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ABSTRACT 

Aim: Home visits have successfully been used to deliver various health services, but what role 

could they play in paediatric weight management? Low treatment initiation and high attrition 

prompted our multidisciplinary paediatric weight management clinic to investigate how families 

perceived the benefits and barriers of home visits.  

Methods: We focused on children with obesity aged 2-17 who were enrolled in our tertiary-level 

clinic in Alberta, Canada. None had received a home visit. The families were interviewed face-

to-face from October 2015 to October 2016 and we used a qualitative description 

methodological framework and manifest content analysis. The parents were the main 

interviewees. 

Results: Of the 56 families, 89% were interested in a home visit, 82% wanted support from a 

dietician and 54% from an exercise specialist. The perceived benefits of home visits included 

comprehensive assessment (95%), convenience (86%), tailored care (29%) and family 

involvement (13%), while the costs and barriers included clinicians’ potential judgmental 

attitudes (30%), loss of privacy (19%) and distractions (10%).  Some thought clinicians would 

find home visits inconvenient (25%), with bureaucratic challenges (14%) and sustainability 

issues (5%).   

Conclusion: Families felt home visits were a convenient option for managing paediatric obesity 

and identified important benefits and barriers that could guide such interventions. 
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KEY NOTES 

 Home visits have been successfully used in various health services areas, but we 

explored if they could play a role in paediatric weight management.  

 The majority (89%) of the 50 families we interviewed were interested in home visits and 

felt they were a convenient and option for managing paediatric obesity. 

 However, they also identified barriers that could have an impact on them and whether 

clinicians could provide such a service.  

 
  

INTRODUCTION  

Lifestyle and behavioural interventions for managing paediatric obesity in real-world, 

clinical settings have demonstrated small, albeit positive, changes in weight status (1). The most 

effective interventions have been family-centred, multidisciplinary, addressed lifestyle habits, 

included behavioural strategies and required frequent clinical contact (2). For families to get the 

maximum benefit from weight management interventions, they need to actively participate in the 

treatment. Unfortunately, programme attrition is high, with up to 75% of families enrolled in 

interventions discontinuing care prematurely for numerous reasons, including financial, logistical 

and interpersonal issues (3).   

Home visit programmes are well established in other areas of health service delivery, 

such as medication adherence for seniors and pre-partum and post-partum care for mothers, as 

stand-alone initiatives or as an adjunct to clinical care (4). In addition, paediatric weight 

management and prevention interventions are increasingly being designed to be delivered in 

patient’s homes (5-7). Home visits may increase the accessibility of treatment by addressing 

time and transportation barriers and increasing how much intervention is received (8, 9). In turn, 

this could improve treatment outcomes, attendance and compliance through the more direct 
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provision of services, build trust, rapport and respect between family members and clinicians 

and provide superior healthcare services (10).  

Although home visits for paediatric weight management are promising, the evidence 

base has been limited and no attention has been paid to families’ perceptions on the value and 

limitations of such services. Seeking parents’ input is consistent with the philosophy of family-

centred care and aligns with best practice in paediatric weight management (11). Therefore, the 

aim of this study was to explore the perceived benefits and barriers in relation to home visits by 

the families of paediatric patients actively receiving multidisciplinary clinical care to manage their 

weight.  

METHODS 

This study involved interviews with families attending a multidisciplinary paediatric 

weight management programme - the Pediatric Centre for Weight and Health - in Edmonton, 

Alberta, Canada. The multidisciplinary team provides individualised support for families and 

includes a physician, nurse, psychologist, dietician and an exercise specialist. The interviews 

were conducted between October 2015 and October 2016.  

Sample 

 Families were eligible for participation if they had a child enrolled at the Pediatric Centre 

for Weight and Health for at least six months or had attended at least one appointment with 

each clinical team member. The other criteria were that the child was 2-17 years old at the time 

of referral and had an age-specific and sex-specific body mass index (BMI) ≥85th percentile (12). 

Using purposive sampling, eligible families were approached for participation after their regularly 

scheduled follow-up appointments. This was an iterative process until the number of participants 

was at the high end (n=56) of the recommended range of 12 to 60 for qualitative studies, which 

helped to ensure data saturation (13). A gift card for five Canadian dollars was offered to 

families to thank them for taking part.  
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Data collection  

Data were collected using in-person, structured interviews that were conducted by two of 

the authors (NDG, DN) and lasted between five and 15 minutes. At the time of the interview, no 

parents and children had experienced a home visit. The interview guide (Table 1) was initially 

developed by the members of the research team with expertise in qualitative methods, obesity 

and paediatric health services. The interviews explored whether families were interested in 

potential home visits, which clinicians they would like to visit, how long the visits should be and 

when were the best days for them to take place. The interview guide also included open-ended 

questions, such as how home visits might be helpful for their family if they were to receive one 

and if they felt there might be any challenges or barriers in offering home visits to families. The 

guide was reviewed by the research team for face and content validity as well as feasibility and 

was refined throughout the process of data collection. For example, after a small number of 

preliminary interviews, some families described potential barriers that clinicians might 

experience and, as a result, we added this question to our interview guide. Parents and children 

were interviewed together, but the parents’ responses were our primary sources of data, while 

the children’s responses provided supplementary information. The interviews were 

supplemented by demographic and anthropometric data from the children’s medical records at 

the Pediatric Centre for Weight and Health. Parents provided informed, written consent for 

themselves and their children before the interview. The study protocol was approved by the 

University of Alberta Research Ethics Board (Pro00058932). 

Data analysis 

 The interview responses from the parents and children were audio-recorded, transcribed 

verbatim and managed with NVivo 11 (QSR, Melbourne, Australia). The methodological 

framework was qualitative description, which is  an approach that is most appropriate when a 

straightforward description of a phenomenon is sought to inform practice (14), and analysed 

using manifest content analysis. This analytical strategy included systematically coding and 
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categorising large amounts of textual information unobtrusively to determine patterns of 

responses in relation to the issues elicited in the interviews (15,16). A line-by-line analysis of the 

transcripts was conducted by one of the authors (NDG) in order to generate an initial list of 

potential codes. The results of these initial readings were discussed further among three 

authors (GDCB, NLH, NDG) and a refined coding scheme was used to re-code the entire data 

set. After the codes were established, they were organised based on sub-categories, grouped 

within larger categories and key messages were generated. These were subsequently 

discussed by three of the authors (AP, GDCB, NDG) and refined in several iterations. The 

frequency with which the families indicated each sub-category was calculated for illustrative 

purposes. Where the interview responses from the parents and children fell within the same 

sub-category, they were treated as a family unit and counted as one. As shown in Table S1, we 

applied the Consolidated Criteria for Reporting Qualitative Research to increase the 

transparency of our research.  

RESULTS 

 Of the 92 eligible families we approached, 56 (61%) participated in our study and the 

most common reason for refusing to take part was lack of time (Figure 1). As shown in Table 1, 

most participants were mothers (n=47, 77%), white (n=46, 73%), had completed post-secondary 

education (n=42, 69%) and had a household income of at least $50,000 Canadian dollars 

(n=35, 57%). Most of the children, with a mean age of 12.4 ±2.9 years were female (n=34, 55%) 

and had a BMI ≥95th percentile (98.0 ±2), which was representative of the children who enrolled 

at the Pediatric Centre for Weight and Health in the preceding years (17, 18). Table 3 shows 

that 50 families (89%) were particularly interested in a home visit and expressed interest in 

receiving support from a dietician (n=46, 82%) and exercise specialist (n=30, 54%). The 

preferred time of day and duration were evening appointments (n=26, 46%) that lasted 30–59 

minutes (n=36, 64%). An overview of the qualitative data related to families’ perceived benefits 

and barriers related to home-based services for paediatric weight management are described in 
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Table 4. Although we analysed both the parent and child data to ensure a family-centred 

approach, our analyses revealed that the children’s responses did not differ from, or add 

anything to, the points made by the parents. 

Perceived benefits 

Most families felt that home visits would allow for a comprehensive assessment. For 

example, families felt that if clinicians were to see, assess, and gauge the home environment 

first hand, they could better develop a better understanding of the context where behavioural 

changes were expected to be implemented. One parent said it’s hard to recall all the details 

about their home lives when sharing information in the clinic setting, adding that with home visits 

“[clinicians] can see what environment you live in and what’s going on at home and they can 

help you in that way.” In addition, families said that home-based services would allow clinicians 

to assess in situ lifestyle habits related to diet and physical activity and that allowing clinicians to 

visit their homes could be seen as an indicator of the families’ commitment to change. Families 

also felt that the comfort and privacy of being in their own home may help families to share 

information.  

Most families highlighted the convenience of home-based services for paediatric weight 

management. In particular, families said that they could avoid additional costs such as parking 

fees, travel time and the time off work associated with traveling to the clinic. It would also make 

it easier if they had more than one child. As one parent said: “It’s always easier than having to 

pack everybody up and drive in and then with driving in you have to have a meal somewhere, 

pay for parking, stuff like that. It’s just it’s easier for us.”  

Families felt that home visits may increase tailored care by enabling clinicians to provide 

more specific and relevant guidance. A variety of ideas were presented within this category. For 

example, some families felt that home visits could allow an exercise specialist to provide 

physical activity advice based on the capacity and resources in the home and community. 
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Families also suggested that home visits would enable dieticians to tailor nutritional advice to 

their particular needs.  

Finally, families indicated that a home visit would provide an opportunity for other family 

members to get involved. For instance, many parents had more than one child, or secondary 

caregivers at home that did not usually attend clinic appointments, and felt that interventions at 

home may enable these family members to get involved in the care process. One parent said 

that their spouse was not always able to make appointments, adding “I always have to relay the 

information, which was fine, but it would be better if we were both there. It’s hard to incorporate 

everything and it would be really good if we could have a home visit so we’re on the same 

page.” 

Perceived costs and barriers for families 

 Families were concerned about healthcare staff making judgements about their 

childrearing practices: “I think I would feel like you’re almost being judged or ridiculed. You 

might feel like they’re looking for faults about how you are raising your children. I’m gonna walk 

away feeling like I’m not providing care the way I should be, like a parent.  So I think it’s just that 

uncertainty.” In addition, families were concerned about feeling judged in their home 

environment in general and had concerns about the need to clean or entertain.  Similarly, 

families described the home visit as an intrusion into their home that could undermine their 

privacy. As one parent said: “Some people aren’t comfortable having people in their home as 

they feel like it’s an invasion, that they’re being spied on.” A few parents indicated that when 

they received health advice at home, they may be distracted looking after their children and 

children may be distracted with video games, TVs and other recreational activities that would 

not be present in a clinic. 

Perceived costs and barriers for clinicians  

Families said that afterschool and evenings would be the most convenient time to have a 

home visit, but they believed that could be inconvenient for clinicians and could also increase 
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their workload and travel time. As one parent stated: “Like I said evenings are the best for us, 

but [clinicians] don’t want to be working after hours when they are used to a 9-5 schedule.” 

Families also expressed concerns that procedural requirements, such as the health and safety 

protocols required by the healthcare system, may limit the ability of clinicians to conduct home 

visits. Finally, a couple families expressed concerns over the sustainability of home visits given 

the potential cost of this type of programme and the financial constraints faced by health 

systems. 

DISCUSSION 

Our study was the first to explore families’ perceived benefits, costs and barriers of 

home-based services for paediatric weight management. The results indicated a strong interest 

in such services. Families’ felt that the benefits of home visits would outweigh the potential costs 

and barriers and highlighted how a model of care for managing paediatric obesity using home 

visits could be shaped.  

Families’ perceived that the convenience of home visits would be of value and could 

mitigate logistical barriers of attending paediatric weight management programmes. This finding 

complements previous reports that characterised these factors as barriers to accessing care 

and reasons for attrition (19-21). Moreover, most families indicated that a comprehensive 

assessment and plan for tailored care based on the home environment would allow clinicians to 

better meet the needs and priorities of families, by assisting clinicians in providing practical 

recommendations and support. Viewing families’ social and physical environments first-hand 

and tailoring care based on specific needs may help to enhance retention and engagement, 

increase rapport between families and clinicians and optimise outcomes (22). It is notable that 

although most of the families that we interviewed indicated their willingness to participate in 

home visits, the main reason that families declined to participate in our study was due to lack of 

time. This observation, in itself, suggests the need for more accessible and available services 
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for families who need to balance their in-clinic care with other priorities, including returning to 

work and, or, school or avoiding additional parking costs. 

Families’ wanted dieticians and exercise specialists to take a lead role in conducting 

home visits, despite their perception of a comprehensive assessment that would direct attention 

towards psychological, behavioural, and medical issues. Families may perceive diet and 

exercise as core components of paediatric obesity management more than other components of 

care (23,24). In addition some advice could be more tangible within the home environment such 

as: physical activity in and around the home, including advice on home exercise, assessing 

local community resources and nutritional advice based on inspecting cupboards and, or, 

fridges and advice on  meal preparation and planning. Previous research has shown that 

children referred for weight management, as well as their parents, did not meet the 

recommended standards for lifestyle behaviours, particularly physical activity and dietary 

guidelines (25,26). The families’ emphasis on advice in these two areas may reflect their desire 

for additional support regarding lifestyle changes to address excess weight and improve 

children’s well-being in general. The challenges in adopting and adhering to behavioural 

changes may be addressed through home visits, by allowing clinicians to teach and reinforce 

new behaviours in the context where they are to be implemented (27).   

Although the families’ perceived benefits of home visits seemed to outweigh any 

potential costs and barriers, several logistical barriers for families and clinicians should be 

considered before initiating home-based services for paediatric weight management. Not only 

could the costs associated with home visits for clinicians or health authorities be high (28), but 

home visits may require changes to clinicians’ workflow, such as human resources and job 

descriptions, which are critical to implementation at the setting level (29). Home visits may 

impact the way clinicians work and also how patients engage with health services. These 

potential barriers could be mitigated by providing home visits as a complement to existing 
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specialty care services for paediatric weight management or using clinicians already in the 

community or community health workers instead of clinicians. 

This study had some limitations. First, our sample of families was relatively 

homogeneous, so our results may not reflect the preferences of other ethnic or cultural groups 

that may hold different views regarding home visits (30). Future research should include families 

that represent greater demographic and socioeconomic diversity. Second, we did not gain the 

perspective of clinicians in our study, which would have revealed whether they agreed with the 

costs and barriers perceived by the families. Similarly, as the children’s responses acted as a 

secondary source to parents’ views, our results may not accurately reflect the children’s 

perspectives. Finally, since all the participating families were enrolled in care at the clinic for at 

least six months, or had previously met each clinician, their perceptions and experiences may 

have differed from those families who did not enrol in this particular programme, had 

discontinued prematurely or had no contact with specialty care services for paediatric weight 

management. These potential differences highlight the importance of gaining insights from 

newly-referred families as well as families in community settings.  

CONCLUSION 

Families viewed home visits as an appropriate and convenient option for managing 

paediatric obesity. The potential benefits of home visits seem to outweigh the potential costs 

and barriers. However, barriers for families and clinicians need to be addressed before 

implementing home visits as a standalone or adjunct treatment for managing paediatric obesity. 

Further research should focus on gaining the perspectives of families who have received a 

home visit as well as clinicians who have conducted them.  
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Table 1. Interview guide.  

1. Would you <parent> and/or <your child> be interested in having the health professionals 

from the PCWH visit your home to help you and your family with weight management 

(yes or no)? 

2a. If parent answered ‘Yes’ to (1) then: 

i. What would you want to get out of a home visit? For your family? Probe for 

information/issues related to (a) nutrition/diet, (b) physical activity/exercise, (c) 

screen time, (d) parenting/communication, and (e) time management. 

ii. In what ways do you think a home visit would help you? Your family? Probe for 

information/issues related to (a) nutrition/diet, (b) physical activity/exercise, (c) 

screen time, (d) parenting/communication, and (e) time management. 

iii. Which health professional(s) from our team would you most like to visit you at 

home? Probe: Nurse? Physician? Exercise Specialist? Dietitian? Psychologist? 

iv. How long would you expect the home visit to last? 

v. What would be your preferred day of the week for our team to visit you at home? 

vi. What would be your preferred time of day for our team to visit you at home? 

2b. If parent answered ‘No,’ to (1) then: 

i. What are some of the reasons why you wouldn’t want a health professional(s) 

from the PCWH to visit your home? Probe for information/issues related to 

perceived barriers (e.g., uncomfortable having someone visit home, information 

provided at PCWH is sufficient, etc.)  

ii. If not for you, then how do you think home visits might help other 

parents/families? Probe for additional information as in question 2a.i 

3. Do you foresee any challenges or barriers in offering home visits for families enrolled in 

the PCWH? How about for your family, in particular? Do you perceive any barriers our 

clinicians may face in conducting home visits? 

4. Ask directly to child: Your parent answered most of these questions, is there anything you 

would like to add? 
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Table 2. Anthropometric and demographic characteristics of parents and children (data presented 

as mean ± standard deviation unless otherwise specified). 

 Children 

(n=62) 

Primary Caregivers 

(n=61) 

Age (y) 12.4 ± 2.9 42.9 ± 5.1 

Height (cm) 157.1 ± 14.8 - 

Weight (kg) 80.0 ± 26.2 - 

Body mass index (BMI; kg/m
2
) 30.8 ± 6.3 - 

BMI percentile 98.0 ± 2.0 - 

BMI z-score 2.20 ± 0.40 - 

Sex (n; %)   

     Female 34; 55% 47; 77% 

     Male 28; 45% 14; 23% 

Race (n; %)   

     White 45; 73% 46; 75% 

     Non-White 17; 27% 15; 25% 

Education    

College/university graduate - 42; 69% 

Some college/university - 11; 18% 

High school graduate - 3; 5%  

Some high school - 2; 3% 

Trade school graduate - 3; 5% 

Household income    

     ≥$50,000/y CDN  35; 57% 

     <$50,000/y CDN  6; 10% 

     Prefer not to say  20; 33% 
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Table 3. Families’ interest and preferences regarding home visits for managing paediatric 

obesity. 

 
 

Families (n=56) 

Interested in home visits? (n; %)  

     Yes 50; 89% 

     No 4; 7% 

     Unsure 2; 4% 

Desired clinician (n; %)*  

     Dietitian 46; 82% 

     Exercise Specialist 30; 54% 

     Psychologist 15; 27% 

     Nurse 6; 11% 

     Paediatrician 4; 7% 

Desired day of the week (n; %)§  

     Weekdays 21; 40% 

     Weekends 12; 23% 

     Any day  19; 37% 

Desired time of day (n; %)§   

     Mornings 2; 4% 

     Afternoons 13; 25% 

     Evenings 26; 50% 

     Flexible 11; 21% 

Desired length of visit in minutes (n; %)§   

     <30 3; 6% 

     30-59 34; 65% 

     60-89 5; 10% 

     90-120 4; 8% 

     Don’t know 6; 11% 

*Families could indicate more than one option, so totals ≠ 100% 
§Only families who responded ‘yes’ or ‘unsure’ to interest in home visits were asked these questions, n=52  
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Table 4. Summary of families’ (n=56) perceived benefits, costs, and barriers of home visits for 

managing paediatric obesity.   
Category Sub-Category Key Messages Exemplar Quotes 

Perceived 

Benefits 

Comprehensive 

assessment  

(n=53; 95%) 

 Assess, gauge, and see 

the home environment  

 Assess families’ lifestyle 

and behaviours 

 Comfort of home allows 

for better assessment  

 Gauge families’ level of 

commitment 

 

“…they can see what 

environment you live in and 

what’s going on at home and 

then they can also help you that 

way.  ‘Cause here, you can 

describe it but nothing really 

prepares you for what’s actually 

going on.  If they’re like, we got 

this and this, and you go there 

and it’s like, oh this is still a bit 

different from then what you 

said because there’s little details 

that sometimes people leave 

out.” 

Convenience  

(n=48; 86%) 

 Avoid additional 

financial costs and 

logistical barriers 

(parking, transit, time off 

work) 

 

“Well like I said, it’s kind of nice 

because then it’s always easier 

than having to pack everybody 

up and drive in and then with 

driving in you have to have a 

meal somewhere, pay for 

parking, stuff like that. It’s just 

it’s easier for us.” 

Tailored care  

(n=16; 29%) 

 Personalize service to 

individual family needs 

“I think for them to have the 

perspective of seeing where we 

are, what our home life is like, 

they would probably be able to 

give us more customized, 

specific things that would be 
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more real.” 

Involvement  

(n=7; 13%)  

 Opportunity for other 

family members to 

participate in lifestyle 

changes 

“Well, it’ll help us work together 

a little bit more.  What I see 

especially advantageous right 

now about home visits is my 

mom is staying with us so we’re 

having troubles getting her not to 

bake so many cookies and 

unhealthy stuff. Getting her on 

board is really tough and so if 

there’s a home visit and she’s 

included in that, it might get her 

on board more.” 

Perceived 

Costs and 

Barriers 

(For 

Families) 

Judgement  

(n=17; 30%) 

 Feeling judged by 

clinicians  

“Concerns about perception if 

they’re feeling maybe a 

particular worry about their 

home ….I could see how some 

people, even if it’s not true, may 

feel like there could be a 

judgment about how they live.” 

Privacy  

(n=11; 19%) 

 Feeling intruded on 

 

“Some people aren’t comfortable 

having people in their home they 

feel like it’s an invasion that 

they’re being spied on.” 

Distractions  

(n=5; 10%) 

 Distractions may limit 

attention 

“The other thing that could be a 

little bit distracting for other 

members of the family in there, 

it could be a distraction for the 

experience altogether but it 

depends on how you manage 

your own family.” 
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Perceived 

Costs and 

Barriers 

(For 

Clinicians) 

Inconvenience  

(n=14; 25%) 

 Availability conflicts 

between clinicians and 

families 

“Evenings and after school are 

the best options so we’re not 

missing school and work, 

although that probably doesn’t 

work very well with [clinicians] 

schedule and so that’s a barrier” 

Procedural 

requirements 

(n=8; 14%)  

 Bureaucratic policies 

may hinder home visits 

“Oh there’s probably a whole 

host of barriers and challenges 

for the team to go out into the 

home. They may encounter I 

don’t know what the policy is 

with [governing body] around 

doing home visits but they’ll 

have to get around that, 

especially if you may be putting 

your workers at risk, depending 

on the situation they’re walking 

into.” 

Sustainability  

(n=3; 5%) 

 Program may be 

expensive to maintain 

 Increased workload for 

clinicians 

“But what if they found the 

program too expensive, then they 

cut it.  ‘Cause I could see that 

maybe being a barrier.” 
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Figure 1. Flow diagram of family recruitment and enrollment. 

 

 

 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

*Some interviews were conducted with more than one primary caregiver and/or child. 

 
 

Approached for 

Participation  

(n=92) 

Enrolled  

(n=56) 

Declined (n=36) 

 Did not have time (n=24) 

 Not interested (n=7) 

 Other (n=5) 

 

Family Units Interviewed (n=56)* 

 Children (n=62) 

 Primary Caregivers (n=61) 

 


