the Family Partnership Model, motiv-
ational interviewing and solution-focused support. Stage 1
training is designed to equip centre staff with the know-
ledge and skills to promote and provide healthy nutrition
within early years settings and support parents to provide
healthy family lifestyles and nutrition for their families.
Stage 2 training supports practitioners to deliver the 8-
week HENRY programme to families. This stage aims to
build parents’ skills, knowledge and confidence to change
old habits; provide healthier nutrition for their young
children; and encourage healthier lifestyles [26, 27].
Programme content includes sessions on lifestyle and eat-
ing habits (e.g., family meals), balancing healthy meals and
snacks, child-appropriate portion sizes, parenting, physical
activity and emotional well-being.

HENRY plus implementation optimisation intervention
The HENRY plus implementation optimisation arm de-
livered HENRY as standard, in addition to receiving
components of the implementation optimisation inter-
vention (see below). The Behaviour Change Wheel
(BCW) framework [28] guided intervention development
and was informed by the focused ethnography study
[21], literature on promoting enrolment and attendance
(e.g. [29, 30]), and experience and expertise of the imple-
mentation intervention development team. The develop-
ment and final design of the intervention have been
reported in full elsewhere [22]. The ethnography study
[21] suggested that the starting point of an intervention
to promote enrolment and attendance should begin at
the organisational (local authority and children’s centre)
levels. Local authority commissioner buy-in had a ‘spill-
over’ effect on local implementation practices as it influ-
enced their level of resource allocated to HENRY deliv-
ery. This, in turn, influenced how centre managers

implemented HENRY; for example, the level to which
HENRY was promoted (e.g. via posters, leaflets and dis-
plays) in centres and the number of staff that received
training in HENRY. In centres not actively promoting
HENRY, parents were not aware that programmes were
running, limiting their opportunity to learn about and
enrol on the programme. In centres where staff were not
trained in the HENRY approach, their understanding of
the programme was limited, further limiting information
passed on to parents. Furthermore, centres seldom used
simple strategies such as peer recruitment (i.e. word of
mouth), yet it is known that parents are more likely to
attend programmes if they are recommended by some-
one they trust [31, 32]. Facilitator skills also appeared
important to promote enrolment and attendance,
consistent with wider literature [33, 34]. Hence, the im-
plementation optimisation intervention mainly aimed to
change the behaviours of these multiple stakeholders—
local authority commissioners, children’s centre man-
agers and staff, HENRY facilitators and previous partici-
pants of HENRY.
Using BCW guidance, the intervention development

team prioritised 11 target behaviours proposed to pro-
mote enrolment and attendance (Table 1). These in-
cluded encouraging managers to increase the HENRY
training provision for children’s centre staff and to initi-
ate a peer recruitment initiative in their centres
(whereby previous participants of HENRY would take an
active role in recruiting friends and family). Overarching
all centre-level target behaviours was the encouragement
of local commissioners to support managers in their per-
formance of centre-level behaviours by providing organ-
isational, social and financial support. In order for the
target behaviours to occur, the BCW framework offered
guidance on intervention functions and behaviour
change techniques to include in the intervention compo-
nents. This process is reported separately [22]. The six
intervention components that comprise the HENRY im-
plementation optimisation intervention are detailed in
Table 2 in line with guidance for intervention descrip-
tion reporting [41] and summarised here: (1) A local au-
thority commissioner report designed to provide
information to commissioners on how the HENRY
programme benefits families that attend through the
provision of parent-reported outcome data (e.g. changes
in family eating behaviours and fruit and vegetable in-
take). This intervention component aimed to promote
commissioner buy-in with HENRY and thus prioritise
efforts to promote enrolment and attendance. (2) A
commissioner overview leaflet designed to inform com-
missioners how suggested target behaviours were pro-
posed to increase enrolment and attendance, with the
aim of motivating them to support managers in their im-
plementation of them. (3) A manager dashboard report
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Table 1 Recommended strategies for promoting parent engagement with HENRY

Who What When Rationale Informed by Proposed outcome

1. Local
authority
commissioner

Support managers to
perform target behaviours

Ongoing
from the
start of the
intervention
period

Local authority support for
HENRY implementation
optimisation intervention is
likely to influence centre-
level practices

Ethnography study
findings and the
implementation science
literature (e.g. [35])

Manager performs target
behaviours influencing
enrolment and attendance

2. Children’s
centre
manager

Hold ‘taster’ sessions prior to
each HENRY programme
where parents can attend an
introductory session where
the programme and format
are explained

Prior to
each
delivered
HENRY
programme

Potential participants are
more likely to engage if
they have a greater
understanding of what the
programme entails

Experience of HENRY
personnel, ethnography
study finding
(observation) and the
literature (e.g. [36])

Parents have greater
understanding of what
HENRY is prior to enrolling
influencing enrolment
attendance

3. Children’s
centre
manager

Increase HENRY training
provision for centre staff

From the
start of the
intervention
period

Some children’s centre staff
lack knowledge of the
HENRY programme and
would benefit from training
on the HENRY approach

Ethnography study
(interviews and
observation),
experience of team
members and the
literature (e.g. [37])

Parents are provided with
accurate information on
what HENRY entails when
approached to attend,
influencing enrolment and
attendance

4. Children’s
centre
manager

[i] Hold HENRY programmes
regularly and [ii] plan HENRY
programmes far in advance

Ongoing
from the
start of the
intervention

Some HENRY programmes
are planned at short notice
which hinders recruitment
efforts

Ethnography study
(informal
conversations) and
experience of the
intervention
development team

HENRY delivery is
normalised and has greater
visibility in centres
influencing enrolment

5. Children’s
centre
manager

Promote HENRY widely in
centres using a range of
methods

Ongoing
from the
start of the
intervention

There is a general lack of
awareness of HENRY
among visiting parents

Ethnography study
(observations, informal
conversations and
parent focus groups)

More parents are aware that
HENRY programmes are
running influencing
enrolment

6. Children’s
centre
manager

Allow a mix of referred and
self-referred parents to enrol

Ongoing
from the
start of the
intervention

Delivering programmes to
a mix of parents (referred
and self-referred) reduces
barriers associated with
stigma and improves group
dynamics

Ethnography study
(interviews and
observations) and the
literature (e.g. [38])

Staff approach more parents
to attend and HENRY
programmes are de-
stigmatised influencing
enrolment
Group dynamics are
improved influencing
attendance

7. Children’s
centre
manager and
staff

Adopt a whole centre
approach to HENRY;
whereby [i] HENRY principles
are adopted in other
programmes and [ii] all staff
are involved in the
implementation of HENRY

Ongoing
from the
start of the
intervention

Adopting a whole centre
approach to HENRY
implementation achieves
better outcomes for
engagement

Ethnography study
(observations and
informal conversations)
and experience of the
intervention
development team

HENRY becomes more
normalised and de-
stigmatised in centres influ-
encing enrolment
Parents and staff have
greater understanding of
what programmes entail
influencing enrolment and
attendance

8. Children’s
centre staff

Promote HENRY accurately
to dispel myths and negative
perceptions

Ongoing
from the
start of the
intervention

Misconceptions around
what HENRY entails may
deter people from
engaging

Ethnography study
(interviews,
observations, focus
group and informal
interviews)

Parents understand what
HENRY programme entails
and are not put off by
common misconceptions (e.g.
that HENRY is a healthy eating
programme) influencing
enrolment and attendance

9. HENRY
facilitators

Ensure parents feel
comfortable when attending
the session by [i] considering
characteristics of the parents
before they attend and [ii]
giving them enough time in
sessions for group discussion

During all
HENRY
programmes

The skills of facilitators are
known to influence
engagement

Ethnography study
(observation, focus
groups and interviews)
and the literature (e.g.
[5, 39])

Parents feel comfortable
attending (i.e. demonstrate
confidence to engage) the
session and form social
bonds with other members
of the group influencing
attendance

10. HENRY
facilitators

Follow up on all parents that
miss a session to encourage
continued attendance

During all
HENRY
programmes

Participants feel valued if
they are followed up after
missing a session

Ethnography study
(focus groups) and
experience of the
intervention
development team

Parents are motivated to
return to programme if a
session is missed influencing
attendance
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designed to provide regular feedback to managers during
follow-up on centre-level enrolment and attendance
levels along with summarising parental behaviour
change in order to persuade them to invest extra re-
sources into HENRY engagement. (4) A half-day man-
ager workshop introduced managers to the HENRY
implementation optimisation intervention along with the
target behaviours they were encouraged to perform, in-
cluding goal setting and problem solving activities. (5) A
HENRY facilitator refresher training session was de-
signed to inform facilitators how they might enhance the
participant experience to maintain attendance (e.g.
allowing adequate time for group discussions to support
the development of group bonds). In this session, facili-
tators were also asked to introduce the peer recruitment
initiative to parents attending HENRY, and (6) existing
HENRY promotional material (posters and leaflets) were
revised to provide accurate information on what HENRY
entailed and portray the holistic and inclusive nature of
the programme.
HENRY national office was responsible for compiling

and disseminating the commissioner report, dashboard
report, overview leaflet and revised promotional material
to participating local authorities and centres. Trainers
from the HENRY national office provided training to
local HENRY coordinators (who are responsible for co-
ordinating HENRY activities within their area, typically
with a background in public health delivery) on how to
deliver manager and facilitator workshops within their
areas. HENRY coordinators were responsible for coord-
inating and delivering manager workshops and facilitator
refresher training sessions.

Outcomes
As the intervention aimed to optimise the implemen-
tation of the HENRY programme prior to assessing
its effectiveness, outcome measures were selected that
reflected programme reach and dose received as these
were previously identified implementation barriers. All
local authorities which commission and deliver
HENRY routinely provide process data to the central
HENRY office for monitoring and quality assurance.
These data are collected by the local HENRY delivery

teams from parents at the start and end of each
HENRY programme. After quality assurance checks,
HENRY central office de-identified and shared these
data with the OFTEN trial team. Except for data col-
lected for the process evaluation, this trial only used
these routine HENRY data in analysis of the primary
and secondary outcomes.
Anonymised data that were transferred to the CTRU

for the trial included enrolment and attendance data for
programmes run pre-randomisation (baseline) and
follow-up (programmes run for a 12-month period after
training (6 months)) and anonymised parent-level data
(child gender, age, ethnicity, the number and age of chil-
dren under five in the home and questionnaire data
(below)). As different families attend each HENRY
programme, demographic characteristics differ between
programmes delivered at baseline and follow-up.

Primary
The multiple primary outcomes were (i) the proportion
of centres enrolling at least eight parents per programme
and (ii) the proportion of centres with at least 75% of
parents attending a minimum of five out of eight ses-
sions per programme. The HENRY implementation op-
timisation intervention was to be considered to be
effective if either the enrolment or retention goals were
met. Justification of this approach was considered at
length by the team and in discussion with the independ-
ent steering committee. Given that commissioners value
both enrolment and attendance [42], it was agreed that
improvements in either would be deemed effective (and
subsequent adjustment was made to the analysis to ac-
count for multiplicity).

Secondary
The pre-specified secondary outcomes were:

1. Parental compliance to the HENRY programme
(behaviour change) as measured via the proxy
measure: proportion of parents reporting an
increase of 0.5 in the daily frequency of
consumption of fruits and vegetables by children

Table 1 Recommended strategies for promoting parent engagement with HENRY (Continued)

Who What When Rationale Informed by Proposed outcome

11. Previous
HENRY
participants

Encourage friends and family
to engage with HENRY

Following
HENRY
programme
attendance

Parents are more likely to
attend a programme if they
know someone that has
attended before

Ethnography study
(interviews and focus
groups) and the
literature (e.g [33, 40])

More parents are
approached to enrol that
are not already engaged
with the centre and are
more likely to sign up as
they trust word of mouth
recommendation
influencing enrolment
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per programme, measured by the modified and
reduced Food Frequency questionnaire [43]

2. Proportion of children’s centres achieving all targets
for enrolment, attendance and parent behaviour
change

3. Longitudinal impact on enrolment and attrition
assessed in children’s centres which provide data
from more than one programme

Sample size
Power calculations for a fixed sample size were con-
ducted to examine the anticipated power for various
intervention effects, in each of the primary outcomes
and adjusting for multiplicity (see Additional Table 1 for
scenarios). We assumed 25% of the 32 local authorities
delivering HENRY would be ineligible or would opt out
of the trial, leaving 24 local authorities (12 per arm).

Table 2 Components of the HENRY implementation optimisation intervention

Intervention
component

Description Recipient Procedure When

1 HENRY
outcome
report

Data provided to local authority
commissioners on how HENRY benefits
families that attend to motivate them to
support managers in their performance
of target behaviours
Reported outcomes include enrolment
and attendance and parent-reported be-
haviour change (e.g. changes to parent-
ing efficacy and family eating
behaviours)

Local
authority
commissioners

Data compiled by HENRY central team
who produced and circulated the
report to commissioners via email

Post-randomisation and
after delivered HENRY
programme (usually
delivered in line with school
terms)

Commissioner
overview
leaflet

Leaflet provided to local authority
commissioners to persuade them to
support managers in their performance
of target behaviours
The leaflet includes a description of
centre-level target behaviours and their
proposed influence on enrolment and
attendance

Local
authority
commissioners

Circulated by central HENRY team to
commissioners via email

Post-randomisation

Dashboard
report

One page report circulated to managers
to persuade them to perform target
behaviours
Report includes feedback on how many
parents enrolled and attended the
previous HENRY programme and the
outcomes achieved by families that
attended (e.g. changes to parenting
efficacy and family eating behaviours)

Children’s
centre
managers

Data compiled by HENRY central team
who circulated reports to HENRY
coordinators via email who were
responsible for circulating to centre
managers

Post-randomisation and
after each delivered HENRY
programme

Manager
information
workshop

Interactive half-day group workshops for
managers delivered in each participating
area to learn about the benefits of per-
forming target behaviours along with
goal setting and problem solving activ-
ities to persuade and enable them to
perform them

Children’s
centre
managers

Local authority HENRY coordinators
delivered the workshops at a local
venue after receiving training from
central HENRY office

Post-randomisation

Facilitator
refresher
training

Interactive half-day group workshop de-
livered in each participating area for
HENRY facilitators to receive training on
how to perform target behaviours and
receive information on the expected
benefits of performing them. Facilitators
are also instructed to introduce ‘peer’ re-
cruitment to parents that attend HENRY
to encourage them to recruit their
friends and family

HENRY
facilitators

Local authority HENRY coordinators
delivered the workshops at a local
venue after receiving training from the
central HENRY office

Post-randomisation

Revised
promotional
material
(leaflets and
posters)

Existing HENRY promotional material
revised to more accurately portray what
the HENRY programme entails, including
a change to the tagline ‘Health, Exercise
and Nutrition for the Really Young’ to
‘Healthy Family, Happy Home’ to better
depict the holistic nature of the
programme

Children’s
centre staff
and potential
participants

Local authority HENRY coordinators
distributed promotional material to
centres to promote HENRY

Post-randomisation and
throughout the follow-up
period
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Based on data from previous HENRY programmes
(2014), we assumed an average of 6 children’s centres
per local authority, providing a total of 144 children’s
centres (72 per arm), an intra-cluster correlation coeffi-
cient (ICC) between 0.05 and 0.1, a coefficient of vari-
ation in cluster size of 0.54 and the following estimates
of the outcomes in the HENRY alone (standard practice)
sites: 55% of centres will enrol at least eight parents per
programme; 50% of centres will retain ≥75% of parents
attending five of eight sessions.
Thus, with the anticipated number of centres (24 local

authorities, 144 children’s centres), we expected to have
at least 80% power to detect meaningful improvements
in differences of 30% in the primary endpoints at the 5%
significance level if the ICC was as high as 0.1 or at least
90% power to detect the same differences if the ICC was
0.05. Applying a Bonferroni correction to adjust for
multiplicity arising from the analysis of multiple primary
endpoints (alpha = 2.5%) would allow detection of a dif-
ference of 32% (slightly larger than the minimum mean-
ingful improvement) in either of the primary endpoints
if the ICC was 0.1 with at least 80% power or if the ICC
was 0.05 with at least 90% power (see Additional Table 1
for scenarios).

Process evaluation methods
A nested theory-driven process evaluation was under-
taken alongside the trial. This approach uses an inter-
vention’s ‘theory of change’ or logic model as the basis
for evaluation by testing proposed assumptions that are
built into the programme. The aim of this approach is to
identify which assumptions do or do not hold to ensure
the evaluation accurately reflects which programme ac-
tivities are firmly connected to outcomes [44, 45]. As
such, the process evaluation was designed to (1) assess
whether the optimisation implementation intervention
was delivered as planned (implementation), (2) explore
whether change mechanisms proposed within the design
of intervention components were enacted following re-
ceipt of the intervention, (3) measure performance of
target behaviours and (4) explore the influence of con-
textual factors on the theory of change.
In this paper, we summarise the methods and results to

report on the delivery of the implementation intervention,
performance of target behaviours and key contextual fac-
tors which provide explanation of the trial result.

Process evaluation methods; delivery of implementation
intervention (dose delivered and fidelity of workshop
delivery)
The level of dose received of each intervention compo-
nent (commissioner report and leaflet, manager dash-
board report and promotional material) was monitored
per local authority using a distribution log (spreadsheet)

to record which areas received which components and
at which time points. These data were then summarised
for each local authority. Assessment of whether manager
and facilitator workshops were delivered in each local
authority was assessed via email communication be-
tween the research team and local authority coordina-
tors responsible for organising and delivering the
workshops. Fidelity of workshop delivery was measured
by using a workshop delivery checklist (completed by
the workshop deliverer) to record whether content spe-
cified within the session plan (including behaviour
change techniques) was delivered as planned. A re-
searcher attended a number of workshops where permit-
ted by the workshop deliverer and workshop attendees,
who also completed a workshop delivery checklist in
each workshop to validate self-report data.

Process evaluation methods; performance of target
behaviours
Due to the potential scale of the process evaluation com-
ponent and the number of target behaviours, perform-
ance of behaviours was assessed at the commissioner
and manager levels only, as these were the levels of the
intervention that were proposed to have the biggest im-
pact on parental enrolment and attendance [21]. Per-
formance of commissioner-level behaviour change
(providing support to managers in order for them to
perform target behaviours) was explored via qualitative
interview (as described below). At the manager level,
process data routinely collated by HENRY central office
was used to assess whether the following behaviours
were performed in intervention and control centres: de-
livery of taster sessions, enrolling a mix of referred and
self-referred participants, enrolling parents via peer sup-
port and increasing the number of HENRY programmes
delivered from baseline to follow-up. These data were
securely transferred to the CTRU at follow-up and han-
dled and summarised by the trial statistician to describe
the number of centres that performed each behaviour
per trial arm. As routine data were not available to
measure performance of all target behaviours at the
manager level, a pre- and post-questionnaire was de-
signed to measure whether the following practices chan-
ged from baseline to follow-up: the length of time
HENRY programmes were planned in advance, the
number of staff that attended HENRY training in the last
12 months, the way in which HENRY was promoted in
the centre and incorporation of a whole centre approach
of HENRY (e.g. the number and role of staff involved in
HENRY implementation). The questionnaire was based
on a self-assessment tool that is widely implemented in
early year’s settings in the USA to assess health and
well-being practices using Likert or numerical responses
(e.g. in the past 12 months, HENRY programmes were
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usually planned approximately: 1 month in advance, 3–
6 months in advance, 9–12 months in advance or longer
than 12months in advance) [46]. Questionnaire re-
sponses were compared from baseline to follow-up for
each respondent. Where the numerical value increased
from baseline to follow-up, it was assumed that the tar-
get behaviour had been performed by the children’s
centre manager. Where the value decreased or stayed
the same, it was assumed that the target behaviour had
not been performed. The number of children’s centres
performing the behaviour within each local authority
was summarised per local authority and trial arm.

Process evaluation methods; contextual factors
Interviews were held with commissioners and managers
from local authorities in both arms of the trials to ex-
plore contextual factors that may have influenced and
performance of target behaviours. A purposive sampling
method was used to identify which commissioners and
managers should be invited to take part in interviews.
The aim of the sampling frame was to ensure represen-
tation of local authorities and children’s centres where
participant engagement (HENRY enrolment and com-
pletion) had either increased, decreased or stayed the
same from baseline to follow-up. All interviews were
undertaken after the follow-up period to allow time for
stakeholders time to reflect on their experiences during
the trial. Written informed consent was received prior to
all interviews taking place. All interviews were audio re-
corded using an encrypted secure device. Following tran-
scription and checking of the data, the recordings were
deleted. Interview data were analysed using inductive
thematic analysis [47] whereby key words, phrases or
sections of data were assigned an ‘initial code’ which
reflected the content and nature of the data; for ex-
ample, ‘funding constraints’, ‘staff capacity’ or ‘value
placed on HENRY’. In the next stage, initial codes were
reviewed to identify patterns between the codes and to
group those that were similar, or discard those that were
redundant or irrelevant. Codes were combined into
themes that encapsulated overarching concepts. The
themes were then reviewed against the transcripts to en-
sure they provided a true reflection of the data and that
all participants’ perceptions and experiences were repre-
sented. A sub-section of data was second coded by a
member of the research team before the final themes
were agreed. Themes were then finalised and defined,
and the data within them compared, contrasted and
summarised.

Statistical analysis
Analyses based on intention-to-treat (ITT) were con-
ducted in SAS software version 9.4 (SAS Institute Inc.
Cary NC) according to a pre-specified analysis plan. To

adjust for two primary endpoints, a Bonferroni correc-
tion was applied and a two-sided significance level of
2.5% was used for each comparison, thereby preserving
the family-wise error rate of 5%. All other endpoints
were tested at the two-sided 5% significance level and no
adjustments for multiple comparisons were made.
Where centres ran more than one programme in the
trial follow-up period, data from the last programmes
delivered (most recent to analysis) in each centre were
used in the primary analysis.
Due to the small number of clusters, a two-stage

cluster-level analysis [40] of the primary outcomes was
performed, adjusting for stratification factors (pre-ran-
domisation levels of recruitment and attendance, pro-
portion of centres delivering at least one HENRY
programme in 2015, local authority size and area
deprivation) [40]. Firstly, logistic regression models ad-
justed for stratification factors, but ignoring clustering of
the data, were produced and residuals were summarised
by cluster. A t-test was then performed on the cluster-
level summaries of the covariate-adjusted residuals. If
the distribution of the cluster-level summaries was
skewed, the logarithm of the cluster-level summaries
was used. Secondary outcomes were analysed using the
same methods as the primary outcomes (with the excep-
tion of family eating behaviours and longitudinal impact
on enrolment and attendance). Where applicable, sec-
ondary outcome models adjusted for the stratification
factors, the change in the outcome at baseline (post-
programme–pre-programme for the pre-randomisation
programme) and the change in outcome at trial follow-
up (i.e. for parent compliance, the model adjusted for
the baseline change in parent-reported child intake of
fruits and vegetables and parent-reported child intake of
fruits and vegetables). ICCs were calculated using mixed
effects models adjusted for the stratification factors.
Missing item-level data was imputed for the self-efficacy
measure using the half rule because this was the only
continuous outcome measure where multiple items were
summed to calculate a total score [48]. Missing data
were not imputed for any other measures or for the pri-
mary outcomes [49]; if a children’s centre did not deliver
a HENRY programme during the trial (post-randomisa-
tion), they were still included in the analysis, under ITT,
and classified as not having met the enrolment or at-
tendance target.

Changes to methods after trial registration
A 6-month period for training of the implementation
optimisation intervention was added prior to the trial
12-month trial intervention delivery period in which
HENRY programmes were delivered at participating
children’s centres (extending the follow-up to 18months
post-randomisation). In addition, our original protocol
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stated that we would conduct a full cost-benefit analysis
of the optimisation intervention. However, subsequent
null trial findings indicated that this was not appropriate.
Instead, a discrete choice study [50] was conducted to
consider, more widely, what delivery elements of obesity
prevention programmes are most valued by commis-
sioners [42]. The sample size within the published proto-
col did not allow for analysis of two primary endpoints
and incorrectly included reference to a single composite
endpoint. This has been updated both in the text and in
Additional Table 1.

Results
Recruitment and participant flow
Local authorities
Figure 2 shows the flow of local authorities, children’s
centres and parents during the trial. Between 1 January
2016 and 30 March 2016, 37 local authorities, support-
ing 317 children’s centres, were screened for eligibility.
Ten (27%) local authorities no longer commissioned
HENRY and seven (19%) opted out. The remaining 20
(54%) local authorities (supporting 126 children’s cen-
tres) were recruited and randomised into either HENRY
+ optimisation intervention (n = 10) or HENRY alone (n
= 10). Pre-randomisation characteristics for local author-
ities were well balanced between the arms (Table 3).

Pre-randomisation data on HENRY programme attendees
Demographic characteristics for the 881 parents enrolled
into HENRY programmes pre-randomisation were gener-
ally balanced by arm although some imbalances in ethni-
city were evident (Table 4). There was a high volume of
individual-level routine data missing although this was
balanced between the arms: 24 children’s centres were un-
able to provide questionnaire data for their parents and
for centres which provided data, not all data were available
for some parents enrolled onto programmes. Reasons for
missing questionnaire data included invalid for processing
(n = 19), not returned to the central office (n = 3) and in-
correct measures used (n = 2). Where parent question-
naire data was available, most parents were female, aged
between 25 and 64 years and had heard about the HENRY
programme via professional referral (e.g. children’s centre
staff, health visitor, family support worker). Demographic
characteristics for local authorities are presented in Add-
itional Tables 2 to 6.

Implementation optimisation intervention delivery
Outcomes were assessed during the delivery of HENRY
programmes between 1 September 2016 and 30 August
2017. Fifty-two of 126 (41%) children’s centres (26
HENRY + optimisation; 26 HENRY alone) from seven-
teen (85%) local authorities delivered at least one
HENRY programme. Of the remaining seventy-four

children’s centres, 35 of 61 centres (57%) from one local
authority in the HENRY + optimisation intervention
group, and 39 of 65 children’s centres (60%) from two
local authorities in the HENRY alone arm, did not de-
liver a HENRY programme.
Seventy-four centres did not deliver HENRY predomin-

antly because local authorities scheduled a reduced num-
ber of programmes (for parents across the local authority
to attend) rather than scheduling delivery in every centre
(n = 25). Other reasons provided included the following:
HENRY programmes on hold due to ‘major restructuring’
or ‘upheaval in centres’ (n = 17), HENRY being scaled
down or de-commissioned (n = 7), lack of HENRY facilita-
tors in post (n = 4), limited resources (n = 3) or centre
closure (n = 3). Ten centres did not provide a reason and
five centres cancelled HENRY programmes due to low up-
take. No local authorities or children’s centres actively
withdrew from the trial.
Participant characteristics were broadly similar to

those observed pre-randomisation and similar quantities
of missing data were observed overall; however, parents
in the HENRY alone arm had less missing data com-
pared to the HENRY + optimisation intervention (Table
4). Demographic characteristics for local authorities are
presented in Additional Tables.

Primary outcomes
Post-randomisation primary outcomes did not differ sig-
nificantly between the groups: proportion of children’s
centres enrolling at least eight parents per programme
(adjusted risk difference = −1.2%, 95% CI = −19.5%,
17.1%, p = 0.886) and proportion of children’s centres
with at least 75% of parents attending 5/8 sessions per
programme (adjusted risk difference = 1.2%, 95% CI =
−15.7%, 18.1%, p = 0.881) (Table 5).

Secondary outcomes
There was little evidence of any intervention effects for
the secondary outcomes of change in fruit and vegetable
intake (proxy to compliance) and the composite out-
come including enrolment, attendance and compliance
(Additional Tables 12 and 13). Missing data was sub-
stantial for parent-reported secondary outcomes; rou-
tinely collected questionnaire data was available for 245
(56%) parents pre/post-programme (60% HENRY alone
vs. 53% HENRY + optimisation intervention) compared
to 881 (100%) of parents pre-randomisation.

Process evaluation
Delivery of implementation optimisation intervention
components
Delivery of the HENRY implementation optimisation
intervention components varied between local author-
ities and was delivered in full in just four out of the ten
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Fig. 2 CONSORT flow diagram
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local authorities which hindered its ability to instigate
behaviour change and hence promote parental engage-
ment. The commissioner overview leaflet was delivered
to all but one local authority but the commissioner out-
come report was delivered at the appropriate time points
in just three local authorities. Dashboard reports were
not delivered at the appropriate time points in any of
the local authorities. Manager workshops were delivered
in the specified format in four out of ten local author-
ities. Workshop delivery checklists were received from
four out of seven workshops reporting that two delivered
100% of the specified behaviour change techniques and
one delivered 78% but one local authority delivered only
40%. Facilitator workshops were delivered in the speci-
fied format in five local authorities: delivery checklists
were received from all workshops with all reporting that
100% of behaviour change techniques were delivered.
Uptake of the re-branded promotional material was
lower than expected, with just four local authorities
using the materials.

Implementation optimisation intervention behaviour
change
Target behaviours performed at the manager level were
measured via routine data on the delivery of taster session,
enrolling a mix of referred and self-referred parents, enrol-
ling via peer recruitment and increasing the number of
programme delivered per year. Data showed that some
target behaviours were performed in both intervention
and control centres (Table 6). With the exception of the
delivery taster sessions, the number of centres performing
target behaviours was similar between arms. As the num-
bers were small, no statistical analyses were performed.

Analysis was not performed to assess behaviour change
from pre-randomisation to follow-up, so it is possible that
some centres in both arms were already using the strat-
egies pre-randomisation. It was not possible to assess per-
formance of the remaining target behaviours (planning
programmes far in advance, provision of HENRY training,
promoting HENRY using a variety of methods, and adopt-
ing a whole centre approach of HENRY) due to the poor
return of questionnaire data. Potential relationships be-
tween adoption of the strategies and parent enrolment
and completion outcomes were explored but there was no
indication of a causal link.

Contextual factors
Seventeen interviews were conducted between May and
October 2018 with participants from intervention and
control arms which explored contextual factors; seven
from the HENRY alone arm (commissioners n = 3; man-
ager/centre representative n = 4) and ten from the inter-
vention arm (commissioners n = 3; manager/centre
representative n = 7). Qualitative analysis of interview
data highlighted three key contextual themes which pro-
vide explanation of the results: organisational change
and reduced funding, parent engagement efforts outside
of the study and the delivery of HENRY programmes. A
summary of these findings is presented by theme.

Organisational change and reduced funding The cuts
to funding brought on by austerity measures led to many
local authorities in England scaling back children’s
centre services, resulting in reduced budgets, the amal-
gamations of centres and job losses [51, 52]. The cut-
backs caused uncertainty among some managers around

Table 3 Local authority pre-randomisation characteristics by arm

HENRY alone
(n = 10)

HENRY + optimisation
intervention (n = 10)

Total
(n = 20)

Number of children’s centres 65 61 126

Proportion of children’s centres meeting the recruitment target of at least 8 parents per programme

Mean (SD) 0.5 (0.3) 0.6 (0.3) 0.5 (0.3)

Proportion of children’s centres meeting the attendance target of at least 75% parents attending 5/8 sessions per programme

Mean (SD) 0.5 (0.3) 0.5 (0.3) 0.5 (0.3)

Proportion of children’s centres running at least one HENRY programme in 2015

Mean (SD) 0.7 (0.3) 0.8 (0.3) 0.7 (0.3)

Size of local authority

Less than the median number of children’s centres per local authority 5 (50.0%) 5 (50.0%) 10 (50.0%)

More than the median number of children’s centres per local authority 5 (50.0%) 5 (50.0%) 10 (50.0%)

Proportion of children’s centres in the most deprived quintile

Mean (SD) 0.6 (0.4) 0.6 (0.3) 0.6 (0.3)

Proportion of children’s centres in the least deprived quintile

Mean (SD) 0.0 (0.1) 0.0 (0.1) 0.0 (0.1)
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whether their centre would remain open, and the types
of services that would be offered moving forward. This
problem was described by some managers as oversha-
dowing engagement with the study:

Looking at what was going on in the local authority
at the time, it probably wasn’t the best time for us
to be part of that study. Cos I know through kind of
the end of 2015-2016 they were just starting to get
rid of managers left, right and centre so unfortu-
nately I don’t think HENRY was probably top of
their radar if I’m completely honest. (HENRY + op-
timisation intervention manager)

Reduced capacity and funds were also reported by
some managers as barriers to delivering the recom-
mended engagement strategies such as taster sessions;
therefore, in some centres, behaviour change did not
occur that was proposed to promote engagement:

Yes taster sessions was something that we did talk
about, but we just didn’t have capacity to do really.
People just think “oh well it’s a taster session” but
actually it’s getting ready for that session, doing the
session, and looking at it afterwards and a lot of
planning and preparation you know has to go into”
(HENRY + optimisation intervention manager)

Furthermore, despite the aim of the intervention being
to increase enrolment and completion to HENRY, some
centres were not able to increase their programme cap-
acity due to renewed financial constraints on the num-
ber of crèche places available to support parents

Table 5 Primary outcomes: pre-randomisation proportions, outcome proportions and risk differences adjusted for stratification
factors

Pre-
randomisationa

(%)

Unadjusted model estimatesb Adjusted model estimatesbc

Outcome
(%)

RD (95% CI) p-
value

RD (95% CI) p-
value

ICC

Primary outcome 1: enrolment

HENRY alone (n = 10 local authorities) 50.0 18.0 −0.3 (−19.1,
18.6)

0.978 −1.2 (−19.5,
17.1)

0.886 0.136

HENRY + optimisation intervention (n = 10 local
authorities)

60.0 17.8

Primary outcome 2: attendance

HENRY alone (n = 10 local authorities) 50.0 13.9 3.1 (−13.3,
19.6)

0.695 1.2 (−15.7,
18.1)

0.881 <
0.001

HENRY + optimisation intervention (n = 10 local
authorities)

50.0 17.1

aCalculation of outcomes used data provided for randomisation
bCalculation of outcomes used data from the most recently delivered HENRY programme during follow-up at 18 months post-randomisation
cVariables controlled for in the adjusted analyses were as follows: proportion of children’s centres recruiting at least 8 parents per programme at randomisation,
proportion of children’s centres retaining at least 75% of parents for a minimum of 5/8 sessions per programme at randomisation, proportion of children’s centres
running at least one HENRY programme in 2015, size of local authority and proportion of children’s centres in the least/most deprived quintile as ranked by the
2015 Index of Multiple Deprivation at the Lower Layer Super Output Area
Abbreviations: RD risk difference, CI confidence interval, ICC intra-cluster correlation coefficient

Table 6 Number of centres performing target behaviours that
were measurable using process data

Control N
(n = 26)

Intervention N
(n = 26)

Total N
(n = 52)

Delivery of taster session

Yes 5 14 19

No 20 9 29

Missing 1 3 4

Total 26 26 52

Mix of referred and self-referred parents

Yes 9 8 17

No 8 8 16

Missing 9 10 19

Total 26 26 52

Parents recruited via peer support

Yes 4 5 17

No 21 16 16

Missing 1 5 19

Total 26 26 52

Increased number of HENRY programmes delivered

Yes 7 7 14

No 19 19 38

Total 26 26 52
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attending HENRY. Although crèche limitations were
identified during the intervention development work, an
overarching aim of the intervention was to promote
local authority and manager buy-in with HENRY to sup-
port engagement efforts:

If you want more people in then you have to pro-
vide the crèche staff […] that’s always been probably
the most challenging aspect (HENRY + optimisation
intervention manager)

Parental engagement efforts outside of the study
During the study, centres in both trial arms still sought
to promote engagement with HENRY using initiatives
outside of the trial. This was a consequence of undertak-
ing pragmatic research in this setting, where despite tak-
ing part in a trial which aimed to test a specific set of
engagement strategies, participating centres routinely
continued to engage as many participants as possible to
HENRY to ensure value for money and make the best
use of resources. Therefore, centres from both trial arms
tried out strategies of their own. For example, some
managers and commissioners described how they under-
took pre-home visits prior to HENRY programmes to
promote engagement:

We’ve started home visits in the last couple of
years, and it varies on who we’ve got coming on
it but sometimes it is best to be able to go out
and do a home visit prior to the course so you
can see them in their own environment, and then
other times we’ve tried doing like a coffee morn-
ing but we’ve found the home visits more suc-
cessful than the coffee morning. (HENRY alone
commissioner)

In addition, quantitative data on the uptake of opti-
misation strategies showed that some centres in the
HENRY alone used engagement strategies that were
part of the intervention optimisation e.g. taster ses-
sions. This contamination may have been due to prior
relationships with the HENRY central team or attend-
ance at regional network meetings where the same
strategies for promoting engagement may have been
suggested either before or during the trial. Or
through centres using the same strategies with similar
programmes:

We do the taster session. That was from the chil-
dren’s centres saying it worked with other parenting
courses; like holding a pre session to like de-mystify
it so the parents weren’t scared. (HENRY alone
commissioner)

Delivery of HENRY programmes As described above, a
large proportion of centres from both trial arms did not
deliver a programme during the trial due to reasons such
as limited staff capacity. During interviews, managers
also described how local authority scheduling influenced
whether they delivered a programme in their centre:

We work as part of a cluster, we do one big cluster
timetable […] and we alternate between a nurturing
programme and HENRY, each site will do HENRY
one term and then they’ll do a nurturing the next
time (HENRY + optimisation intervention manager)

In addition, some managers perceived HENRY as be-
ing resource heavy in terms of planning and delivery and
were therefore put off from delivering programmes:

Because of the nature of HENRY and the amount of
planning and setting up, and reading, and the length
of it, it does impact on us as staffing because in chil-
dren’s centres, and you may well know we have very
limited staffing at any of our centres (HENRY alone
manager)

Moreover, the priority placed on HENRY itself was
mixed which may have influenced the priority placed on
engaging parents to the programme, as some managers
described how HENRY was just one programme on offer
among a variety of other services and initiatives:

Across the cluster we were following sort of the
new initiative of the ‘eat better start better’ guide-
lines, that was introduced a few years ago, so that
then became our focus more rather than HENRY
(HENRY + optimisation intervention manager)

Discussion
This trial, delivered at scale across 20 local government
areas of the UK, found no evidence that an implementa-
tion optimisation intervention improved parental
enrolment and attendance at an obesity prevention
programme. Previous studies have mostly evaluated in-
terventions directly aimed at parents, such as financial
incentives [39, 53, 54] and promotional strategies [55,
56], with only limited effects [55–57]. To our knowledge,
this is the only implementation optimisation interven-
tion aimed at changing behaviours across multiple or-
ganisational levels to promote parental enrolment and
attendance, recognising the necessity of infrastructure,
resources and skills to optimise enrolment and
attendance.
Our process evaluation highlighted how contextual

factors undermined the ability of sites to prioritise en-
gagement with the implementation optimisation
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intervention. These factors included reduced funding
and the associated reductions in service capacity, amal-
gamation of services, and threats to jobs. A similar trial
exploring the implementation of a fire injury prevention
intervention in children’s centres in 2012 reported simi-
lar results [58], with a nested qualitative study also de-
scribing that uncertainties surrounding the future of
children’s centres and imminent restructuring impeded
its implementation [59].
Given the complexity of this setting, research under-

taken in early years settings is inevitability challenging. It
remains plausible that bespoke or locally adapted inter-
ventions that are responsive to local context and collab-
oratively developed with stakeholders may achieve
greater implementation fidelity [21, 60] [52]. However,
given major cuts to children’s centre services during the
period of this study, where overall funding fell by 64%
from 2010 to 2018 [61], it seems unlikely that any inter-
vention would have had demonstrable effects.
The process evaluation sheds light on a potential lack

of engagement with the existing HENRY programme
due to limited capacity and resources to deliver the
programme. This resulted in a reduced priority on pro-
moting enrolment and attendance to the programme.
The priority placed on the delivery of HENRY pro-
grammes or similar may be influenced by stakeholder
perceptions of whether the programme can demonstrate
an effect [62], but these data are rarely available for pub-
lic health obesity prevention programmes delivered at
scale. In this study, we applied a novel approach to evi-
dence generation through the conduct of a comprehen-
sive early-phase (evidentiary) intervention enhancement
and evaluation [13] prior to testing the feasibility of
assessing the effectiveness of HENRY [15]. This is in
contrast to conventional implementation research, which
would usually be conducted following definitive rando-
mised evaluations to determine clinical effectiveness (in
this case, childhood obesity prevention). This novel ap-
proach ensures that factors which limit trial outcomes,
such as low adherence, are minimised prior to dedicat-
ing the resources required to conduct a large trial which
may identify no evidence of effectiveness, perhaps as a
result of poor compliance. As the HENRY implementa-
tion optimisation intervention was informed by an eth-
nography study (where existing HENRY engagement
practices were observed), the wider literature on pro-
moting enrolment and attendance, and the experience
and expertise of the intervention development team (in-
cluding stakeholders, such as a HENRY representative a
HENRY facilitator), it was anticipated that some target
behaviours would have been performed by control cen-
tres in line with usual practice or that other strategies
would have been used outside of target behaviours to
promote enrolment and attendance to HENRY. This was

mitigated in the study design by using randomisation
and baseline level of engagement as a stratification vari-
able. Participation bias was also considered and mini-
mised by the use of an opt-out approach to local
authority recruitment along with the inclusion of a di-
verse range of providers with varying baseline engage-
ment levels. As the implementation optimisation
intervention sought to persuade stakeholders to perform
a specific set of behaviours to promote enrolment and
attendance to HENRY, the number of centres perform-
ing target behaviours would be expected to be signifi-
cantly greater in the intervention arm. Thus, similarities
between the arms suggest that the intervention did not
instigate behaviour change as proposed. However, given
that the optimisation intervention could not be delivered
as planned given such an unfavourable context, it is dif-
ficult to draw definitive conclusions on its effectiveness.
There remains a strong need for approaches to im-

prove engagement with public health programmes deliv-
ered in community settings to optimise their impact on
family and child outcomes [63, 64]. Programmes deliv-
ered in children’s centres offer the potential to reach
families living in the most deprived areas, highlighting
their potential as a public health delivery setting. How-
ever, programmes like HENRY and strategies to optimise
their implementation are unlikely to be viable in the ab-
sence of sufficient resources, management commitment
and organisational stability [65]. Ideally, practical imple-
mentation considerations need to be integrated during
the design phase of public health programmes and inter-
ventions to optimise their implementation to (ideally)
make them more robust and sustainable in unfavourable
fiscal and organisational climates. Having a good under-
standing of the setting is also critical. We developed our
approach based on an ethnography, including extensive
interviews and discussion with stakeholders (identifying
barriers and opportunities improved implementation of
interventions [21] followed by the use of a co-design ap-
proach for theory-based intervention development [22]).
However, we would recommend that future research
considers how to factor in how organisations can en-
hance levels of resilience to deal with unfavourable con-
texts, such as major restructuring of the way
organisations work or funding cuts.
This trial tested a novel implementation optimisation

intervention which was developed using a theoretical
framework, primary research in children’s centres, and
the wider literature on engagement methods. The use of
routine data to measure outcomes allowed for a greater
breadth of recruitment and minimised the commitment
required by intervention teams, particularly during a
time when capacity within local authorities and chil-
dren’s centres was already stretched. Process evaluation
shed light on the factors that likely hindered the impact
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of the intervention, particularly the impact of the
wider environmental changes in the setting which re-
sulted in a reduction in engagement in both the
intervention and control arms of the trial. Not only
does this contribute to the literature on engagement,
it also provides valuable lessons for undertaking re-
search within early years settings.
Although the failure of the trial to detect any impact

of the implementation intervention has been attributed
to poor intervention fidelity and contamination, we are
unable to confirm or deny its potential effectiveness even
under an assumption that fidelity was high. Despite the
robust intervention development and trial design, polit-
ical and austerity measures disrupted planned imple-
mentation beyond our control. Given that our primary
outcome data were parent engagement, missing data
from children’s centres were considered to indicate a
lack of engagement; thus, imputation was not appropri-
ate. While we met our recruitment target, this lack of
data inevitably reduced our statistical power and resulted
in wide variability. It is also possible that the disruptions
influenced the ability and priority of centres to collect
and share data. It is possible that more parents engaged
in the HENRY programme than were recorded. Further-
more, HENRY engagement initiatives occurring in con-
trol areas may have ‘diluted’ the intervention effects by
which parents attending centres in the control condition
received some of the recommended strategies which
may have influenced enrolment or completion. Our
process evaluation highlighted the difficulties in main-
taining a control condition in a pragmatic trial where
centres in both trial arms sought to enhance engagement
to HENRY to maximise value for money. Inviting cen-
tres that were HENRY naïve to participate in the trial
may have minimised the sharing of knowledge and ideas
on ways to promote engagement prior to the study.

Abbreviations
cRCT: Cluster randomised controlled trial; CTRU: Clinical Trials Research Unit;
OFTEN: Optimising Family EngagemenT in HENRY; ICC: Intra-cluster
correlation coefficient

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s13063-021-05757-w.

Additional file 1. Additional tables

Acknowledgements
We acknowledge our parent advisory team for their support in developing
the intervention and ongoing advice in study design and recruitment (Amal
Najlat, Chloe Anderson, Kelly Milner, Claire Donkin, Sarah Young, Terri Francis
and Rachael Baptista). We thank members of the trial steering committee
(TSC), including Professor Peymane Adab (TSC Chair, University of
Birmingham), Professor Alicia O’Cathain (mixed methods expert, University of
Sheffield), Professor Kelvin Jordan (statistical expertise, Keele University), Dr
Thomas Willis (behaviour change expertise, University of Leeds) and Amal
Najlat (parent representative). We are also grateful to the children’s centres

that permitted observations which support the intervention development
(anonymous). We acknowledge the optimisation intervention development
team for their significant contributions (Professor Pinki Sahota, Dr Maureen
Twiddy, Jackie Moores and Chloe Anderson). We thank the HENRY team for
their support in developing and delivering the intervention, providing data
and liaising with centres (Rebecca Nourse, Sian Livsey and Kim Roberts)

Authors’ contributions
MB and JS conceived the study. MB secured funding with support from JN, AJF,
JS, JB, RF and HR. WB, KR, JB and MB participated in the design of the
intervention and the development of the recruitment strategy. All authors
contributed to the design of the trial. BC, AJF, JB, MB, MC and SH advised on
the statistical design and sample size calculation and also developed the
recruitment strategy. ST led the economic evaluation design. All authors
contributed to the writing of the manuscript and prepared a draft manuscript.
All authors read and approved the final manuscript.

Funding
The trial was funded by the NIHR Trainees Coordinating Programme awarded
to the chief investigator (MB) (CDF-2014-07-052). The views expressed are those
of the authors and not necessarily those of the NHS, the NIHR or the
Department of Health.

Availability of data and materials
The data that support the findings of this study are available from HENRY
central office but restrictions apply to the availability of these data, which
were used under license for the current study, and so are not publicly
available. Data are however available from the authors upon reasonable
request and with permission of the HENRY central office.

Declarations

Ethics approval and consent to participate
The trial study was approved by the School of Medicine Research Ethics
Committee at the University of Leeds (MREC15-017).

Consent for publication
Not applicable

Competing interests
KR is the chief executive of HENRY, which may receive increased publicity
and consequent commissioning as a result of this research. KR was blinded
to treatment allocation and was excluded from steering committee
meetings. Involvement of KR was essential for the development of the
optimisation intervention under investigation (ensuring feasible approaches
were recommended and agreeing on related incurred costs). At the time of
the study, HR was supported by the NIHR Collaboration for Leadership in
Applied Health Research and Care (CLAHRC) North Thames at Barts Health
NHS Trust. The other authors declare that they have no competing interests.

Author details
1Department of Health Sciences and the Hull York Medical School, University
of York, YO105DD, York, UK. 2Clinical Trials Research Unit, Leeds Institute of
Clinical Trials Research, University of Leeds, Leeds LS2 9JT, UK. 3Departments
of Nutrition and Epidemiology, Gillings School of Public Health, University of
North Carolina, Chapel Hill, NC 27599, USA. 4HENRY Head Office, 8 Elm Place,
Old Witney Road, Eynsham OX29 4BD, UK. 5Academic Unit of Primary Care,
Institute of Health Sciences, University of Leeds, Leeds LS2 9JT, UK. 6London
School of Hygiene and Tropical Medicine, 15-17 Tavistock Place, London
WC1H 9SH, UK. 7Academic Unit of Health Economics, Leeds Institute of
Health Sciences, University of Leeds, Leeds LS2 9JT, UK. 8IRSS-IRES, Université
catholique de Louvain, B-1348 Louvain, La-Neuve, Belgium.

Received: 23 January 2021 Accepted: 25 October 2021

References
1. Leblanc ES, O'Connor E, Whitlock EP, Patnode CD, Kapka T. Effectiveness of

primary care-relevant treatments for obesity in adults: a systematic evidence
review for the U.S. Preventive Services Task Force. Ann Intern Med. 2011;
155(7):434–47. https://doi.org/10.7326/0003-4819-155-7-201110040-00006.

Bryant et al. Trials          (2021) 22:773 Page 19 of 21

https://doi.org/10.1186/s13063-021-05757-w
https://doi.org/10.1186/s13063-021-05757-w
https://doi.org/10.7326/0003-4819-155-7-201110040-00006


2. Loveman E, Frampton GK, Shepherd J, Picot J, Cooper K, Bryant J, et al. The
clinical effectiveness and cost-effectiveness of long-term weight
management schemes for adults: a systematic review. Health Technol
Assess (Winch Eng). 2011;15(2):1–182.

3. Summerbell CD, Ashton V, Campbell KJ, Edmunds L, Kelly S, Waters E.
Interventions for treating obesity in children. Cochrane Database Syst Rev.
2003;3:CD001872. https://doi.org/10.1002/14651858.CD001872.

4. Summerbell CD, Waters E, Edmunds LD, Kelly S, Brown T, Campbell KJ.
Interventions for preventing obesity in children. Cochrane Database Syst
Rev. 2005;3:CD001871. https://doi.org/10.1002/14651858.CD001871.pub2.

5. Steckler A, & Linnan, L. (Eds.). . Process evaluation for public health
interventions and research. San Francisco: Jossey-Bass/Wiley, editor; 2002.

6. Williams NA, Coday M, Somes G, Tylavsky FA, Richey PA, Hare M. Risk factors
for poor attendance in a family-based pediatric obesity intervention
program for young children. J Dev Behav Pediatr. 2010;31(9):705–12. https://
doi.org/10.1097/DBP.0b013e3181f17b1c.

7. Clarke AT, Marshall SA, Mautone JA, Soffer SL, Jones HA, Costigan TE, et al.
Parent attendance and homework adherence predict response to a family-
school intervention for children with ADHD. J Clin Child Adolesc Psychol,
American Psychological Association, Division 53. 2015;44(1):58–67.

8. Hillier F, Pedley C, Summerbell C. Evidence base for primary prevention of
obesity in children and adolescents. Bundesgesundheitsblatt
Gesundheitsforschung Gesundheitsschutz. 2011;54(3):259–64. https://doi.
org/10.1007/s00103-010-1227-4.

9. Mian ND. Little children with big worries: addressing the needs of young,
anxious children and the problem of parent engagement. Clin Child Fam
Psychol Rev. 2014;17(1):85–96. https://doi.org/10.1007/s10567-013-0152-0.

10. Reyno SM, McGrath PJ. Predictors of parent training efficacy for child
externalizing behavior problems--a meta-analytic review. J Child Psychol
Psychiatry. 2006;47(1):99–111. https://doi.org/10.1111/j.1469-7610.2005.01544.x.

11. Mah JW, Johnston C. Parental social cognitions: considerations in the
acceptability of and engagement in behavioral parent training. Clin Child Fam
Psychol Rev. 2008;11(4):218–36. https://doi.org/10.1007/s10567-008-0038-8.

12. Arai L, Stapley S, Roberts H. ‘Did not attends’ in children 0-10: a scoping
review. Child. 2014;40(6):797–805. https://doi.org/10.1111/cch.12111.

13. Stevens J, Taber DR, Murray DM, Ward DS. Advances and controversies in
the design of obesity prevention trials. Obesity (Silver Spring). 2007;15(9):
2163–70. https://doi.org/10.1038/oby.2007.257.

14. Bryant M, Burton W, Collinson M, Hartley S, Tubeuf S, Roberts K, et al. Cluster
randomised controlled feasibility study of HENRY: a community-based
intervention aimed at reducing obesity rates in preschool children. Pilot
Feasibility Stud. 2018;4(1):118. https://doi.org/10.1186/s40814-018-0309-1.

15. Bryant M, Collinson M, Burton W, Stamp E, Schofield H, Copsey B, et al. Cluster
randomised controlled feasibility study of HENRY: a community-based
intervention aimed at reducing obesity rates in preschool children. Pilot
Feasibility Stud. 2021;7(1):59. https://doi.org/10.1186/s40814-021-00798-z.

16. Willis TA, George J, Hunt C, Roberts KP, Evans CE, Brown RE, et al. Combating
child obesity: impact of HENRY on parenting and family lifestyle. Pediatr Obes.
2014;9(5):339–50. https://doi.org/10.1111/j.2047-6310.2013.00183.x.

17. Hunt C, Rudolf M. Tackling childhood obesity with HENRY: a handbook for
community practitioners. London: Unite/Community Practitioners’ and
Health Visitors’ Association; 2008.

18. Brown RE, Willis TA, Aspinall N, Candida H, George J, Rudolf MC. Preventing
child obesity: a long-term evaluation of the HENRY approach. Community
Pract. 2013;86(7):23–7.

19. Rudolf MC, Hunt C, George J, Hajibagheri K, Blair M. HENRY: development,
pilot and long-term evaluation of a programme to help practitioners work
more effectively with parents of babies and pre-school children to prevent
childhood obesity. Child. 2010;36(6):850–7. https://doi.org/10.1111/j.13
65-2214.2010.01116.x.

20. Willis TA, Potrata B, Hunt C, Rudolf MCJ. Training community practitioners to
work more effectively with parents to prevent childhood obesity: the
impact of HENRY upon Children’s Centres and their staff. J Hum Nutr Diet.
2012;25(5):460–8. https://doi.org/10.1111/j.1365-277X.2012.01247.x.

21. Burton W, Twiddy M, Sahota P, Brown J, Bryant M. Participant engagement
with a UK community-based preschool childhood obesity prevention
programme: a focused ethnography study. BMC Public Health. 2019;19(1):
1074. https://doi.org/10.1186/s12889-019-7410-0.

22. Burton W, Sahota P, Twiddy M, Brown J, Bryant M. The development of a
multilevel intervention to optimise participant engagement with an obesity

prevention programme delivered in UK children’s centres. Prev Sci. 2021;
22(3):345–56.

23. Bryant M, Burton W, Cundill B, Farrin AJ, Nixon J, Stevens J, et al.
Effectiveness of an implementation optimisation intervention aimed at
increasing parent engagement in HENRY, a childhood obesity prevention
programme - the Optimising Family Engagement in HENRY (OFTEN) trial:
study protocol for a randomised controlled trial. Trials. 2017;18(1):40. https://
doi.org/10.1186/s13063-016-1732-3.

24. Carter BR, Hood K. Balance algorithm for cluster randomized trials. BMC
Med Res Methodol. 2008;8(1):65. https://doi.org/10.1186/1471-2288-8-65.

25. Department for communities and local government. The English Index of
Multiple Deprivation (IMD) 2015 – Guidance. 2015.

26. Blake-Lamb TL, Locks LM, Perkins ME, Woo Baidal JA, Cheng ER, Taveras EM.
Interventions for childhood obesity in the first 1,000 days a systematic
review. Am J Prev Med. 2016.

27. Redsell SA, Edmonds B, Swift JA, Siriwardena AN, Weng S, Nathan D, et al.
Systematic review of randomised controlled trials of interventions that aim
to reduce the risk, either directly or indirectly, of overweight and obesity in
infancy and early childhood. Matern Child Nutr. 2016;12(1):24–38. https://
doi.org/10.1111/mcn.12184.

28. Michie S, Atkins L, West R. The Behaviour Change Wheel: A Guide to
Designing Interventions. London: Silverback Publishing; 2014. www.beha
viourchangewheel.com.

29. La Placa V, Corlyon J. Barriers to inclusion and successful engagement of
parents in mainstream services: evidence and research. J Childrens Serv.
2014;9(3):220–34. https://doi.org/10.1108/JCS-05-2014-0027.

30. Spoth R, Redmond C. Research on family engagement in preventive
interventions: toward improved use of scientific findings in primary
prevention practice. J Prim Prev. 2000;21(2):267–84. https://doi.org/10.1
023/A:1007039421026.

31. Friars P, Mellor D. Drop-out from parenting training programmes: a
retrospective study. J Child Adolesc Ment Health. 2009;21(1):29–38. https://
doi.org/10.2989/JCAMH.2009.21.1.5.807.

32. Gross D, Julion W, Fogg L. What motivates participation and dropout
among low-income urban families of color in a prevention intervention?*.
Family Relations. 2001;50(3):246–54. https://doi.org/10.1111/j.1741-3729.2001.
00246.x.

33. Owens JS, Richerson L, Murphy CE, Jageleweski A, Rossi L. The parent
perspective: informing the cultural sensitivity of parenting programs in rural
communities. Child Youth Care Forum. 2007;36(5-6):179–94. https://doi.
org/10.1007/s10566-007-9041-3.

34. Beatty D, King A. Supporting fathers who have a child with a disability.
Groupwork. 2012;18(3):69–87. https://doi.org/10.1921/81141.

35. Klein KJ, Sorra JS. The challenge of innovation implementation. Acad Manag
Rev. 1996;21(4):1055–80. https://doi.org/10.5465/amr.1996.9704071863.

36. Gilbert H, Sutton S, Morris R, Petersen I, Galton S, Wu Q, et al. Effectiveness
of personal tailored risk information and taster sessions to increase the
uptake of smoking cessation services (Start2quit): a randomised controlled
trial. Lancet. 2017;389(10071):823–33. https://doi.org/10.1016/S0140-6736(1
6)32379-0.

37. Blaine RE, Franckle RL, Ganter C, Falbe J, Giles C, Criss S, et al. Using school
staff members to implement a childhood obesity prevention intervention in
low-income school districts: the Massachusetts Childhood Obesity Research
Demonstration (MA-CORD Project), 2012-2014. Prev Chronic Dis. 2017;14:
E03. https://doi.org/10.5888/pcd14.160381.

38. Bloomquist ML, August GJ, Lee SS, Lee CY, Realmuto GM, Klimes-Dougan B.
Going-to-scale with the Early Risers conduct problems prevention program:
use of a comprehensive implementation support (CIS) system to optimize
fidelity, participation and child outcomes. Eval Program Plann. 2013;38:19–
27. https://doi.org/10.1016/j.evalprogplan.2012.11.001.

39. Dumas JE, Begle AM, French B, Pearl A. Effects of monetary incentives on
engagement in the PACE parenting program. J Clin Child Adolesc Psychol.
2010;39(3):302–13.

40. Hayes RJ, Moulton LH. Cluster randomised trials. Hall/CRC C, editor 2009.
41. Hoffmann TC, Glasziou PP, Boutron I, Milne R, Perera R, Moher D, et al.

Better reporting of interventions: template for intervention description and
replication (TIDieR) checklist and guide. BMJ. 2014;348(mar07 3):g1687.
https://doi.org/10.1136/bmj.g1687.

42. Webb EJD, Stamp E, Collinson M, Farrin AJ, Stevens J, Burton W, et al.
Measuring commissioners’ willingness-to-pay for community based
childhood obesity prevention programmes using a discrete choice

Bryant et al. Trials          (2021) 22:773 Page 20 of 21

https://doi.org/10.1002/14651858.CD001872
https://doi.org/10.1002/14651858.CD001871.pub2
https://doi.org/10.1097/DBP.0b013e3181f17b1c
https://doi.org/10.1097/DBP.0b013e3181f17b1c
https://doi.org/10.1007/s00103-010-1227-4
https://doi.org/10.1007/s00103-010-1227-4
https://doi.org/10.1007/s10567-013-0152-0
https://doi.org/10.1111/j.1469-7610.2005.01544.x
https://doi.org/10.1007/s10567-008-0038-8
https://doi.org/10.1111/cch.12111
https://doi.org/10.1038/oby.2007.257
https://doi.org/10.1186/s40814-018-0309-1
https://doi.org/10.1186/s40814-021-00798-z
https://doi.org/10.1111/j.2047-6310.2013.00183.x
https://doi.org/10.1111/j.1365-2214.2010.01116.x
https://doi.org/10.1111/j.1365-2214.2010.01116.x
https://doi.org/10.1111/j.1365-277X.2012.01247.x
https://doi.org/10.1186/s12889-019-7410-0
https://doi.org/10.1186/s13063-016-1732-3
https://doi.org/10.1186/s13063-016-1732-3
https://doi.org/10.1186/1471-2288-8-65
https://doi.org/10.1111/mcn.12184
https://doi.org/10.1111/mcn.12184
https://www.behaviourchangewheel.com
https://www.behaviourchangewheel.com
https://doi.org/10.1108/JCS-05-2014-0027
https://doi.org/10.1023/A:1007039421026
https://doi.org/10.1023/A:1007039421026
https://doi.org/10.2989/JCAMH.2009.21.1.5.807
https://doi.org/10.2989/JCAMH.2009.21.1.5.807
https://doi.org/10.1111/j.1741-3729.2001.00246.x
https://doi.org/10.1111/j.1741-3729.2001.00246.x
https://doi.org/10.1007/s10566-007-9041-3
https://doi.org/10.1007/s10566-007-9041-3
https://doi.org/10.1921/81141
https://doi.org/10.5465/amr.1996.9704071863
https://doi.org/10.1016/S0140-6736(16)32379-0
https://doi.org/10.1016/S0140-6736(16)32379-0
https://doi.org/10.5888/pcd14.160381
https://doi.org/10.1016/j.evalprogplan.2012.11.001
https://doi.org/10.1136/bmj.g1687


experiment. BMC Public Health. 2020;20(1):1535. https://doi.org/10.1186/s12
889-020-09576-7.

43. Willis TA, Roberts KPJ, Berry TM, Bryant M, Rudolf MCJ. The impact of HENRY
on parenting and family lifestyle: a national service evaluation of a
preschool obesity prevention programme. Public Health. 2016;136:101–8.
https://doi.org/10.1016/j.puhe.2016.04.006.

44. Weiss CH. Theory-based evaluation: past, present, and future. New
Directions Eval. 1997;1997(76):41–55. https://doi.org/10.1002/ev.1086.

45. Moore G, Audrey S, Barker M, Bond L, Bonell C, Hardeman W, et al. Process
evaluation of complex interventions: Medical Research Council guidance.
BMJ. 2015;350:h1258.

46. Benjamin SE, Ammerman A, Sommers J, Dodds J, Neelon B, Ward DS.
Nutrition and Physical Activity Self-assessment for Child Care (NAP SACC):
results from a pilot intervention. J Nutr Educ Behav. 2007;39(3):142–9.
https://doi.org/10.1016/j.jneb.2006.08.027.

47. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3(2):77–101. https://doi.org/10.1191/1478088706qp063oa.

48. Fairclough DF. Design and analysis of quality of life studies in clinical trials.
Chapman & Hall/CRC: London New York; 2010. https://doi.org/10.1201/
9781420061185.

49. Heritier S. Design and analysis of quality of life studies in clinical trials, 2nd
edn. By Diane L. Fairclough. Boca Raton, Florida: Chapman & Hall/CRC. 2010.
424 pages. £57.99 (hardback). ISBN 978-1-4200-6117-8. 2013;55(1):56-57.

50. Soekhai V, de Bekker-Grob EW, Ellis AR, Vass CM. Discrete choice
experiments in health economics: past, present and future.
PharmacoEconomics. 2019;37(2):201–26. https://doi.org/10.1007/s40273-018-
0734-2.

51. May M. Government spending on ‘lifeline’ children’s Sure Start centres
slashed by nearly £157 m in four years. The Independent. 2019 22 March.

52. Action for Children. Society, Losing in the long run. In: Trends in early
intervention funding; 2016.

53. Gross D, Johnson T, Ridge A, Garvey C, Julion W, Treysman AB, et al. Cost-
effectiveness of childcare discounts on parent participation in preventive
parent training in low-income communities. J Prim Prev. 2011;32(5-6):283–
98. https://doi.org/10.1007/s10935-011-0255-7.

54. Rodriguez JH, Lopez C, Moreland A. Evaluating incentive strategies on
parental engagement of the PACE parenting program. J Child Fam Stud.
2020;29(7):1957–69. https://doi.org/10.1007/s10826-020-01730-4.

55. Abraczinskas M, Winslow EB, Oswalt K, Proulx K, Tein JY, Wolchik S, et al. A
population-level, randomized effectiveness trial of recruitment strategies for
parenting programs in elementary schools. J Clin Child Adolesc Psychol.
2021;50(3):385–99.

56. Winslow EB, Poloskov E, Begay R, Tein JY, Sandler I, Wolchik S. A
randomized trial of methods to engage Mexican American parents into a
school-based parenting intervention. J Consult Clin Psychol. 2016;84(12):
1094–107. https://doi.org/10.1037/ccp0000140.

57. Gonzalez C, Morawska A, Haslam DM. Enhancing initial parental
engagement in interventions for parents of young children: a systematic
review of experimental studies. Clin Child Fam Psychol Rev. 2018;21(3):415–
32. https://doi.org/10.1007/s10567-018-0259-4.

58. Deave T, Hawkins A, Kumar A, Hayes M, Cooper N, Watson M, et al.
Evaluating implementation of a fire-prevention injury prevention briefing in
children’s centres: cluster randomised controlled trial. PLoS One. 2017;12(3):
e0172584. https://doi.org/10.1371/journal.pone.0172584.

59. Beckett K, Goodenough T, Deave T, Jaeckle S, McDaid L, Benford P, et al.
Implementing an Injury Prevention Briefing to aid delivery of key fire safety
messages in UK children’s centres: qualitative study nested within a multi-
centre randomised controlled trial. BMC Public Health. 2014;14(1):1256.
https://doi.org/10.1186/1471-2458-14-1256.

60. Hawe P, Shiell A, Riley T. Complex interventions: how “out of control” can a
randomised controlled trial be? BMJ. 2004;328(7455):1561–3. https://doi.
org/10.1136/bmj.328.7455.1561.

61. Action for Children, National Children's Bureau, Society TCs. Losing in the
long run. Trends in early intervention funding. Action for Children; 2016.

62. Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC.
Fostering implementation of health services research findings into practice:
a consolidated framework for advancing implementation science.
Implement Sci. 2009;4(1):50. https://doi.org/10.1186/1748-5908-4-50.

63. Mytton J, Ingram J, Manns S, Thomas J. Facilitators and barriers to
engagement in parenting programs: a qualitative systematic review. Health
Educ Behav. 2014;41(2):127–37.

64. Butler J, Gregg L, Calam R, Wittkowski A. Parents’ perceptions and
experiences of parenting programmes: a systematic review and
metasynthesis of the qualitative literature. Clin Child Fam Psychol Rev. 2020;
23(2):176–204. https://doi.org/10.1007/s10567-019-00307-y.

65. Schell SF, Luke DA, Schooley MW, Elliott MB, Herbers SH, Mueller NB, et al.
Public health program capacity for sustainability: a new framework.
Implement Sci. 2013;8(1):15. https://doi.org/10.1186/1748-5908-8-15.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Bryant et al. Trials          (2021) 22:773 Page 21 of 21

https://doi.org/10.1186/s12889-020-09576-7
https://doi.org/10.1186/s12889-020-09576-7
https://doi.org/10.1016/j.puhe.2016.04.006
https://doi.org/10.1002/ev.1086
https://doi.org/10.1016/j.jneb.2006.08.027
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1201/9781420061185
https://doi.org/10.1201/9781420061185
https://doi.org/10.1007/s40273-018-0734-2
https://doi.org/10.1007/s40273-018-0734-2
https://doi.org/10.1007/s10935-011-0255-7
https://doi.org/10.1007/s10826-020-01730-4
https://doi.org/10.1037/ccp0000140
https://doi.org/10.1007/s10567-018-0259-4
https://doi.org/10.1371/journal.pone.0172584
https://doi.org/10.1186/1471-2458-14-1256
https://doi.org/10.1136/bmj.328.7455.1561
https://doi.org/10.1136/bmj.328.7455.1561
https://doi.org/10.1186/1748-5908-4-50
https://doi.org/10.1007/s10567-019-00307-y
https://doi.org/10.1186/1748-5908-8-15

	Abstract
	Background
	Methods
	Results
	Conclusions
	Trial registration

	Introduction
	Methods
	Aim
	Study design and participants
	Randomisation and masking
	Procedures
	HENRY alone (comparator)
	HENRY plus implementation optimisation intervention
	Outcomes
	Primary
	Secondary

	Sample size
	Process evaluation methods
	Process evaluation methods; delivery of implementation intervention (dose delivered and fidelity of workshop delivery)
	Process evaluation methods; performance of target behaviours
	Process evaluation methods; contextual factors
	Statistical analysis
	Changes to methods after trial registration

	Results
	Recruitment and participant flow
	Local authorities

	Pre-randomisation data on HENRY programme attendees
	Implementation optimisation intervention delivery
	Primary outcomes
	Secondary outcomes
	Process evaluation
	Delivery of implementation optimisation intervention components
	Implementation optimisation intervention behaviour change
	Contextual factors


	Discussion
	Abbreviations
	Supplementary Information
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Declarations
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

