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Objective: This study explored the feasibility and acceptability of using Motivational Interviewing (MI) in
the home setting with families of preschoolers.
Methods: Using mixed-methods pilot data from an MI-based obesity prevention intervention delivered
via home visits by health educators (HEs) with 44 families (n = 17 four home visit group; n = 14 two home
visit group), we examined: 1) ﬁdelity of MI adherence by HEs; 2) parents’ perceptions of the intervention;
and 3) HEs insights pertaining to the intervention’s delivery.
Results: Multiple measures of MI ﬁdelity were deemed to exceed deﬁned proﬁciency levels. Ninety-three
percent of families reported being “satisﬁed” to “very satisﬁed” with the intervention. HEs reported
building a high level of trust with families and gaining a thorough understanding of familial context.
Parents appreciated how HEs’ were knowledgeable and provided personalized attention when discussing
health goals. Some parents suggested more directive advice and follow-up visits as ways to improve the
intervention.
Conclusion: Home-based MI was conducted with a high level of ﬁdelity, was well accepted by families and
practitioners.
Practice implications: Our ﬁndings from parents and MI practitioners provide key learnings that can
inform future behavior change interventions that propose to use MI within the home setting.
© 2019 Elsevier B.V. All rights reserved.

Keywords:
Motivational interviewing
Childhood obesity
Home visits
Family health
Counseling

1. Introduction
In 2016, the World Health Organization estimated that 41
million children under the age of 5 years were affected by
overweight and obesity [1]. Parents inﬂuence their young
children’s risks of overweight and obesity through genetic,
behavioral, and environmental factors [2–7]. Therefore, to change
behavior among young children, we need to effectively engage
and change the behavior of parents. Recent reviews suggest that
few effective interventions exist for early life obesity prevention,
which may be due to low family engagement [8,9]. A 2016
Institute of Medicine report identiﬁed that intervening in the
home setting may enhance parental engagement and be an
effective approach for early childhood obesity prevention [10].
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Evidence from obesity treatment interventions, particularly
those within the primary care setting, suggest that Motivational
Interviewing (MI) is an effective approach to inﬂuence weight
outcomes in children [11,12]. MI is a collaborative conversation
style for strengthening a person’s own motivation for and
commitment to change. MI practitioners actively promote their
clients’ welfare and give compassionate priority to their clients’
needs [13]. Treatment studies have demonstrated that MI
contributes to improved body mass index (BMI) outcomes in
overweight and obese children, as well as positive improvements
in obesity-related health behaviors, particularly when parents and
children are both involved in MI sessions [14–18]. While MI has
been used with families primarily in the context of childhood
obesity treatment in the clinical setting [14–18], few studies have
examined the use of MI within the home setting and in the context
of childhood obesity prevention.
This study aimed to address this gap by exploring the feasibility
and acceptability of health educators (HEs) using MI in the home
setting among families with preschool-aged children. Speciﬁcally,
we used detailed process evaluation data from our pilot study to
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examine: 1) HEs’ MI ﬁdelity using the Motivational Treatment
Integrity (MITI) coding system; and 2) parents’ and HEs’
experiences with and perceptions of MI delivered within the
home setting.
2. Methods
2.1. The Guelph Family Health Study pilot
The goal of the current study was to test the feasibility and
acceptability [19] of a home-based obesity prevention MI
intervention among families with preschool-aged children. Between August 2014 and January 2015, we enrolled 44 families with
children between the ages of 1.5 and 5 years. Exclusion criteria
were if families: 1) planned to move within one year, 2) had
children outside of the target age range, or 3) were non-English
speaking. As a primary prevention intervention, we made the
intervention available to families regardless of the children’s
weight status. Our recruitment materials stated that we were
testing a program designed to help children establish healthy
habits and did not mention weight. Recruitment strategies
included posters and rack cards at agencies that provide services
for families with young children, i.e., Family Health Team,
Community Health Centre and Ontario Early Years Centre, and
postings on the Ontario Early Years Centre Facebook page and the
University of Guelph webpage.
As detailed previously [20], the families were randomized to
one of three treatment groups over a six month period: 1) two
home visits with a HE, weekly e-mails, and monthly mailed
incentives (e.g., bedtime book) tailored to each family’s health
goals (n = 14); 2) four home visits with a HE, weekly emails and
monthly mailed incentives (n = 17); or 3) the control condition
which included monthly e-mails based on publicly available health
information (n = 13).
Home visits were conducted by one of 4 HEs. Visits were
scheduled via e-mail, and it was requested that all primary
caregivers be present, if possible. Prior to HEs entering the home,
the study coordinator and a research assistant would complete an
initial home visit with families to go over study proceedings. These
individuals would do in informal assessment for safety and
precautions in the home for the HE. When completing home visits,
HEs would contact each other via text-message before and after
visits to check-in.
All HEs received a two-day intensive MI training, and an
advanced follow-up training one year later from MI trainers/
TM
experts at the Monarch System . Initial home visits lasted about
one hour and involved families rating their satisfaction with
current health behaviors (e.g., sugar-sweetened beverage consumption, family physical activity, sleep routines, children’s screen
time, and family meals) from 1 (very unsatisﬁed) to 10 (very
satisﬁed) using an MI-focused tool created by the study team called
the Family Behavior Wheel (see Family Behaviour Wheel
Appendix A). Health behaviours were selected based on evidence
that these behaviours are associated with reduced obesity risk
among children. Research has found that obesity rates among
children who were exposed to healthful household routines, i.e.,
regularly eating meals as a family, ensuring adequate sleep, and
having limited screen time, were 40% lower than among children
who were not exposed to those routines. In addition, intake of
sugar sweetened beverages and low physical activity have been
associated with increased obesity risk [21–23]. If families
identiﬁed that they wanted to make a behavior change goal,
HEs would use MI techniques to help them identify speciﬁc steps
required to implement the desired change. Together they would
discuss possible challenges and potential solutions to address the
identiﬁed challenges. In keeping with the tenets of MI, HEs offered

families optional methods of accountability for their health goals,
such as mid-week emails to check-in. To facilitate self-monitoring
of behavior, families were given a family routine tracker on which
they could record their behavior. If families did not choose to set a
behavior change goal, HEs acknowledged that families were not
ready to make a change at that time and asked families what other
information or support they would ﬁnd helpful. Follow-up home
visits typically last 30 to 60 minutes and involved HEs discussing
families’ progress towards their goals, setting new goals, and
navigating any challenges.
2.2. Motivational interviewing ﬁdelity assessment
An MI expert [DM] who was not involved with the day-to-day
intervention delivery evaluated audio recordings (approximately
1 h in length) of 12 randomly selected home visits using the
Motivational Interviewing Treatment Integrity (MITI) code version
3.1.1 (See Sample MITI Coding Sheet in Appendix A) [24]. The MITI
coding system includes ﬁve global ratings of MI integrity utilizing 5
core MI processes: evocation; collaboration: autonomy support;
direction; and empathy as well as overall behavioral counts of MI
adherent (asking permission, afﬁrming, supporting) and nonadherent (advising, confronting, directing) behaviors. The Global
Ratings’ categories were evaluated quantitatively from 1 (low) to 5
(high) and qualitatively from interview comments demonstrating
consistent and applicable use of each MI process. The behavior
counts were numerical counts for MI adherent or non-adherent
comments and for open or closed questions and simple or complex
reﬂections. The MITI has demonstrated acceptable psychometric
properties across research settings; it is the most commonly used
tool to evaluate the ﬁdelity of MI [25–27]. As opposed to evaluating
a random 20-minute segment of an audio recording, as recommended in the literature [24], the entire recording was analyzed
due to the nature of the home environment being more chaotic and
disruptive than a typical clinical setting (e.g., children attentionseeking).
2.3. Assessment of health educator perceptions
HEs were all Caucasian females who were registered dietitians
and enrolled in a graduate level nutrition program. Their
perceptions of using MI in the home setting were captured
through regular formal meetings during which the team discussed
successes, challenges, and strategies to improve MI in the home
setting. A member of the research team (CO) engaged in inductive
content analysis by reading meeting notes multiple times and
summarizing the main themes about delivering MI in the home
setting.
2.4. Assessment of parent perceptions
To assess parents’ satisfaction with the intervention and to
better understand how the home visits with the HEs were received,
parents in the intervention groups were asked to complete a
process evaluation questionnaire designed for this study that
asked them to rate how satisﬁed they were with the content and
length of the home visits. Of the 31 families who were randomized
to the study intervention, 27 (87%) completed the questionnaire. A
member of the research team [CO] reviewed the questionnaires,
and recorded and summarized frequency of responses using
Microsoft Excel.
All parents who completed the study intervention (30 mothers,
22 fathers) were invited to participate in a telephone interview
exploring their home visit experience. Interviews were conducted
by one of two research staff (SW & LT) who were not involved with
the delivery of home visits. Interviews were arranged through
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email at a time that was convenient for the participant, and were
completed over the phone using a semi-structured interview guide
(see questions in Table 1). The interviewer explained to participants that the purpose of the interview was to learn about their
experience of their home visits in order to help inform any
necessary improvements, and that participants could skip any
questions that they did not want to answer. A total of 12 parents (11
mothers and 1 father) completed the interviews. Interviews were
audio recorded, transcribed verbatim, and lasted an average of
12 min. Ethics approval was provided for this study by the
University of Guelph.
As advised by Guba and Lincoln [28], strategies were employed
throughout data collection and analysis to help ensure data
trustworthiness. For example, credibility of the data was enhanced
by the interviewers’ employing member-checking between each
question and at the end of each interview to check that responses
were understood correctly, and multiple coders were utilized
during the analysis to support the data’s conﬁrmability. Speciﬁcally, three members of the research team (JH, SW & LT), trained in
qualitative analyses, individually reviewed the transcripts and by
consensus determined that no further data collection was
necessary and that theoretical saturation was achieved. Analysis
of the interviews involved three phases. In phase one, each
member of the analysis team (SW, LT & JH) immersed themselves
in the data by reading the transcripts individually and noting
interesting ideas and patterns. The analysis team then met to
discuss the transcripts. During the discussions of the transcripts,
the team generated initial codes using a deductive or directive
approach to thematic analysis whereby the questions in the
interview guide served as the framework for devising the initial
codes [29–32].
In phase two of our analysis, two analysts (SW & LT)
independently coded the transcripts by assigning codes developed
in phase 1 to segments of data relevant to the questions asked in
our interview guide [32]. Across the transcripts, three coding
discrepancies were discussed and resolved between the two
analysts.
In phase three, following the completion of coding, the full
analysis team met again to review the coding and collate themes
[32]. Themes were developed and reviewed against the data to
ensure they were supported and made sense across the entire
dataset. Quotations that best exempliﬁed the themes were
identiﬁed.

Table 1
Qualitative Interview Script.
Motivational Interviewing and Home-Based Health Education Qualitative
Questions:
1 What did you enjoy most about your home visits with a health educator?
2 What did you enjoy least about your home visits with a health educator?
3 What would have improved your home visit experience with the health
educator?
4 What do you know now that you didn’t know before your home visits with a
health educator?
5 To what extent did you feel trust with the health educator?
6 What do you think was responsible for that level of trust?
7 How did working with a health educator in your home impact your conﬁdence
in making health behavior changes related to physical activity, family meals,
screen time, and sugar-sweetened beverage consumption, implementing
bedtime routine?
8 In what ways did home visits with a health educator impact or inﬂuence:
 Your views about changing your behavior?
 Your discussions about changing your behavior?
 Your feelings about changing your behavior?
9 What else about your experience with the health educator do you want us to
know?

3

3. Results
3.1. Quantitative results
3.1.1. Motivational interviewing integrity and adherence
Table 2 summarizes the results of using the MITI tool to assess
MI integrity and adherence on the part of the HEs during home
visits. In terms of the Global Ratings’ scores for the summed 5
qualities of MI, the HE average was 3.26 or just below the 3.5 MITIthreshold of “beginning proﬁciency;” the range across the HEs for
this computed score was 2.3–4.0 with 7 of the 12 HE interviewers
achieving 3.5 or higher. In terms of behavior counts, the average MI
adherence across HEs was 83.4% and the range was 55–100% with 6
of the HE recordings meeting or exceeding the 90% MITI-deﬁned
beginning proﬁciency threshold. With respect to the ratio of
reﬂections to questions, the HEs’ average was 1.0 thereby meeting
the beginning proﬁciency threshold established by the MITI; the
range for this ratio was .6–1.5. For the percentage of open questions
out of total questions asked per session, the HEs’ average was
53.9%, or just over the beginning proﬁciency threshold for that
MITI variable. Although the MITI tool uses percent complex
reﬂections in the protocol, the MI experts viewed complex
reﬂections as a very advanced MI tool or skill, one that was not
taught in either of the two HE MI trainings; therefore, no
calculations were done for this behavior count.
3.1.2. Parents’ perceptions of MI in the home setting
The 31 families randomized to receive the study intervention
included 31 mothers and 23 fathers; 81% of the parents identiﬁed as
Caucasian and 38% had an annual household income $100,000 or
higher. Of the 27 parents who completed the survey, 93% (n = 25)
reported being “satisﬁed” to “very satisﬁed” with the MI counselling
received. Eighty-ﬁve percent (n = 23) found the quality of discussion
during home visits to be “good” to “very good”. One-hundred percent
of families reported that the length of home visits were “just right”.
3.2. Qualitative results
3.2.1. HEs’ perceptions of MI in the home setting
HEs found that by using MI, they were able to develop good
rapport and a trusting relationship with families. HEs identiﬁed
that parents were responsive to the client-centered aspect of the
MI approach, with many families taking pride in their ability to set
and achieve their own goals. HEs found that using MI-focused
intervention materials, such as the Family Behavior Wheel, were
effective in eliciting meaningful discussion from parent(s) around
how to work towards their ideal health behaviours. Compared to a
clinical setting, HEs also reported that by intervening in the home
they were better able to understand the family’s lifestyle and
context including socioeconomic advantages and limitations.
Lastly, HEs found it helpful to have follow-up MI training 1 year
after initial training to enhance and refresh their MI skills.
HEs identiﬁed a number of challenges when conducting MI
within the home setting. A primary challenge in this environment
was distraction, in the form of electronic devices (i.e., televisions,
phones), pets, and children wanting parental attention, making it
challenging to keep parents engaged in conversation. HEs found
that conversations were best maintained when the distraction was
immediately addressed and by summarizing conversations to reengage parents. An additional challenge was parents who did not
want to and/or were not ready set goals. According to current MI
theory and practice, this tendency in some of the study’s parents is
perceived to be either a comfort in maintaining the status quo and/
or parental-perceived lack of readiness to make behavior changes
[33]. This prompted HEs to further explore parents’ motives for
participating in the study.
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Table 2
Summary Scores for 12 Health Educators on Global MI Ratings & MI Behavior Counts.
Clinician Behavior-Count or Summary Score Thresholds

Beginning
Proﬁciency Threshold

Competency
Threshold

HE Range

HE Avg

Global Clinician Ratings (Avg of 12 interviewers’ ratings across the 5 qualities of global ratings)
Reﬂection to Question Ratio (simple ration calculation from Behavior Counts)
Percent Open Questions (simple per centage calculation from Behavior Counts)
Percent Complex Reﬂections (simple per centage calculation from Behavior Counts
Percent MI-Adherent (per centage of MI Adherent to total of MI Adherent plus MI
Non-Adherent Giving Information Counts)

Average of 3.5
1
50%
40%
90%

Average of 4
2
70%
50%
100%

2.3 – 4.0
.6 – 1.5
17 – 71 %
N/A
55 – 100%

3.26
1.0
53.9%
N/A
83.4%

3.2.2. Interviews with parents
Of the 12 parents (11 mothers and 1 father) who completed the
qualitative interviews 67% identiﬁed as Caucasian and 42% had an
annual household income of $100 000 or higher.
Three major themes emerged from the qualitative interviews
with parents: aspects of home visits that contributed to a high level
of trust with HEs, aspects of home visits that were helpful, and
ideas for improving home visits. These themes, their respective
subthemes, and illustrative quotations are summarized below and
in Table 3.
3.2.2.1. Aspects of home visits that contributed to trust with
HEs. Two subthemes emerged regarding aspects of home visits
that parents’ perceived as contributing to the good rapport and
trust felt with HEs: the approachable and personable nature of HEs
and the HEs’ knowledge level.
HEs were approachable and personable. Parents expressed that
because HEs created a warm and friendly atmosphere in the home,
it made them and their children comfortable and helped establish
a trusting relationship. One parent said, “everybody was very
friendly and warm and made everyone, even my kids at ease”.
Another parent mentioned that the HE was “really warm and really
open and she was good with the kids”.
HEs were knowledgeable. Many parents described the value
placed on the expertise of the HEs. Parents perceived HEs as
being “knowledgeable” and “educated”. Parents felt that they
could rely on their HE for trusted information, as noted by one
parent who said, “ . . . and if you get it from the person who is
authorized for it and the information is educated it just adds
more value”.
3.2.2.2. Aspects of home visits that were helpful. Three subthemes
emerged regarding aspects of the home visits that were helpful to
parents: the opportunity to discuss family health goals, the
opportunity to engage in self-monitoring or goal tracking, and
receiving personalized guidance and attention.
The opportunity to discuss family health goals. Parents expressed
that working with a HE was “useful just to talk things through” and
that it was nice to “talk to someone else about [their health
behaviors]”. Parents also mentioned that by initiating the
discussion with a HE, it contributed to more conversations
around healthy behavior change as a family. One parent
reﬂected that their family was “very happy because I think that
as a family we’ve had more conversations around . . . what
constitutes a healthy balanced meal . . . ”.
The opportunity to engage in self-monitoring or goal tracking. Many
parents felt that the concept of self-monitoring, or goal tracking,
was “useful” in moving them towards successful behavior change.
More speciﬁcally, one parent mentioned that the HE:

. . . encouraged me to keep a daily diary and it was just
very . . . simple, I made three goals . . . [which] were screen
time, family meal time, and . . . regular sleep time. But every
day I would put a tick in a box if I had sort of felt that we had met
our goals . . . I found that quite useful to look back on at the end
of a week.
Personalized attention. Many parents identiﬁed that one of the
most favorable aspects of home visits was the “personalized plan”
they created with their HE. As one parent expressed their
appreciation for “just being able to give our speciﬁc situation
and kind of talk about different ideas that we could use to help with
things that we were dealing with at the time”. Parents also
described the tailored convenience of visits, as one parent said,
“ . . . they come on our schedule, they come to our house . . . they
bring their own props . . . tools that we need”.
3.2.2.3. Ideas for improving home visits. Three subthemes emerged
regarding ways to improve home visits: having HEs provide more
directive advice, having more information aimed at the children,
and including more follow-up visits.
More directive approach. Some parents felt that a more directive
or authoritarian approach would be beneﬁcial for their family’s
health behavior change. Four parents mentioned that a more
prescriptive “action plan” would have been beneﬁcial, as well as
more “speciﬁc” nutrition advice. Another parent suggested having
a speciﬁc challenge at the end of each visit...” that may help
motivate behaviour change.
Providing more information aimed at the children. A small group of
parents felt that HEs could have brought more tools or resources to
help engage the children, such as an “interactive” tool on an iPad,
so that the children could “know more of what the study is
about . . . for as much as they can understand”.
More follow-up visits with HE. Many parents identiﬁed that having
“more visits” with a HE would be beneﬁcial in sustaining behavior
change. One parent expressed, “ . . . we were going through kind of
a lot of transitions . . . so the things we discussed . . . during those
two visits weren’t really all that applicable even just a few months
later”. Parents described that having follow-up visits “a couple
months later just to . . . touch base and see how things are going,”
would be beneﬁcial for long-term behavior change.
4. Discussion and conclusion
4.1. Discussion
The goal of the current study was to test the feasibility and
acceptability of a home-based MI intervention among families
with preschool-aged children. We sought to explore the ﬁdelity of
MI adherence as well as the perceptions of the MI process among

Please cite this article in press as: C. O’Kane, et al., Motivational interviewing with families in the home environment, Patient Educ Couns
(2019), https://doi.org/10.1016/j.pec.2019.06.002

G Model
PEC 6294 No. of Pages 8

C. O’Kane et al. / Patient Education and Counseling xxx (2019) xxx–xxx
Table 3
Qualitative Themes and Subthemes from Parent Interviews.
Theme/Subtheme

Quote

Aspects that contributed to high level of trust with health educator
Health educators were
“Just the friendliness of everybody. Everybody was very friendly and warm and made everyone, even my kids at ease s-so it was good”.
approachable and personable “Um she was very friendly and uh open and um attentive to our family’s needs”.
“She was just like really warm and really open and she was good with the kids”.
“Just the friendliness um . . . you know everybody seemed to you know be genuine”.
“I think we had a nice relationship with her I certainly felt comfortable.”
Rapport building by health
“She spent time making sure like we had developed, like, a report and a relationship”.
educators
“I was really impressed with how patient she was with our kids”.
“I think what I mentioned before just was her patience with our kids and letting them be involved as well I think that was really good for
them”.
“ . . . it’s about relationship building as opposed to just [..] like- come in and do the study and leave”.
“She was really good with our kids and like our kids were involved in the interview”.
“So it was really neat to see that she after the ﬁrst time that she paid attention to who we are . . . we weren’t just a number”
Health educators were educated “ . . . and if you get it from the person who is authorized for it and the information is educated it just adds more value”.
and knowledgeable
“She seemed really knowledgeable”.
“She was just really kind and um and felt like you know she knew her stuff and uh if she if I had a question she could get me . . . the
answer or could get me an answer”.
“When she didn’t know the answer she would always come back to us with something else like she would go look into it and then get
back to us”.
Key aspects of home visits that were helpful
The opportunity to discuss family “It was useful just to talk things through”.
health goals
“Very happy because I think that as a family we’ve had more conversations around [ . . . ] ummm what constitutes a healthy balanced
meal and if we make you know, three different things like a vegetable, or a grain and a meat or a protein [ . . . ] you- there’s plenty of
things within that balanced meal for everybody to choose and that’s kind of how we roll with mealtime now”.
“A lot of it I knew too but it was nice to go through it again with someone else and talk to someone else about it”.
“It’s like you get a chance to talk to my husband it’s usually about more imperative things than like [.] the amount of sleep we’re getting
and the amount of vegetables we’re getting [..] because we’re like two ships passing sometimes so having a third party there and focused
time to actually sit down and discuss where we’re at [..] and where we’re going was probably the most umm important aspect of that”.
“My husband and I would talk more about [health behaviors]”.
“I think that it’s nice to have someone else who is in the ﬁeld and can give uh current contemporary information around
Helpful information and
strategies to support family
recommendations for your health”.
health goals
“You don’t realize what’s going on until someone breaks it down for you”.
“It was still fun to have her come and like we’d like brainstorm over a few things”.
“It was kind of nice to have the feedback from someone else about like, what uhh . . . issues that we were concerned with, what
problems we were having, and, and uhh . . . they had lots of ideas . . . and suggestions for us to solve the problems that we were
encountering”.
The opportunity to engage in
“ . . . and to ﬁll out some daily ummm just a quick sort of diary type thing about how the day had gone and if we’d met our goals.. [.] and I
self-monitoring or goal
found that to be quite helpful to ermm just to [.] to sort of see things that were working things that weren’t on sort of a daily basis so
tracking
keeping that record was quite useful too”.
“It was useful to keep the diaries”.
“She was really good at providing [ . . . ] ummm the tools that we needed to . . . so like we had the charts, like the goal setting charts and
we had the visuals to kind of keep us on track throughout the month”.
“So she encouraged me to keep a daily diary and it was just very similar- simple, I made three goals and I think our goals were screen
time, [..] family meal time and, [..] sleeping- sleep time were regular sleep time. But every day I would put a tick in a box if I had sort of
felt that we had met our goals [ . . . ] and if I- I- I’d write a few comments and I found that quite useful to look back on at the end of a
week”.
Personalized attention
“Like the fact that they come on our schedule, they come to our house, uh they bring their own props and, uh, or you know tools that we
need”.
“We enjoyed most like the personalized plan and discussing different strategies how to include umm . . . more activity as a family into
our daily lives and listening to her different suggestions along the way”.
“But it was nice to have someone who could answer our speciﬁc questions that are like unique to us”.
“Just being able to give our speciﬁc situation and kind of talk about different ideas that we could use to help with things that we were
dealing with at the time”.
Ideas for improving home visits
More directive advice
“Come up with like action plans”.
“I don’t really believe she really touched on any sort of nutrition side of things speciﬁcally – no speciﬁc sort of advice or anything”.
“I don’t know if there’s a way t’uh [..] have like uh . . . like action plan type thing like [ . . . ] you know [..] we’re going to do this, ‘n then
this ‘n then this ‘n then have follow up on it.”..
“I think it would be good to like give us a speciﬁc challenge at the end of each visit maybe”.
“ . . . like a focused goal on one speciﬁc umm [..] one speciﬁc topic as opposed to like a variety of topics I think that would have been
good”.
“ . . . where’s she’s like – okay, like your challenge for this month would be to try to include [..] like umm I don’t know, veggies in like,
[ . . . ] every meal or try to eat vegetarian once a week, or something along those lines or try to be active as a family like four times a
week, like a challenge”.
Providing more information
“And it would be nice to have things online. So even if they brought like um an iPad and could show you how to ﬂip through a website
aimed at the children
with all of the information. Or . . . yeah I don’t know that’s . . . I mean and the kids too. Kids these days like little ones under ﬁve are
totally into doing iPads and stuff. They’re really you know? Interactive with that sort of thing. So, that would be a nice component to um
add but . . . interactive with that sort of thing”.
“Maybe one thing that could be done is ﬁnd a way . . . to sort of . . . umm . . . discuss the items in the bin and maybe even encourage
some [ . . . ] play with the kids around those items and maybe model some of the different ways we could have used [ . . . ] like there
was a beach ball . . . and some plastic plates I think were in there [ . . . ] so maybe just sort of a way that they could umm incorporate the
kids into the visit a little bit more by modeling what some of those items were for”.
“I think just so that [the kids] know more of what the study is about – like for as much as they can understand. Like, umm [ . . . ] they had
a lot of questions as well”.
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Table 3 (Continued)
Theme/Subtheme

Quote

More follow-up visits with health “Almost felt like they were a little young, like we were going through kind of a lot of transitions they were changing [..] on sort of a
educator
weekly- the monthl– you know, monthly basis and that- so the things we discussed [..] during those two visits weren’t [.] really all that
applicable even just a few months later”.
“ . . . really aren’t applicable now because things have changed their sleep patterns have changed their eating patterns have changed
[ . . . ] screen time has changed they’ve just changed a lot in that time”.
“So I guess it would be good to like, be followed up like [..] you know, a couple months later just to like kind of touch base and see how
things are going”.
“If we had some more visits I think it would have been more helpful”.
“ . . . would be awesome if there was a way to do like a check in like even six months or yearly with the families involved in the study
especially now since it’s going for like ﬁfteen years”.

parents and HEs in a home-based obesity prevention intervention
that used family-targeted MI to support behavior change.
We found that average global ratings for the use of MI processes,
i.e., evocation, collaboration, empathy etc., was moderate or just
below the beginning proﬁciency level. It should be noted that both
HEs and the MI expert identiﬁed that distractions within the home
setting were a challenge when conducting the MI sessions.
Typically, MI is done 1:1 in an unobtrusive environment; however,
the HEs worked with at least 1 and often 2 parents and at least 1
pre-school child. Thus, making the HEs’ level of near-threshold
MITI-performance notably impressive. At the same time, the HEs
identiﬁed that counselling in the home environment provided a
better understanding of the family’s context than is possible in
clinical settings. That is, in spite of the often-distracting environment, it made more sense to meet and interview the families in
their home. Similarly, calculated MI adherence was very close to
the MITI prescribed beginning proﬁciency level; we would assert
that HEs, in general and on average, were adherent to the tenets of
MI behavior. This assertion is supported by the determinations that
the HEs met or exceeded both the reﬂection to question ratio and
the percentage of open questions; in fact, it might well be argued
that the essence of doing MI effectively stems from the use of openended questions and using more reﬂections than questions.
Overall, our conclusion is that MI was utilized with integrity
and adherence in family intervention environments. Coalesced
with the perceived levels of parental satisfaction with MI
counseling suggests MI is an important aspect of family health
counseling with potential for even greater use in such environments. These ﬁndings warrant both the continued use of MI by the
HEs in the ongoing study as well as future studies utilizing larger
samples to examine the impact of MI on family health behaviors.
While the majority of studies that have used MI for health
behavior change do not measure MI ﬁdelity [18–20], evaluating MI
ﬁdelity is critical to ensuring the validity of study ﬁndings [25].
Proﬁciency is demonstrated at an MI adherence level of >90%. The
majority or two-thirds of the HE-family interview sessions were
evaluated at the proﬁciency level. Lower individual levels of
adherence (<90%) may be due to the nature of the visits that often
involved multiple people, i.e., two parents versus a single client,
and occurred in the home where there were more interruptions
than would be typical in a clinical setting or in more MI-typical
one-on-one interview sessions. Given that the study’s HEs received
one, intensive 2-day MI training, the proﬁciency-level achievement by most of the HEs is at the very least, commendable.
Additional and possibly modiﬁed training, i.e., training speciﬁcally
on engaging with two individuals, may be needed to ensure HEs
achieve a “proﬁcient” level of MI adherence at home-based
sessions. Including strategies to minimize distractions, e.g., child
care, may also be needed in HE training.
Parents perceived the MI-based home visits positively, reporting high overall satisfaction. This high level of satisfaction with MI
has also been found in clinic-based obesity interventions involving

families with preschool age children [34]. These results suggest
that the MI approach is very satisfying and worthwhile to parents
of preschoolers and that this level of acceptance is similar across
the home and primary care settings.
The assessment of parent perceptions also showed that MIfocused conversations played an important role in helping them to
improve their family’s health behaviors. A study by Ciccone et al.
also supports the use of an empowering counseling style from a
health educator-type role when it comes to improving health
outcomes [35]. Findings from the qualitative interviews suggest
that parents valued the high degree of trust they established with
HEs. Parents also identiﬁed that having the opportunity to receive
personalized, in-home attention and support when discussing
family health goals was helpful in changing their health behaviors.
A minority of parents expressed wanting more directive advice,
more information for their children, and would have preferred
more follow-up sessions with their HE.
Parents’ interest in receiving more directed guidance for
behavior change, i.e., an expert-led, “top-down” approach, is
counter to the MI, client-centered approach, but may be an
approach that families are more accustomed to receiving from
health practitioners. These results suggest that it may be beneﬁcial
to inform families beforehand what they can expect from an MIbased intervention. More in keeping with the tenets of MI, for some
families, it may be appropriate in an MI-based intervention to
provide advice, with the family’s permission, in order to best meet
their needs. In MI practice and theory, advice-giving is sanctioned
and recommended when permission to do so is sought. The MIadvice rendering process is framed as Elicit-Provide-Elicit; that is,
ask or elicit permission to give the advice and if person consents,
provide the advice, then elicit or check out how worthwhile/
practical the advice is perceived by the interviewee/s. If permission
is not given, then it likely means the interviewee is simply not
ready to hear it and/or prepared to make a behavior change; in this
case, respecting the interviewee’s ‘no’ is important in the MI
relationship-building and maintenance process. Designing this MIadherent advice-giving protocol at the start of the family interview
process would very likely be well received by the families who
might well be more accustomed to receiving unsolicited advice.
Like parents, our HEs also positively perceived the use of MI in
the home environment; speciﬁcally noting that using MI helped
them to create a trusting relationship with families and supported
meaningful discussion and health behavior change among families. These ﬁndings are similar to those of other studies that found
primary care clinicians perceived MI to be enriching, useful, and
satisfying [36,37]. While HEs in our study perceived that
intervening in the home setting provided them with a more indepth look into the family’s lifestyle and context than is possible in
the clinical setting, this comparison has not been directly tested.
Future research could explore whether use of MI in the home
setting leads to improved behavior change as compared to using
the same approach in a clinic-based setting. HEs did report some
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Table 4
Key Learnings to Inform Future Behavior Change Interventions Using MI in the Home Setting.








Provide practitioners with MI training that is speciﬁc to the home setting, e.g., how to deal with distractions, and to counsel families (vs. individuals)
Ensure practitioners receive upgraded or refresher MI training approximately every six months
Orient families to the MI approach prior to starting an intervention
Focus on rapport building and creating an inviting atmosphere with both parents and children
Provide personalized attention and support that is speciﬁc to each family’s environment
Offer a way for families to be accountable in tracking their progress
Address distractions in the home immediately as opposed to ignoring them; possibly include child care support staff to engage young children while speaking with the
parents
 Include strategies to engage all family members in a discussion or related activities
 If possible, offer continued follow-up for families who may need additional support

unique challenges when using MI in the home, namely in the form
of distractions (i.e., electronics, pets, children seeking attention),
making it challenging to keep parents engaged in behavior change
discussions. In their evaluation of a home visiting program focused
on general child development, Roggman et al. [38] also identiﬁed
distractions as a challenge and recommended that home visits
should be scheduled at a time when distractions can be minimized.
Although the current study provides valuable insights on the
feasibility of a home-based, obesity prevention, MI intervention
among families with preschool-aged children, it is not without its
limitations. Speciﬁcally, only one MI expert assessed ﬁdelity of MI
counseling during home visits and thus, the study may have
beneﬁtted from another reviewer to determine inter-rater reliability.
Additionally, although theoretical saturationwas reached, it may still
not be suitable to generalize qualitative ﬁndings to the broader
Canadian population. Likewise, while the majority of parents in the
study completed the questionnaire, the relatively small sample size
hinders the generalizability of the ﬁndings to other sociodemographic groups. Furthermore, due to the low sample size, it was not
deemed feasible to analyze differences in parental or HE satisfaction
between home visit groups. And while our results showed that home
visits can feasibly be implemented, we did not assess the costs
associated with coordinating and implementing home visits. Future
research should explore costs and cost-effectiveness of a homebased approach.
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