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Abstract 

Home exercise programs (HEP) are a form of treatment for children with delayed motor, 

sensory, cognitive, or speech skills. Studies show improvement in developmental and barriers 

that affect adherence, there is still a lack of standardized rehabilitation models that can address 

this issue. This interpretive phenomenology study explores the lived experiences of caregivers 

of children with developmental delays regarding adherence to HEPs. Participating caregivers 

interacted with therapists using an Applied Coaching Model (ACM), a model of multiple 

theories focusing on holistic rehabilitative care. Qualitative results of this mixed-methods 

study identified specific factors that affect adherence to HEPs. Quantitative results found that 

adherence was associated with increased exposure to the ACM. With these findings, future 

rehabilitative interventions may be improved by integrating an applied coaching model to 

increase adherence to HEPs.  
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Terminologies 

For documentation purposes, abbreviations of terms that are included in this study are 

displayed below (listed in alphabetical order):  

Abbreviation Name of Term 

ACM Applied Coaching Model 

FCC Family Centered Care 

HEP Home Exercise Program 

SMART Specific, Measurable, Achievable, Relevant, 

Time-bound 

TR Therapeutic Relationship 

AIC Akaike’s Information Criterion 
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Summary for Lay Audience 

Home exercise programs (HEP) are a form of treatment for children with delayed motor, 

sensory, cognitive, or speech skill development. Studies show improvement in outcomes for 

these children if their families adhere to home exercises. Despite the many barriers that affect 

adherence, there is still not a specific rehabilitation program model that can address this issue. 

This study explores the lived experiences of caregivers of children with developmental delays 

regarding adherence to home exercises using the Applied Coaching Model (ACM), a model 

that combines multiple theories focusing on holistic care. This study found specific factors that 

affect adherence to HEPs, and that adherence was associated with increased exposure to the 

ACM. With these findings, future rehabilitative interventions may be improved to increase 

adherence level to home exercises.  
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Chapter 1  

1 Introduction 

For many children, chronic health conditions present themselves as delayed development 

in motor, sensory, cognitive, and speech skills which may or may not be long-standing 

(Sices et al., 2003). Thus, early identification and intervention can assist with achievement 

of functional outcomes and even reduce potential secondary behavioural challenges 

associated with developmental impairments (Gmmash et al., 2021; Guralnick, 1998; 

Majnemer, 1998). 

1.1 Traditional Rehabilitation Strategies for Children with 

Developmental Delays 

Current rehabilitation strategies for children with developmental delays vary and are based 

on a range of neurodevelopmental, pharmacological and biomechanical approaches in 

which the primary focus is on the child, and to improve functional outcomes by 

implementing motor, sensory, speech and language-based activities (McGibbon & Law, 

2003). Such strategies are utilized differently as developmental delays stem from various 

aetiologies (Hong et al., 2017). For example, cerebral palsy is a common cause of 

developmental delay which may affect motor, sensory, cognitive and speech (Rosenbaum 

et al., 2007) in which physical, occupational, speech-language and neurodevelopment 

therapy are incorporated (Hong et al., 2017). To improve the functional development of 

children with developmental delays, rehabilitation therapy is also incorporated into the 

home setting (Gorgon, 2018). 

1.2 Home Rehabilitation Programs 

Home exercise programs include tasks that have been prescribed by a physical, 

occupational or speech-language therapist and are implemented by caregivers in the home 

setting (Gorgon, 2018; Johnson et al., 2018; Milton et al., 2019; Novak et al., 2009). These 

home exercises are seen as an opportunity for caregivers to deliver a higher and more 
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consistent dose of therapy, and as a result have been considered an essential part of the 

treatment process (Bazyk, 1989; Giller Gajdosik, 1991; Hinojosa & Anderson, 1991; Law 

& King, 1993; Palsili et al., 2014). The involvement of caregivers who deliver the home 

exercises has become even more crucial with the recent shift to telehealth during the 

COVID-19 pandemic (Gmmash et al., 2021). However, despite the positive effects of home 

practice on functional outcomes, many studies have shown families of children who have 

chronic health conditions are at risk of low levels of adherence to home exercises (Costello 

et al., 2004; Galil et al., 2001; Gmmash et al., 2021; Milton et al., 2019; Rapoff & Lindsley, 

2007). Poor adherence to home practice can be attributed to factors such as parents’ 

inability to perform such activities, and personal barriers such as lack of time (Rezaie & 

Kendi, 2020). This problem is compounded for children with long term health conditions 

such as cerebral palsy because of the extended duration of the prescribed home exercise 

regimen and lifelong involvement with healthcare providers and interventions (Galil et al., 

2001; Santer et al., 2014). 

1.3 Factors Affecting Adherence 

Findings from several studies have shown adherence to home exercises among children 

with developmental delays is affected by a range of factors. A study by Taylor et al., (2004) 

concluded that adherence is affected broadly by environmental and personal factors. 

Specifically, environmental factors that affect adherence included social and physical 

support from family members and healthcare workers within the community, whereas 

personal factors related to the severity of the child’s condition, motivation of the child, and 

the caregiver’s daily schedule. Expanding on this, Lillo-Navarro et al., (2015) classified 

factors that affect adherence into two major categories: the characteristics of the home 

exercise program, and the therapist’s teaching style. Combining and extending this work, 

Rezaie & Kendi (2020) documented four categories that affect overall adherence to home 

exercise programs: (1) child and family factors, (2) therapist factors, (3) environmental 

factors, and (4) therapy factors. Child and family factors consisted of features related to the 

child or family such as child behavioural status, family structure, and family emotional 

atmosphere. Therapist factors included skills of the therapist and their job satisfaction in 

relation to adherence. Environmental factors consisted of cultural view, physicians’ 
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awareness, physical environment, access to therapy, etc. Therapy factors entailed features 

of the therapy program offered by the therapist such as assessment tools, type of 

intervention, and length of treatment.  

Medina-Mirapeix et al., (2017) found that parental adherence to their children’s home-

based exercises was reduced compared to studies of adherence to home-based exercises for 

adults with chronic conditions (Medina-Mirapeix et al., 2009). Many studies suggest this 

difference may be because parental adherence is affected by both the caregiver and child 

instead of being solely influenced by the adult (Barton & Fettig, 2013; Gorgon, 2018; 

Medina-Mirapeix et al., 2017; Rezaie & Kendi, 2020). Examples of challenges faced by 

parent-child pairs include a mismatch between appropriate times for practice in parent and 

child’s routines or schedules and child behavioural issues (McConnell et al., 2015; Rezaie 

& Kendi, 2020).  

In much of the previous literature, sociodemographic background of caregivers such as 

caregiver age and socioeconomic status were not directly correlated with adherence to 

HEPs (Medina-Mirapeix et al., 2017; Rone-Adams et al., 2004). However, parental 

cognitive factors such as confidence, perception of barriers to adherence, and ability to 

perform HEPs were found to be associated with adherence levels (Giller Gajdosik, 1991; 

Law & King, 1993; Medina-Mirapeix et al., 2017). In contrast, studies by Rezaie & Kendi 

(2020) and Gmmash et al., (2021) found socioeconomic status to be a specific factor that 

influenced adherence rates as families with higher social wellbeing tended to have a better 

understanding of their responsibilities during treatment.  

Some child factors related to adherence to HEPs include severity of the impairment, mood, 

and resistance to cooperate with caregivers (Medina-Mirapeix et al., 2017; Rezaie & Kendi, 

2020). Numerous studies have found that an increased severity of the child’s condition and 

functional limitation increased parental adherence to HEPs. Medina-Mirapeix et al., 

(2017), hypothesized that this could be due to the caregiver’s strong perception of their role 

in their child’s development. However, in the study by Rezaie & Kendi (2020), home 

adherence decreased when children had more severe conditions because their response to 

treatment was slow, which may have caused feelings of discouragement for the family and 
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decreased motivation to continue with HEPs. Behavioural status of the child is also a factor 

that strongly relates to levels of adherence as it has been reported to affect the caregiver’s 

ability to support exercises in the home environment (Brossard-Racine et al., 2012; Herring 

et al., 2006; Rezaie & Kendi, 2020). 

It was noted that therapist interaction with parents can play a crucial role in determining 

HEP adherence (Giller Gajdosik, 1991; Santer et al., 2014). A study by Medina-Mirapeix 

et al., (2017) aimed to determine whether certain behaviours and characteristics of health 

professionals affected parental adherence to HEPs. They found that when parents were 

provided with information about their child’s progress and encouragement regarding the 

completion of HEPs, adherence significantly increased (Medina-Mirapeix et al., 2017). In 

other studies, caregivers had higher adherence rates when the therapist provided written 

instructions in addition to demonstrating the HEPs at home with their child (Hinojosa & 

Anderson, 1991; Taylor et al., 2004). However, this was not the case in the study by 

Medina-Mirapeix et al., (2017) which showed no association between therapists 

demonstrating the HEPs or providing written instructions and adherence.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                      

Another important factor that determines adherence is the therapist-caregiver relationship. 

In the study by Medina-Mirapeix et al., (2017), parental adherence increased when the 

therapist frequently checked in and inquired about any issues regarding the child and the 

HEPs. This finding was supported in many other studies that have reported good parental 

adherence to HEPs when therapists demonstrated clinical competency, had good 

communication skills, were emotionally supportive, and provided consistent feedback and 

reassurance (Gmmash et al., 2021; Rezaie & Kendi, 2020). 

1.4 Health Coaching 

Families of children with chronic health conditions and developmental delays experience 

increased amounts of parental stress due to the extensive tasks required of caregiving 

(Raina et al., 2005). Rehabilitation therapists currently rely on theoretical models to 

develop activities and practices for their clients, many of which already align with the 

values of family-centered care (FCC) (King, 2009). Although FCC and other various 

models encourage a holistic view of health and promote a focus on quality of life, few 
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provide the explicit guidance needed regarding how to achieve this desired functional 

outcome (Baldwin et al., 2013). Therefore, health coaching may be a possible solution to 

address this issue. 

Coaching originated within the sporting and self-help industries (Griffiths, 2005). 

Currently, such coaching interventions are prevalent in the behavioural sciences, business 

and organizational sectors. These interventions have also become more prevalent as a 

health intervention, especially within the realm of pediatric rehabilitation (Griffiths, 2005; 

Ogourtsova et al., 2019). Within health and rehabilitation, coaching attempts to move 

therapists and families towards a more proactive model, in which interventions provide the 

“how” and necessary steps for clients to feel empowered through their decisions and goal 

setting (Foster et al., 2013; Gillian King et al., 2019; Milton et al., 2019; Novak & Berry, 

2014; Olsen, 2014). The benefits of coaching for caregivers and their children include 

improved goal setting skills, goal attainment, enhanced problem-solving ability, positive 

behavioural changes, and overall personal development. These benefits are believed to be 

due in part to the highly collaborative and participatory nature of coaching (Gmmash et al., 

2021; Quick & Macik-Frey, 2004; Rush & Shelden, 2011).  

Novak & Honan (2019) found that while occupational therapy-based home exercise 

programs can be beneficial towards the motor and functional outcomes of children, 

coaching provides more positive parental outcomes such as stress reduction. In support of 

this, previous literature also suggests that coaching, as an educational technique, could help 

improve caregiver self-efficacy and confidence, which could help increase parental 

adherence to HEPs (Gmmash et al., 2021; Medina-Mirapeix et al., 2017). Despite the 

budding literature on this topic, there is still yet to be a rehabilitative model that 

incorporates health coaching to address the facilitators and barriers to HEP adherence. 

Therefore, coaching and its application to parental adherence must be researched further 

(Gmmash et al., 2021). 



6 

 

1.5 The Applied Coaching Model 

Despite extensive knowledge of the specific factors that affect adherence to home exercises, 

there is still a lack of transfer of this information to clinical practice in a standardized 

rehabilitation model. Such a model can help incorporate a holistic approach considering 

factors such as FCC, learning theory, and a strengths-based approach to help families reach 

their goals through home practice. Additionally, much of the existing research focuses on 

generalized behavioural strategies and teaching methods instead of a specific therapist to 

parent and child approach (Steiner, 2011). Debra Teitelbaum, a pediatric physical therapist 

at the Alberta’s Children’s Hospital in Calgary, AB, has developed the Applied Coaching 

Model (ACM) (Figure 1) based on her clinical experience and extensive review of the 

research related to health coaching in pediatric rehabilitation (Daviault, 2021).  

 

Figure 1: The Applied Coaching Model 

The ACM integrates various theories, approaches, and evidence-based practices with the 

aim of providing well defined steps and concrete therapist actions to operationalize 

coaching in pediatric rehabilitation. There are six foundational principles that underpin the 

model including: 
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Family Centered Care 

FCC as a theoretical framework necessitates health and rehabilitation professionals to 

communicate and negotiate with families actively (Shields, 2010). Although there is yet to 

be a clear-cut definition of FCC, many health organizations and therapists agree that it is 

underpinned by similar themes including: (1) the family is the expert on the child and their 

needs, (2) all families are acknowledged as diverse and unique, (3) children’s optimal 

health outcomes stem from a supportive familial environment and community context, (4) 

services should be responsive and flexible to the familial environment, and parents can 

determine their level of participation and decision making regarding their child’s health, 

and (5) healthcare services should take into consideration the needs of the entire family 

unit (Institute for Family-Centered Care, 2017; Rosenbaum et al., 1998; Shields, 2010). 

Recently, there has been substantial consideration of parental and caregiver perspectives 

as a necessity while implementing rehabilitation therapy, as many researchers and 

healthcare practitioners recognize the significance of the role of the family within the 

rehabilitative process (Bamm & Rosenbaum, 2008; Gmmash et al., 2021; G. King et al., 

2017). Additionally, therapists’ position as “expert” has been questioned by a number of 

communities in the healthcare sphere (Rosenbaum et al., 1998; Turnbull et al., 2000). 

Under a family-centred approach, therapeutic methods should endorse collaboration 

between the parents and therapists, where the therapist remains an expert regarding 

technical knowledge of child development and relevant health conditions and parents are 

acknowledged as experts on their child and the needs, assets, and values of the family 

(Rosenbaum et al., 1998). At a minimum, it is expected that therapists consider the context 

of the family when planning interventions, and that they support the family unit within 

multiple aspects of the broader community, for example, planning an intervention that can 

be done despite the parents’ busy work schedules (Hanson & Carta, 1995). 

The Therapeutic Relationship 

The term therapeutic relationship (TR) can be described as the connection between 

healthcare workers and their patients (McCabe & Priebe, 2004). Factors affecting TR 

include techniques of the therapist and level of client involvement (Hill, 2005). To cultivate 
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a strong TR, therapists should demonstrate clinical competency while exhibiting empathy, 

patience and appropriate communication within a rehabilitation setting (Epstein & 

Hundert, 2002). However, this alone cannot deepen the TR if the client lacks motivation; 

thus, client involvement may be considered the most important factor (Hill, 2005). Due to 

the collaborative nature of rehabilitation, a therapeutic relationship between the family and 

therapist is important for addressing functional rehabilitation outcomes of the child. 

Without a strong TR, clients might not trust the therapist’s skills and feel uncomfortable 

going into therapy, which could diminish the treatment's overall effectiveness (Hill, 2005). 

The concept of TR is extremely important in a family-centred rehabilitation setting where 

the focus is on the interaction between families and therapists and should be explored when 

considering factors that affect adherence to home exercises.  

Motor Learning Theory 

Motor learning theory suggests that a set of actions that are practiced repetitively will 

contribute to long-lasting changes in movement (Kleynen et al., 2020; Schmidt et al., 2018; 

Zwicker & Harris, 2009). Related theories include the Closed Loop Theory which explains 

how motor skills can be acquired through continual practice of the same movement, while 

the Schema Theory assumes past practice and patterns can aid in the creation of new skills 

(Zwicker & Harris, 2009). Finally, the Dynamic Systems Theory emphasizes that 

interactions between both personal and external factors affect the child and parent’s ability 

to reach the intended outcomes (Elman, 2003; Thelen, 1989). Thus, the environment, 

characteristics of the child and parent, and nature of task or therapeutic activity can serve 

as either a barrier or something that cultivates goal attainment (Aydin & Nur, 2012). 

Combining the elements of these theories of motor learning we can establish that for a child 

to successfully reach their goals all aspects of the individual(s), therapy, and environment 

must be carefully considered (Aydin & Nur, 2012; Bottos & Gericke, 2003; Morgan et al., 

2016; Yang et al., 2013). Furthermore, general tenets of these motor learning theories 

emphasize the need for repetitive practice to make developmental and functional gains 

(Kleynen et al., 2020; Zwicker & Harris, 2009). This principle has been incorporated into 

The Applied Coaching Model as it relates to parent learning and repetition of practice to 

gain skills. 
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Strength-Based Approach 

Many models of assessment and treatment in the rehabilitation sphere focus on a child’s 

functional deficits. In contrast, the strengths-based approach views all interactions through 

a positive lens, working with the child and family to identify areas of competence that can 

be used to facilitate goal achievement in other areas (Steiner, 2011). Furthermore, there is 

evidence to suggest that caregivers who are coached to view their child’s condition 

optimistically display success in mitigating negative outcomes such as feelings of anxiety 

and stress (Gray, 2006; Lawton et al., 1991; Steiner, 2011). Using such strength-based 

approaches can improve parents’ quality of life as it provides an opportunity to voice any 

personal concerns or goals regarding their child’s rehabilitation process (Steiner, 2011). 

This approach is especially useful for parents of children with chronic conditions such as 

autism spectrum disorder as related stressors are usually long lasting and difficult to 

overcome (Gray, 2006; Hastings et al., 2005; Steiner, 2011). 

Adult Learning 

Learning styles between adults and children differ due to factors such as maturity and 

life experiences. Specific to this study, adult learning is a useful concept as therapists 

need to engage adult family caregivers during rehabilitation sessions, specifically 

when prescribing therapy activities to complete independently with their child in the 

home setting. The concept of adult learning identifies specific qualities that should be 

considered when developing educational programs for adult learners including self-

directed learning and readiness to learn (Cox, 2015; Wang, 2011). Self-directed 

learning refers to adults’ ability to learn new concepts independently while readiness 

to learn relates to the idea that adults already have a reservoir of knowledge based on 

their past experiences which can be a strength when learning new concepts (Cox, 2015; 

Wang, 2011). Adult learning principles should also be considered when developing 

interventions aimed at changing parenting skills such as creating a healthy parent-child 

relationship. These relationship-focused interventions can be useful in alleviating 

feelings of caregiver burden and are therefore important to offer also in addition to 
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focusing on children’s functional and developmental outcomes (Tétreault et al., 2003; 

Whittingham et al., 2011).  

The ACM model is comprised of seven stages including Engage, Collaboratively Set Goals, 

Observe, Demonstrate, Practice, Reflect and Commit to Action. Therapists and families 

generally start at Engage on their first session but may enter the model at any other stage 

on subsequent sessions and focus on one or more stages within any given session. The 

seven stages are presented in more detail below. 

1.5.1 Engage 

Within Engage, the therapist initiates contact with the family and develops rapport. It is 

important to establish good rapport for the family to feel safe enough to articulate their 

concerns and identify the child’s strengths and family goals regarding their child’s 

development. The therapist engages in active listening where they acknowledge potential 

barriers in the rehabilitation process. Taking a family-centered and strengths-based 

approach is crucial as this stage involves establishing roles and expectations with the family 

in a collaborative and respectful way that helps to define the TR.  

1.5.2 Collaboratively Set Goals 

Goal setting is an essential step in the ACM where the therapist acknowledges the family 

as experts in their child’s health, explores possible hopes and provides guidance for the 

family. Before any goals are set, an assessment of the child is completed, and parents are 

asked to summarize the child’s skills. During this stage, principles such as coaching and 

adult learning are emphasized, with the duties of the therapist consisting of explaining the 

developmental sequence in relation to the child, providing clinical expertise, and assessing 

the family’s capacity. Goals are then negotiated, shaped, and agreed upon by both parties, 

and formatted in accordance to SMART guidelines: Specific, Measurable, Achievable, 

Relevant, and Time-bound. Other key principles involved in this stage include FCC, 

strength-based approach, and therapeutic relationship. 
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1.5.3 Observe & Demonstrate (integrated) 

The Observation and Demonstration stages are where the therapist observes the child and 

parents’ skills, explains the context for and importance of learning new activities and 

demonstrates strategies to the family. The coaching principle underpins this stage as the 

therapist's responsibilities include narrating the environmental set-up required for different 

activities, such as identifying necessary tools and equipment and encouraging parents to be 

active participants in their child’s care. FCC and adult learning principles are also 

incorporated as the family and therapist observe each other’s actions, and performance of 

the demonstrations.  

1.5.4 Practice & Reflect (integrated) 

During the stages of Practice and Reflect, the therapist encourages the family to imitate the 

prescribed home exercises and practice any handling or specific activities during therapy 

sessions while providing supportive feedback towards the family and child’s dedication. 

Families are encouraged to ask questions to solidify their understanding of the activities 

and the therapist's role is to provide support and encouragement to enable family members 

to reflect on their practice and identify their concerns to elicit relevant and helpful feedback. 

As such, coaching, adult learning, FCC, motor learning theory and strength-based approach 

all play an important role during these two stages. 

1.5.5 Commit to Action 

Commit to Action is the final step in the cyclical framework where the SMART goal(s) is 

summarized and together parents and the therapist create an actionable plan to achieve it, 

as a precise plan is more likely to provide opportunity for success. The therapist reviews 

the prescribed activities with the family and adjusts where needed. During this stage, the 

therapist cultivates the TR and demonstrates the values of FCC by offering options to 

support the family when they undergo the prescribed home exercises alone, such as 

providing photos, videos, diagrams, and handouts. As this is an ongoing journey, 

scheduling regular follow-up with the family is also recommended to document and 

celebrate improved child functional outcomes and set new goals as appropriate.  
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1.6 Purpose and Research Questions 

To date, numerous barriers to adhering to home exercises for children with chronic health 

conditions have been identified including severity of the child’s condition, family 

emotional atmosphere, clinical competency and type of intervention (Medina-Mirapeix et 

al., 2017; Rezaie & Kendi, 2020). Treatment effectiveness for children under the age of 

five is primarily determined by their caregivers’ adherence to home exercise programs, 

which is affected by their knowledge and competence regarding the assigned tasks (Rezaie 

& Kendi, 2020). However, many studies fail to explore and challenge the intricacies 

surrounding barriers such as lack of time and family emotional atmosphere from the 

perspective of caregivers (Law & King, 1993; Palsili et al., 2014; Peplow & Carpenter, 

2013; Rone-Adams et al., 2004). Despite the growing interest in promoting adherence to 

home exercises to maximize outcomes for children with developmental delays, there is 

limited literature on specific evidence-based and practical models that can support therapist 

delivery of health coaching and its effectiveness within pediatric rehabilitation 

(Ogourtsova et al., 2019). Therefore, it would be advantageous to explore the lived 

experiences of caregivers who are faced with the task of completing home practice 

suggested by therapists who practice using the ACM model. It is also prudent that potential 

barriers to adherence be identified so they can be addressed in future iterations and 

implementations of the ACM model. 

This study aims to (1) explore and make meaning of caregivers’ lived experiences 

surrounding adherence HEPs among children with developmental delays, including 

experience with the Applied Coaching Model and (2) measure parental adherence and 

factors related to it under the use of the Applied Coaching Model. 

Therefore, two research questions are defined: 

(1) What are caregivers’ lived experience adhering to HEPs focused on the 

rehabilitation goals of their children? (Qualitative Component) 

(2) Does the use of the ACM influence adherence outcomes for children with 

developmental delays? (Quantitative Component) 
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Chapter 2  

2 Research Methods 

A mixed methods triangulation design was used, such that qualitative data was the primary 

focus and quantitative data was used to support the qualitative findings (Creswell & Plano 

Clark, 2007). A phenomenology, from an interpretivist lens, was conducted in the 

qualitative portion of the study. Furthermore, hermeneutics, also known as the study of 

interpretation, was chosen within the phenomenological approach as it allows us to focus 

on the various methods people use to understand and view phenomena (Paterson & Higgs, 

2015). This theory was chosen because our study aimed to interpret caregivers’ experiences 

with the Applied Coaching Model (ACM) and their adherence to the prescribed home 

exercise programs. The convergent model (of triangulation mixed method designs) was 

used such that both qualitative and quantitative data were first analysed separately and then 

converged to validate results pertaining to understanding caregivers’ experience and 

factors associated with adhering to HEPs. During participant recruitment, data collection, 

and analysis, strategies were put into place to ensure the study was conducted in an efficient 

and ethical manner, including the safeguard strategies discussed below in sections 2.3, 2.4, 

2.5 and 2.6. 

2.1 Participant Recruitment 

Convenience sampling was used as a recruitment approach. To have been eligible for this 

study, caregivers must have been supporting a child with a developmental delay and have 

been engaged in a rehabilitative home exercise program using the ACM. We did not aim 

to seek representativeness when recruiting our participants (Wright-St Clair, 2014) for this 

mixed methods study. Instead, we invited all participants who expressed interest in 

participating and shared an understanding of being a caregiver while having diverse and 

unique experiences based on personal factors and events such as differences in family 

structure and children of different ages with varying developmental delays. Seven 

participants were recruited by a member of their circle of care at the Early Childhood 

Rehabilitation Program at the Alberta’s Children’s Hospital in Calgary, AB. More 
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specifically, therapists who were participating in an implementation evaluation of the ACM 

recruited caregivers and children from their active caseloads to participate in the study. The 

demographic distribution of the participants is summarized in Table 1 below.  

Table 1: Participant Demographics 

Variable Number (%) 

Caregiver Gender  

Female 7 (100%) 

Caregiver Education  

No Diploma 1 (14.29%) 

Bachelor’s 5 (71.43%) 

Not Stated 1 (14.29%) 

Child Sex  

Male 5 (71.43%) 

Female 2 (28.57%) 

Mean Child Age in Months 14.67 (M; SD = 5.73) 

Child Health Condition*  

Prematurity 3 (42.86%) 

Global Developmental Delay 2 (28.57%) 

Epilepsy 1 (14.29%) 

Visual Impairment 2 (28.57%) 

Chronic Lung Disease 3 (42.86%) 

Chromosomal Deletion 1 (14.29%) 

Agenesis of the corpus callosum 1 (14.29%) 

Periventricular leukomalacia 1 (14.29%) 

Ectrodactyly 1 (14.29%) 

Relationship with Child  

Natural Mother 7 (100%) 

Abbreviations: M, Mean; SD, Standard Deviation 

*Note: Children could have more than one health condition  
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2.2 Position of the Researcher 

Pertaining to the qualitative portion of the study, an interpretivist paradigm considers 

multiple perspectives and views them as equally valuable rather than seeking a single truth 

(Ponterotto, 2005). Hence, a qualitative phenomenology informed by an interpretivist 

paradigmatic lens was conducted with caregivers who engaged in rehabilitative home 

exercises with their children with developmental delays. Such a methodology was ideal for 

this study because, it sought to understand core phenomenon through many individuals’ 

lived experiences. Furthermore, ontology is the study of “the nature of reality and being” 

and is used to assess the meaning behind a phenomenon (Ponterotto, 2005, p.130). Thus, 

an ontological mode of inquiry was used to illuminate the taken-for-granted meaning of 

being a caregiver during the semi-structured interviews.  

2.3 Data Collection 

Qualitative data (interviews) were collected once during this study, after implementing the 

ACM for a period of one to three months. 

Due to the COVID-19 pandemic, semi-structured interviews were conducted with 

caregivers individually using online video teleconferencing software (Western Zoom 

Corporate). Each interview lasted approximately 30 to 40 minutes. The interviews were 

audio-recorded and had live transcription service enabled so the researcher could 

participate in the moment but still facilitate transcription and analysis of the data. The semi-

structured interview approach provided a guide but still allowed opportunities for further 

topics and questions to emerge during the interview process (Wright-St Clair, 2014). 

Interview questions were open-ended to ensure inclusiveness of data collection regarding 

the caregivers’ description of their lived experiences, and information concerning lifestyle 

routines related to HEPs. For example, caregivers were able to describe their experience 

with their therapist, specifically how they affected adherence to their child’s prescribed 

home exercises. The initial semi-structured interview guide was adapted from Peplow & 

Carpenter, (2013) and can be found in Appendix A. 
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To support the qualitative findings from the semi-structured interviews, a weekly 

quantitative electronic survey was sent out to participants. The surveys included: (1) a 

visual analogue scale where participants indicated the percentage of expected home 

practice sessions that were completed that week, and (2) questions pertaining to each of the 

four factors identified by Rezaie & Kendi (2020) to identify the barriers to adherence 

encountered while doing their child’s prescribed home exercises: child and family factors, 

therapist factors, environmental factors, and therapy factors.  

The student researcher conducted practice interviews and meetings with other members of 

the Child Health, Exercise and Rest (CHEaR) Lab, and consulted the advisory committee 

regarding potential interview questions and topics before beginning any dialogue with 

participants. The student researcher also consulted with their supervisor throughout the 

interview process. During interviews, the student researcher avoided controlling the 

conversation and refrained from exerting pressure on the participants as the aim was to 

invite the participants to share as much as possible regarding the research topic (DiCicco-

Bloom & Crabtree, 2006). Instead, the student researcher took on the role of an active 

listener to encourage the rearticulation of caregivers’ lived experiences of supporting their 

child during home exercise programs (HEPs). 

2.4 Data Analysis 

Specific to this study, a mixed methods triangulation design was chosen as it allows the 

comparison of qualitative and quantitative findings to attain unique but complementary 

data to better understand the caregiver perspectives on adhering to HEPs (Creswell & Plano 

Clark, 2007).  

 

The interviews were transcribed verbatim using Western Zoom Corporate’s live 

transcription function, with the student researcher reviewing and correcting as needed. 

Using coding software (NVivo 12, QSR International), transcripts were read and re-read 

by the researcher to generate relevant codes to group thoughts into corresponding 

categories. The anecdotes formed by these categories were then explicated and interpreted 

to highlight the everyday experiences of the caregivers with adhering to home exercises 
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during the use of a coaching model. This process involved selective reading by the 

researcher as she analysed the interviews and gathered all relevant ideas, experiences, and 

phrases to generate multiple broad themes that related to the meaning of the participants’ 

experience. In keeping with the interpretivist approach, data collection and analysis 

occurred simultaneously as this qualitative phenomenological study was inductive, 

deductive, and iterative in nature. 

Quantitatively, descriptive analysis was performed on the continuous data from the weekly 

questionnaires. A mixed effect regression model helped determine if adherence was 

associated with increased exposure to the ACM model (time), with fixed factors as time 

(week) and variable factors as therapist and parent’s self-reported efficacy rating for 

confidence in performing the home exercise program at the onset of the study. To identify 

the best fitting model, two mixed models, one model including all the fixed and variable 

factors above, while the other only included time as a fixed factor, were run using SPSS 

software (IBM). The model with the lower Akaike’s Information Criterion (AIC) value 

was chosen as it reflects how much error is left in the model (Lohse, 2021). Participants’ 

individual survey responses were plotted as time series graphs to conduct visual analyses. 

2.5 Strategies for Validating Findings 

In line with an interpretivist paradigm, communicative validity becomes a significant factor 

to consider when determining the quality of research findings (Kvale, 1995). The 

hermeneutical approach considers valid knowledge to stem from conversations among 

participants specific to their discourse and argumentation (Sweeney, 1972). Hence, such 

communicative processes regarding social reality become the pinnacle of how knowledge 

is obtained and understood (Kvale, 1995). 

Several strategies were utilized to ensure the validity and accuracy of the research findings. 

As an interpretivist approach was used, validation of data did not pertain to a single truth 

or reality (Tracy, 2010). Instead, member checking helped to reveal new perspectives and 

enlighten researchers and participants, and provided an opportunity to engage in more 

profound analyses (Miller & Dingwall, 1997). Thus, member checking was an occasion 

for reflexive discussion and collaboration (Tracy, 2010). Member checking was conducted 
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with all participants during the interview process, allowing participants to retract elements 

in their narrative that they no longer believed to be a true depiction of their caregiver 

experience (Birt et al., 2016).   

In qualitative research, reflexivity is a highly essential skill that helps researchers embrace 

their role in co-constructing meaning (Morrow, 2005). In addition to member checking, the 

student researcher, engaged in bracketing to ensure they made their internal assumptions 

and biases explicit. Bracketing is a qualitative research method that can help reduce 

preconceptions concerning the research and may help to increase the rigour of the study 

(Tufford & Newman, 2012). To accomplish this, consultations with the advisory 

committee and research supervisor were conducted on a bi-weekly basis during the data 

collection and analysis phases (over a 4-month period) to encourage critical discussion 

regarding the research process. Such discussions involved exploring all possible 

interpretations of the data collected. 

2.6 Anticipated Ethical Issues 

When beginning this research, several safeguards were put in place to protect the 

participants involved in this study: (1) consent was provided both verbally and in written 

format only after participants had the study described to them and a chance to ask questions 

of the research team to ensure informed, voluntary consent, (2) confidentiality was 

enhanced by the use of pseudonyms when referring to the participants to protect their 

identities effectively in all stages of data analysis and reporting of research findings, (3) all 

participants were informed on the data collection process, including how data was 

incorporated into the study and how data will be stored and deleted after the study and (4) 

the rights and interests of the participants were prioritized during the entire research process 

before decisions were finalized. If unforeseen issues arose, participants were able to 

withdraw from the study and have segments removed from the transcript at any time. 

Although participants were caregivers over the age of 18, their stories included experiences 

shared with young children up to the age of five. Children are considered a vulnerable 

population. Thus, all participating researchers completed human research ethics training 
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before beginning this study to ensure procedures related to protecting the privacy and 

confidentiality of participants were followed. 

In addition to gaining consent and ensuring our participants’ privacy and confidentiality, 

we also strived to protect their mental well-being during research interactions. During data 

collection, such issues are often difficult to distinguish due to their subtle nature and may 

not seemingly be recognized as ethical predicaments (Guillemin & Gillam, 2004). Potential 

harm towards participants in a qualitative study usually surface through interaction during 

the interview process. Thus, participating researchers must be sensitive to such “ethically 

important moments” and be able to effectively articulate themselves to successfully handle 

these issues if and when they arise (Guillemin & Gillam, 2004, p.262). Thus, the 

participating researchers must undergo the necessary ethics training and remain respectful 

towards the participants, especially when the content of what is being discussed may be 

considered sensitive. To ensure heightened sensitivity towards such capricious topics, the 

use of reflexivity as a skill may improve the researcher’s awareness regarding their own 

preconceptions and assumptions about the caregiving process (Phelan & Kinsella, 2013). 

The student researcher accomplished this by keeping a reflexive memo to reflect on her 

thoughts throughout multiple stages of data collection and analysis, such as before and after 

conducting the interviews and during and after transcription. 

It is important to note that the initiation of this project did not stem from the participants 

nor solely benefit them on an individual basis. Furthermore, the nature of the interview 

process required interrogation, as participants shared their lived experience within a social 

setting in an unnatural manner (Kellehear, 2019). As such, the circumstance of this research 

study could have been deemed ethically questionable (Guillemin & Gillam, 2004). 

However, the aim of this qualitative study was of good intention in which the results can 

benefit a particular group of individuals within the healthcare and rehabilitation community.  

Regarding participant recruitment, interaction with gatekeepers may be another anticipated 

ethical dilemma as researchers must obtain their consent and develop a good rapport before 

securing access to a safeguarded population (Reeves, 2010). As participant recruitment for 

this study was completed by therapists in the Early Childhood Rehabilitation Program at 

the Alberta Children’s Hospital through their circle of care, the method of participant 
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selection raised some ethical barriers. It could have negatively affected the integrity of the 

sample because the therapists acted as gatekeepers, only providing referrals to their patients 

instead of allowing the researchers to actively invite whom they see fit (Abrams, 2010). To 

manage this, researchers strengthened their relationship with such gatekeepers and 

educated them regarding research integrity and their role in participant recruitment 

(Abrams, 2010). Through this, gatekeepers should have gained a better understanding of 

participant sampling specific to this research study. Recruiting therapists also used a 

“Consent to Be Contacted” script standardizing the way they invited potential participants 

to minimize coercion during participant recruitment. Invited caregivers were unaware of 

their healthcare provider’s participation in the study until consenting to be contacted by the 

research team, who ultimately obtained consent, reducing any coercion that may have been 

perceived by families and providing another opportunity to decide not to participate in the 

study. Finally, caregivers were told that their therapists would not see or analyze any data 

that they provided in the study (including their experience or adherence data).  

Problems regarding the power balance between the researcher and participant during 

interviews also posed some ethical concerns (Nunkoosing, 2005). Due to the interview’s 

semi-structured format, the researchers maintained some degree of control over how 

knowledge was constructed (DiCicco-Bloom & Crabtree, 2006; Nunkoosing, 2005). 

However, as ethical and responsible researchers, we must possess the ability to extract 

valuable and meaningful information during our interactions with participants while 

abstaining from the exploitation of their person in the process (DiCicco-Bloom & Crabtree, 

2006; Nunkoosing, 2005). To better manage this, each interview session began with an 

allotted time for rapport building between the researcher and participant to diffuse any 

tension and minimize the power imbalance. For example, some topics discussed before the 

interview included basic questions about the child, a background description of who the 

researcher was and the context for this study, in addition to allowing time for breaks or 

clarification and the use of member checking as previously mentioned. Additionally, open-

ended questions allowed participants to take the lead; participants explored their stories 

through their own words and lived experiences, giving them a sense of control while 

distributing the power among both parties. (Phelan & Kinsella, 2013).  
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2.7 Role of the Researcher 

As the student researcher who conducted this qualitative phenomenological study, my 

background knowledge as a recent graduate of the University of Western Ontario’s 

undergraduate Rehabilitation Sciences Program proved relevant to this research topic. I 

wanted to understand other people’s lived experiences as caregivers supporting young 

children with chronic health conditions to better understand if current rehabilitative care 

could be improved in relation to child functional outcomes and caregivers’ adherence to 

HEPs.  

I have previously worked with children under the age of six with chronic health conditions 

such as cerebral palsy and have worked closely with rehabilitation professionals and 

witnessed their interactions with the children. From my courses in my undergraduate career, 

I also understand that the therapists are only one piece of the puzzle in determining 

rehabilitation success, and the family and child also play a significant role. I wanted to 

pursue this interest even further while I worked towards my graduate degree and interacted 

with caregivers. Furthermore, this study’s findings did not only add to my general 

knowledge but also helped discover new perspectives for improving pediatric rehabilitation 

for children with chronic conditions and developmental delays, which can potentially 

enhance service delivery for these families.  

Ultimately, specific to a phenomenological study, my role as a researcher during interviews 

played an integral part in determining the quality of findings. My experiences with this 

specific population potentially affected this study’s findings as I might have been inclined 

towards particular topics of conversation, which influenced me to actively seek out answers 

supportive of the caregivers’ stories or came to favourable conclusions. However, as a 

responsible researcher, I took an interpretivist stance and transcended my current 

knowledge, opinions, and assumptions to effectively resonate with my participants. In 

other words, I became an interviewer worthy of eliciting true character to effectively 

communicate and create meaning to the stories of participants (Nunkoosing, 2005). To do 

so, I engaged in a pre-understandings interview with my research supervisor before 

beginning the study, to confront my own assumptions to gain a more profound 
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understanding of knowledge being shared (Wright-St Clair, 2014). Throughout the 

research process, I, as a novice researcher, wrote field notes after each interview, which I 

returned to and used to contextualize the analysis. I was also in regular contact with my 

advisory team to ensure the study progressed in a smooth and coherent manner with 

attention to quality criteria for qualitative research.  
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Chapter 3 

3 Research Findings 

3.1 Qualitative Findings 

Five participants consented to be interviewed between February to April 2022. Member 

checking provided no changes to the data to be analyzed. After collecting, organizing, and 

analyzing the data, 10 specific themes were created through inductive coding. The 10 

themes were then deductively organized into the four main themes based on the factors 

identified by Rezaie and Kendi (2020), 1) Child and Family factors, 2) Therapist factors, 

3) Therapy factors, and 4) Environmental factors. No changes were made to the original 

coding structure and theme development through the process of bracketing, reflecting on 

the pre-understandings interview and discussions with the research team. Table 2 lists the 

main themes, subthemes (original 10 themes), and the number of mentions across all 

interviews.  
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Table 2: Extracted Themes and Subthemes 

Themes Number of Mentions Across All Interviews 

Child and Family Factors 622 

Caregiver Mindset 324 

Child Status 189 

Family Member Involvement 109 

Therapist Factors 463 

Clinical Competence 311 

Communication Skills 152 

Therapy Factors 143 

Type of Intervention 87 

Supportive Equipment 31 

Flexibility of HEP 25 

Environmental Factors 67 

Physical Environment 40 

Access to Therapy 27 

Note: Subthemes flagged red, green, and black represent barriers, facilitators, and both, 

respectively. 

3.1.1 Child and Family Factors 

The most prevalent theme discussed in relation to adherence to home exercise programs 

(HEPs) included factors relating to the child and family. The following three subcategories 

are described below. 

Caregiver Mindset 

Data suggested that the mindset of the caregiver was an influential factor that determined 

adherence to HEPs. All participants shared their experiences and opinions regarding their 

ability to perform the prescribed exercises with their child at home. This included their 

perceived confidence level, skills in carrying out the HEP and their overall motivation to 

adhere. For example, while many caregivers admitted to challenges adhering to their HEPs, 

they also expressed their understanding of the role HEPs had on their child’s development.  
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It takes a lot of patience because of what he's gone through […] so it's just taking him a 

lot slower and a little bit more time, but he's proving that he can do it. Seeing him progress 

really turned things around and made me feel like, you know it. It is paying off, it is paying 

off and that he's gonna get there at his own pace. – 1002 

 

With this understanding, caregivers shared their experiences and the need for creativity and 

patience to persuade their child to cooperate. One participant said: 

[Regarding] some exercises that [are done] with her, I kind of have to be creative to get 

her to participate. I'll just pretend that […] I'm feeding the doll, and then she'll like oh okay 

she wants to feed the doll now so she'll get the spoon and I'm like oh now we’ll feed [child] 

and then she eats like that so I try to kind of make it seem like she's leading it all. - 1000 

The participant also shared her experience of understanding her child’s interests and using 

them as a way to engage the child and promote adherence: 

[Regarding a strengthening HEP that involved stairs] I tried putting toys and whatever 

[on top of the staircase]. It didn't work so I actually grabbed the cat, because [child] loves 

the cat. I put him on top of the stairs, and she just jetted up the stairs, like she just crawled 

right up like no fear nothing. - 1000 

Some caregivers expressed their struggles with completing certain exercises alone at home 

with their child, explaining how their confidence affected adherence. One participant said: 

I remember [how to perform the HEP in therapy], then […] I got home, and I kind of forgot 

[the] actual step.  Sometimes when you are doing them at home, you think you're doing it 

properly but then sometimes you might not be doing it properly. But when we were [at 

therapy], when [the therapist] was doing it seems like “oh, it's so easy”, and we go home 

sometimes it's like I thought it was that's how it works but that it just doesn't seem right. – 

1007 

Despite the challenges with HEP adherence, caregivers expressed their motivation and 

desire to continue adhering to see improvement in their child’s functional outcome.  

[Regarding goal setting] this is what I want him to achieve and then [therapist] guiding 

me. It was on me because I'm like well - I want, I set these goals. So, in order for [child] to 



26 

 

achieve that, and shape the goal that I've set, I need to do these exercises, no matter what 

– 1002 

Child Status 

Some participants shared that the extent of their child’s condition affected their ability to 

adhere to prescribed HEPs. Such conditions included motor limitations, speech limitations 

and developmental delays that caused behavioural outbursts. In most participating families, 

children’s behaviour occasionally made them either uncooperative or unresponsive to 

treatment at home. One participant said: 

Sometimes [child's] behavior would make it harder to do such exercises. When we first 

started, she doesn't like being told what to do, even when I touch her arms or legs and I 

tried to put her in a certain way, she does not like that. I had to actually physically hold 

her so that she wouldn’t squirm away. - 1000 

Another participant said: 

Sometimes [the reason for lack of adherence] was behavioral because he was having 

tantrums so I couldn't push some of the exercises. Sit-ups worked for a while, but then he 

didn't want to do them correctly anymore, no matter what I did. He […] thought it was a 

game so he wouldn't come up anymore. He just laid like a dead body, so you know it wasn't 

really doing anything anymore, so I had to give up on that exercise. – 1003 

Family Member Involvement 

Some participants shared that adherence to HEPs was easier when there were other 

members of the family present. Specifically, when the main caregiver was busy with work 

and could not be present either at home or at therapy. Other instances included the need for 

multiple persons to persuade the child to cooperate with home exercises.  

There were a lot of those exercises where I had to hold her down and she would initially 

be upset but then we [other family members] would just distract her. - 1000 

Another participant said: 

It's a combination [doing HEP with the child among different family members]. The reason 

why my mom helps me is because my husband and I are both working […] from home. But 
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like in the evenings if it's just my husband and I then we'll like play with him together, or 

we kind of mix it up, and I think that's what is beneficial for him to have change right as 

well. - 1002 

Although participants expressed other family members aided in completing HEPs with 

their child, it was also noted that some exercises were not completed as members were not 

as familiar with the home exercise regimen compared to the main caregiver.  

I hear all the exercises firsthand. I communicate it to either my husband or to my mother, 

but sometimes, like they forget some of the exercises to work on, and sometimes some things 

aren't worked on as much. - 1002 

3.1.2 Therapist Factors 

Another related main theme that was formed from the data was therapist factors. This main 

theme was made up of two other subcategories which are discussed in detail below.  

Clinical Competence 

Clinical competence included the therapist’s overall knowledge and experience in the 

health and rehabilitation field regarding effective planning and case management, 

evaluations and treatment (Rezaie & Kendi, 2020). Study participants often shared how 

their perception of their therapist’s clinical competence influenced their motivation to 

complete the prescribed exercises with their child at home. Some participants expressed 

their worries with their child’s condition, specifically the uncertainty regarding their child’s 

development and functional outcomes. However, they were able to overcome this with the 

help of their therapist who was able to shift their mindset. One participant stated: 

Ever since changing that perspective [of understanding child's developmental delay] and 

getting that kind of feedback from our team, I found it [was a] more positive experience. It 

makes me that much more want to do the exercises, it’s not that I wasn't doing it before but 

it just it's very reassuring to hear that you know, all this hard work all this time that I am 

putting into with my child, you know, how like it's paying off. - 1002 

Data also suggested that the therapist’s clinical competence regarding children’s treatment 

cultivated trust with their client, which motivated families to comply with home exercises.  
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Anytime [therapist] tells me to do something or like exercises I like I feel like I have faith 

in her that excites me, that okay, I get to try something new and move on from there. - 1000 

Many of the participants spoke about their interaction with their therapist, specifically 

when explaining how to perform such exercises at home with their child. Therapists would 

encourage caregivers to reflect and practice on the newly learned exercises while in session, 

making sure they understood how to complete the exercise regimens at home by themselves 

with their child. One participant said: 

The great thing I love about our therapist is she explains it. Everything, and the reason 

behind it. She tests me too. She'll [therapist] actually make me do that exercise right there 

and say, "So what did you just do there? What did you focus on?" She's not just doing it on 

my kid. She's actually guiding me and taking my hand and saying, "Place your hands here. 

Do you feel it here? Do you see the difference between how you originally did it"? She 

would actually show me with my child. - 1002 

By encouraging the family to imitate the home exercises and practice handling during 

therapy sessions, caregivers were able to reflect on their practice which reassured them that 

they were “on the right path” to seeing developmental and functional improvement in their 

child. Another participant shared: 

I really appreciate it because it makes me stop and think that, okay, I think it should be this 

way and then [therapist]’s there to tell me that “this is how you should do it” and then that 

tells me […] I'm on the right path. - 1002 

Communication Skills 

While clinical competency involved possessing up-to-date knowledge and clinical skills, 

communication included demonstrating empathy and patience when engaging with 

families. Participants shared their experiences of therapist's communication skills by 

showing empathy towards the family and their child. For instance, one caregiver said: 

[Therapist]’s very in tuned with [child], and myself as the caregiver. They're not here to 

basically say like this is what your kids should be doing. They're like “What are your goals?” 

and “What can I do to help you achieve those goals”? What I liked about it is they weren't 

just going off a checklist. - 1002 
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Another caregiver stated:  

They sincerely seemed like they really care, and so it helps me that to [hear] that I’m doing 

the right thing, because they're the ones that can see the progress, and sometimes I don’t 

because I’m seeing him every day. - 1003 

Having a strong therapeutic relationship between the therapist and family may also help 

increase adherence to HEPs. Participants shared how their therapist was able to incorporate 

their child’s interests when planning a home regimen, which made it easier for the family 

to incorporate into their daily schedule.  

I think [communicating with therapists, therapists recognizing child's interests] make it 

very easy for all of us as caregivers to incorporate the exercises into his [playtime]. It's so 

adaptable to what he does right, and I think that's where communicating to our therapists 

and our therapists recognizing "Okay, so what is your kid interested in? What does he like 

to do? Oh, he likes to read. Oh, he likes to play with these blocks. Why not play with the 

blocks on this little […] table that we've created"? - 1002 

Another participant shared her struggles of getting her child to cooperate with the 

prescribed HEP and how her therapist had helped her overcome it: 

In terms of how you can incorporate it into like daily activities like we had a hard time 

doing sit ups. So then she showed me like you know, we could make it a game. - 1003 

Most study participants also spoke about their experiences with their therapist when they 

did not have the equipment needed to complete their prescribed exercises at home. All 

participants stated their therapists suggested simple items that could act as substitutes for 

the missing equipment, which allowed them to perform their HEPs. One participant said: 

I’ve never had to go out of my way to buy equipment. That's the great thing about these 

sessions too, and that therapist […] tries to accommodate you know like, “What do you 

have at home”? - 1002 

Another participant shared: 
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[Therapist] suggested a few things, she definitely suggested certain things that would work 

at home like even certain companies that had certain things. So she would sometimes send 

me links to things. - 1003 

3.1.3 Therapy Factors 

Factors related to therapy also influence parental adherence to home exercises. This theme 

encompassed three relevant sub-categories: type of intervention, supporting equipment, 

and the flexibility of HEP, which are described below: 

Type of Intervention 

While participating caregivers had multiple and different types of exercise interventions to 

be done in the home setting, they all shared their experiences of how each type of 

intervention affected their adherence. Home interventions were individualized to cater to 

the child’s condition and would include exercises targeting strengthening, flexibility, and 

speech. Participants expressed that while they tried to complete all the prescribed exercises 

in their child’s regimen, the nature of some exercises were more difficult than others in 

terms of adherence. One participant said: 

Some [HEP] are inherent and you're doing it every day anyway because you know he's 

running or he's jumping. So, it depends on what the activity is. The harder one [to adhere 

to] is the speech, having to always get him to choose and the fine motors, some of it were 

I mean, we're trying to work on it. But it's not it's not as intuitive. You're not always having 

to get him to pull his pants down, […] but like the feeding and stuff every day is easy. So 

some of them are easier and some of them are harder. - 1003 

Supporting Equipment 

Some exercises required the use of special equipment such as wooden platforms. It was 

suggested that adherence to home exercises may also be affected by the type and 

availability of equipment. Many participants shared their experiences of not having the 

equipment at home. While some caregivers were able to find substitutes, others stopped 

performing exercises that needed a certain apparatus to complete. One participant said: 

I didn't have this platform and so [therapists] mentioned a few different ways to kind of use 

a cardboard box or whatnot. We started using the cardboard box and stuff, but I would say 



31 

 

that would be one thing I didn't really continue with. The cardboard box [was] a little 

flimsy, we tried to modify it a little bit it wasn't doing too much for us. - 1004 

Flexibility of HEP 

Another subcategory that could have influenced adherence was the flexibility of the HEP. 

Several caregiver participants shared when they were not able to continue with a certain 

exercise, they were still able to see their child’s progress because the therapist gave them 

multiple exercises to pick from that would achieve the same developmental or functional 

outcome. One participant said: 

We also did a few different sitting exercises instead of that [HEP that required wooden 

platform] so it wasn't like we were neglecting that exercise, it was more like we kind of just 

modified it at home. - 1004 

The flexibility of the HEP did not only pertain to the type of interventions but also how 

they were delivered. By having a flexible HEP, families were able to keep their child 

cooperative and entertained. Another participant shared: 

If you're constantly doing the same thing over with the same person, I'm sure it would get 

boring for [child] and to the point where he's like I don't want to do this, like we already 

did this. So, to have someone else do maybe that same exercise with him it's exciting, it's 

new, it's different. - 1002 

3.1.4 Environmental Factors 

Another main theme extracted from the data was environmental factors. Study participants 

reported that the physical/home environment and their access to therapy influenced their 

ability to perform their HEPs.  

Physical Environment 

The physical environment is the setting in which the child and caregiver perform their 

prescribed exercises. One participant shared their experience of her child being able to 

cooperate in the exercises in-therapy versus at home.  
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I actually found just recently that I have moved [child] from one area to another area of 

the room with different blankets to lie on and I think maybe he recognizes one blanket as 

the “tummy time” [HEP] blanket so I kind of moved him and shifted him over. And I think 

he is more interested in the fabric of the new blanket that he, he is okay with being on his 

stomach little longer, kind of a distraction so that might be something that's maybe easier. 

He actually performed pretty well for the physio funny enough, so maybe they have a softer 

mat that might be easier there. - 1004 

Access to Therapy 

All participating caregivers touched upon COVID-19’s influence when sharing their 

experiences regarding their HEPs. Due to the recent COVID-19 pandemic, some caregivers 

had to conduct their therapy sessions online instead of in-person, which affected their 

understanding of new exercises that were prescribed by the therapist. Although most 

caregivers stated that they continued to adhere to their prescribed exercises, they believed 

that having in-person sessions with their therapist to be more effective in treating their child.  

I never had a problem over zoom with the communication and her getting […] what she 

wanted across, it was just, it's always easier if you take advantage of that time that you 

have like the 60 or 90 minutes, and really take advantage of that full 60 or 90 minutes 

versus, you know, spending that extra 5 or 10 minutes to figure out, okay, where do I place 

my hand kind of thing, you're like, I can see it on the doll but you know, is that right? Does 

that look right while trying to hold your kid and trying to hold your phone. - 1002 

For some families, therapists encouraged exercising large muscles through gross motor 

activities during playtime as part of their HEP. However, their ability to do this exercise 

was also affected due to the recent COVID-19 pandemic. One participant said: 

Now that the [COVID] mandates have eased up, […] we probably can do a little bit more 

so that was the biggest challenge, not [being] able to [go out] cause it was during the 

winter where he needed [gross motor exercise] the most, and we couldn't go anywhere, 

because the playgrounds were closed so we really couldn’t get the gross [motor] play in. 

– 1003 
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3.2 Quantitative Findings 

A total of seven participants consented to participate in the online surveys between October 

2021 to April 2022. Out of the seven participants, two only recently joined the program at 

Alberta Children’s Hospital and thus their data collection began in February 2022.  

To measure the association between time and adherence in the Applied Coaching Model 

(ACM), a mixed effects model was used to analyze quantitative data collected from the 

weekly adherence surveys. Two mixed models were run using statistical analysis software 

(SPSS) and the second model with the lower Akaike’s Information Criterion (AIC) value 

was chosen, as shown in Table 4. A diagonal covariance structure was used for both models 

with time (week) being a fixed effect, which assumes that there are no other factors that 

affect the outcome and is measured without error. However, the second model also 

included therapist and pre-efficacy score as random effects in addition to the fixed effect 

in the first model, which assumes there are other factors of the independent variable (time 

exposed to the ACM) that are from a larger group of possibilities that can affect the 

outcome. A diagonal covariance structure was chosen as it indicates that variance of the 

repeated measures is different at each time point, while the correlation (covariance) 

between measurement times is constant. Details of the chosen model are included in the 

tables below in Tables 3.2.1 and 3.2.2. Table 3.2.3 demonstrates that both the intercept and 

week duration have significant influence on adherence level. 

Table 3.2.1: Model Dimension 

 Number 

of Levels 

Covariance 

Structure 

Number of 

Parameters 

Subject 

Variables 

Fixed Effects Intercept 1  1  

Week 21  20  

Repeated Effects Week 21 Diagonal 21 Study Id 

Total  43  42  
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Table 3.2.2: Information Criteria 

-2 Log Likelihood 258.550 

Akaike’s Information Criterion (AIC) 342.550 

Hurvich and Tsai’s Criterion (AICC) 493.050 

Bozdogan’s Criterion (CAIC) 477.147 

Schwarz’s Bayesian Criterion (BIC) 435.147 

Dependent Variable: Adherence by Time (21 Levels/ Weeks) 

Table 3.2.3: Type III Tests of Fixed Effects 

Source Numerator df Denominator df F Sig. 

Intercept 1 3.270 1655.766 0.000 

Week 17 2.141 803.730 0.001 

Table 3.2.4: Estimates of Fixed Effects 

Parameter Estimate Std. Error df t Sig. 

Intercept 2.062500 . . . . 

[Week=1] 1.929348 . . . . 

[Week=2] 86.333333 5.584370 3.425 15.460 0.000 

[Week=3] 42.500000 30.052038 2.009 1.414 0.292 

[Week=4] 84.750000 2.381570 9.373 35.586 0.000 

[Week=5] 79.000000 3.577709 7.005 22.081 0.000 

[Week=6] 92.600000 1.734359 34.173 53.391 0.000 

[Week=7] 80.750000 6.158074 4.457 13.113 0.000 

[Week=8] 73.666667 2.596294 6.016 28.374 0.000 

[Week=9] 83.333333 9.813068 3.129 8.492 0.003 

[Week=10] 60.000000 24.494897 3.020 2.449 0.091 

[Week=11] 49.333333 21.193989 3.027 2.328 0.102 

[Week=12] 78.333333 4.906534 3.567 15.965 0.000 

[Week=13] 87.666667 2.325383 7.437 37.700 0.000 

[Week=14] 88.333333 1.360828 49.793 64.911 0.000 

[Week=15] 80.000000 4.714045 3.621 16.971 0.000 

[Week=16] 79.000000 7.788881 3.208 10.143 0.002 

[Week=17] 87.000000 2.867442 5.214 30.341 0.000 

[Week=18] 91.000000 3.858612 3.999 23.584 0.000 

[Week=19] 100.000000 0.000000 0.000 593164160 0.000 

[Week=20] 90.000000 0.000001 0.000 129477096 0.000 

[Week=21] 0 0 . . . 

As seen from Table 3.2.4, all weeks excluding week one, three, ten and eleven, have 

significant fixed effects. 
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Figures 2 through 8 showcase the adherence level based on time exposure to the ACM for 

the individual participants. Results for participants 1001 and 1006 were not presented in 

the form of time series graphs as they did not contain enough data to plot. Additionally, 

participant 1005 did not complete the consent form as they decided not to participate in the 

study. Due to the limited data collection from survey responses, this quantitative portion is 

exploratory, and aimed to shed light on possible factors that affect adherence levels for 

caregivers using the ACM.  

 

Figure 2: Participant 1000’s Adherence Level Based on Time Exposed to the ACM 

For this participant adherence level was reported at 100 percent each time the participant 

completed the survey. This score was supported with reports from the barrier/facilitator 

questions on the survey noting that the participant’s family had both sets of grandparents 

at home to help with performing the child’s HEPs.  

Table 3.2.5: Participant 1000’s Survey Responses 

*Week Exposed 

to the ACM 

Reported 

Adherence 

Percentage 

Selected Factor for 

Adherence Percentage 

Additional 

Comments Regarding 

HEP Completion 

4 100 

None 

Our whole family 

(both set of 

grandparents) are 

committed to help 

with the exercises. 

Helps complete these 

with all their support. 

5 100 

6 100 

17 100 

18 100 

20 100 

21 100 
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*Note: Only the weeks with recorded responses were shown 

 

Figure 3: Participant 1002’s Adherence Level Based on Time Exposed to the ACM 

For participant 1002 there were some weeks where adherence level was reported as zero; 

however, overall, there was great variability in adherence to HEPs (Figure 3). Survey 

responses from this participant state that low adherence was due to child and family factors, 

specifically, child behaviour or when the caregiver was busy with work. 

Table 3.2.6: Participant 1002’s Survey Responses 

*Week Exposed 

to the ACM 

Reported 

Adherence 

Percentage 

Selected Factor for 

Adherence Percentage 

Additional Comments 

Regarding HEP 

Completion 

1 80 
Caregiver behavioural 

status 

Our in-laws arrived last 

week, and it changed our 

routine. 

2 80 Other Working full time 

3 0   

4 80 
Caregiver behavioural 

status 
 

6 80 
Caregiver behavioural 

status 
work 

7 90 
Caregiver behavioural 

status 
 

8 90 Other Holiday plans and work 

10 70 Other Caregiver feeling unwell 

11 60 
Caregiver behavioural 

status 
Parents are sick 

12 0   
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14 0   

15 70 
Child and caregiver 

behavioural status 

Child was teething and 

parents were working 

16 90 
Caregiver behavioural 

status 
 

18 90 
Caregiver behavioural 

status 
 

19 90 
Caregiver behavioural 

status 
 

20 90 
Caregiver behavioural 

status 
 

*Note: Only the weeks with recorded responses were shown 

 

Figure 4: Participant 1003’s Adherence Level Based on Time Exposed to the ACM 

Table 3.2.7: Participant 1003’s Survey Responses 

*Week Exposed 

to the ACM 

Reported 

Adherence 

Percentage 

Selected Factor for 

Adherence 

Percentage 

Additional Comments 

Regarding HEP Completion 

4 80 
Child and caregiver 

behavioural status 

[Child] started fighting 

[their] naps, so wasn't able to 

accomplish our chores, and 

my spouse was especially 

more busy so I had more to 

do to compensate 

5 70 Other 

Got distracted with 

Christmas planning and 

activities 

7 100 None  

8 90 
Child behavioural 

status 

My child is still refusing to 

eat very much at the table 

even though [they are] 
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hungry and even though we 

stopped giving snacks in 

between. 

10 71 
Caregiver 

behavioural status 

We were away on vacation 

visiting so was not able to 

complete all the exercises 

11 100 None 

My older [child] was home 

all week so, it made it easier 

to get [child’s] gross motor 

exercises done since [they] 

helped me. 

12 90 
Child behavioural 

status 

[Child] starting [their] 

tantrums so been a bit more 

difficult to get [them] to do 

something as [they] start to 

throw a tantrum. 

14 60 
Caregiver 

behavioural status 

Some unforeseen events took 

a lot of time out of the last 

week that we had to deal with 

15 75 
Child behavioural 

status 
 

16 82 
Child behavioural 

status 
 

18 85 
Child behavioural 

status 
 

19 80 
Child and caregiver 

behavioural status 

Child was teething and 

parents were working 

20 60 
Caregiver 

behavioural status 
 

*Note: Only the weeks with recorded responses were shown 

 

Figure 5: Participant 1004’s Adherence Level Based on Time Exposed to the ACM 

0
5

10
15
20
25
30
35
40
45
50
55
60
65
70
75
80
85
90
95

100

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21R
ep

o
rt

ed
 A

d
h

er
en

ce
 L

ev
el

Number of Weeks Exposed to the ACM

Participant 1004’s Adherence Level Based 
on Time Exposed to the ACM



39 

 

Survey data for participant’s 1003 and 1004 show no overall trend, rather that adherence 

was variable. Survey responses from participant 1003 and 1004 stated low adherence was 

mostly due to their child’s behavioural status and irregular personal events such as 

travelling and visiting family, respectively.  

Table 3.2.8: Participant 1004’s Survey Responses 

*Week Exposed 

to the ACM 

Reported 

Adherence 

Percentage 

Selected Factor for 

Adherence Percentage 

Additional 

Comments Regarding 

HEP Completion 

1 90 Environmental, other 

Lack of equipment at 

home. Fussy baby. I 

usually do an 

exercise at least once 

a day, but I feel like 

it’s not a completed 

exercise unless it’s 

done at least twice a 

day 

2 100 None 

We created a new 

tool to mimic what 

was used by the 

physio 

4 89 Other 
Family visiting over 

the holidays  

5 90 None  

7 60 None  

8 80 Other Visiting and outings  

9 90 None  

10 90 None  

11 88 None  

12 90 None  

13 91 

None Always struggle with 

one as baby doesn’t 

like it 

14 90 None  

15 70 Other Travel this week 

16 87 None  

17 91 None  

18 89 None  

*Note: Only the weeks with recorded responses were shown 



40 

 

 

Figure 8: Participant 1007’s Adherence Level Based on Time Exposed to the ACM 

Participant 1007 only recently began treatment guided by the ACM, therefore only the first 

six weeks were recorded. The preliminary data suggest an increasing trend showing 

increased adherence with increased exposure to the ACM. 

Table 3.2.9: Participant 1007’s Survey Responses 

*Week Exposed 

to the ACM 

Reported 

Adherence 

Percentage 

Selected Factor for 

Adherence Percentage 

Additional 

Comments Regarding 

HEP Completion 

1 65 
Child behavioural 

status 

None 

2 79 Other 

3 85 None 

4 90 
Child behavioural 

status 

5 85 None 

6 90 None 

*Note: Only the weeks with recorded responses were shown 
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Chapter 4 

4 Discussion 

The purpose of the study was to explore the lived experiences of caregivers of children 

with developmental delays regarding factors that influence adherence to home exercise 

programs (HEPs) in relation to the Applied Coaching Model (ACM).  

4.1 Qualitative Discussion 

The data from this study supports four main themes: 1) child and family factors, 2) therapist 

factors, 3) therapy factors, and 4) environmental factors documented in the previous 

literature surrounding this topic (Johnson et al., 2018; Lillo-Navarro et al., 2015; Rezaie & 

Kendi, 2020) and can provide useful information for current rehabilitative care.  

Child and family factors was a main theme that emphasized how the status of the child and 

caregiver directly affected adherence to exercises in the home setting. Regarding this 

category, the child’s emotional and behavioural outbursts made adherence less likely. 

Many caregivers expressed their struggle to perform their HEP when their child was 

uncooperative and, in some cases, even gave up doing the exercises until their child was in 

a better state. The results from the quantitative adherence survey provided support to these 

findings, such that lower adherence rates were reported alongside barriers related to their 

child’s behavioural difficulties. These findings corroborate previous literature stating 

behavioural problems are common in children with developmental delays and can cause 

non-compliance to treatment in the home setting (Brossard-Racine et al., 2012; Herring et 

al., 2006; Rezaie & Kendi, 2020). The mindset of the caregiver was also a sub-category 

that was shown to affect adherence to HEPs. Caregivers’ mindset affected adherence, 

including level of confidence and skill level in carrying out exercises at home with their 

child. Such perceptions acted as either a barrier or facilitator to adherence to HEPs. For 

example, the interviews revealed that when a caregiver was not confident in performing a 

certain exercise at home, adherence level decreased, and vice versa. Although such 

perceptions could negatively impact adherence, it seems that caregiver motivation did not 

decrease adherence to HEPs. In the current study, all interviewed participants expressed 
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their desire and motivation to adhere to the exercises because they felt a sense of duty 

toward their child and believed it would help improve their child’s quality of life. This is 

evidenced by key actions undertaken in the Engage and Goal-Setting stages of the ACM 

as many participants expressed their gratitude and trust they had in their therapist who 

helped them establish roles and expectations to view their child’s condition more 

positively. From the qualitative findings, most instances of not being able to adhere to the 

HEP due to caregiver barriers appeared to be when caregivers were physically away or 

unavailable. This finding was supported by the responses in the quantitative adherence 

survey where low adherence rates were reported alongside reports of caregivers being away 

at work, travelling or sick. Furthermore, most caregivers were able to overcome this barrier 

by developing a sense of routine and incorporating their child’s HEP into their daily 

schedule. This suggests that addressing caregiver confidence and skill level during 

therapist and caregiver interactions, as emphasized in the ACM, may help to increase 

adherence rates, which supports previous literature from Gmmash et al. (2021) and Rezaie 

& Kendi (2020). Family involvement was another subtheme that influenced adherence to 

HEP in a positive way. Having additional family members involved with the child’s 

rehabilitative care and HEP can increase adherence rates. Supportive family members can 

help ease caregiver burden and perform HEPs in place of the main caregiver when they are 

busy or away or can be involved consistently to share the burden of acting as a “therapist” 

to the child. Another role for additional family members included keeping the child 

entertained and cooperative during home therapy by having multiple members involved in 

the exercises or rotating who was performing them. These findings were supported by 

responses on the quantitative survey such that caregivers reported higher adherence rates 

when other family members such as grandparents or siblings were present to help. The role 

of the family was also discussed in studies by Bamm & Rosenbaum, (2008), G. King et al. 

(2017), and Rezaie & Kendi, 2020). The study by Rezaie & Kendi (2020) specifically 

discussed how the family makeup and emotional atmosphere could affect adherence to 

HEPs. Implications for practice include incorporating voices from all family members 

rather than solely the caregiver when planning future pediatric rehabilitation interventions. 

The therapist factors theme encompassed how adherence was affected by the role and 

responsibilities of the therapist. Findings from this theme suggest that therapists should 
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have the necessary skills to encourage the family to become actively involved in their 

child’s rehabilitation journey. Such skills include empathy, patience, communication, 

technical skills, clinical reasoning, which cultivate the therapeutic relationship and 

personalized care (Epstein & Hundert, 2002) and contributed to the development of the 

subthemes relevant to HEP adherence. Clinical competency involved possessing up-to-date 

knowledge and clinical skills, while communication included demonstrating empathy and 

patience when engaging with families. The findings from the current study demonstrated 

that clinical competency and communication skills are pivotal in determining adherence to 

HEPs. Most findings from the qualitative interviews showed therapist factors as facilitators 

rather than barriers, as many caregivers shared their positive experiences with their 

therapist regarding adherence to their exercise regimen. These findings may also suggest 

that the ACM training played a key role in improving adherence to HEPs as this model is 

theorized to improve care by targeting the interaction between the therapist and client. For 

example, caregivers had positive reflections on strategies that therapists use to 

operationalize the Observation and Demonstration, Practice and Reflection, and Commit 

to Action stages of the ACM. Using the strategies and actions suggested with ACM, 

therapists were able to effectively plan individualized goals with the family, communicate 

reasoning behind choice of specific exercises, and display empathy by offering alternative 

treatment methods when aspects of treatment did not meet developmental or functional 

expectations.  

Factors related to therapy was the third theme associated with parental adherence to HEPs. 

The type of home intervention was shown to influence adherence as caregivers found some 

exercises more difficult to complete. In addition, results suggest that children also preferred 

certain exercises over others. The nature of the exercise also played a role in adherence as 

some were more inherent in a child’s play routine, which makes it easier to fit into the 

family’s daily schedule. A HEP is made up of multiple exercises that the family completes 

with their child in the home setting. The results of the current study suggest that the more 

flexible the exercise regimen, the more likely families will adhere to home treatment, this 

includes being creative with equipment in the home environment. In many cases, 

caregivers who were given multiple exercises that targeted the same developmental or 

functional goal could maintain adherence because there were more options when their child 
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did not enjoy or became bored of or resisted a particular exercise. The Commit to Action 

stage of the ACM may be particularly relevant for this theme as through the planning 

process caregivers received multiple supports and suggestions from their therapist to assist 

the family at home, for example, when equipment was required or when the child became 

uncooperative about a certain exercise. 

The final theme created from the data was environmental factors. The Commit to Action 

stage of the ACM informed this theme as the ability for therapists to create an actionable 

plan for the family in the home setting played a crucial role in determining adherence. Data 

from the current study suggests that the physical environment where the HEP takes place 

influences adherence. Both qualitative and quantitative findings revealed the environment 

to have more negative components regarding adherence to HEPs among participants in this 

study. Supplemental data from the weekly adherence surveys demonstrated low adherence 

when families were not able to find an ideal space to perform their HEPs. This theme was 

also evident in the interview data where some families found certain areas in the home 

influenced adherence, such that their children were familiar with particular aspects of the 

environment, causing them to be more or less cooperative. Access to therapy affected 

adherence rates such that caregivers were able to reach out to their therapists outside the 

times of their specific appointments with questions concerning their HEP, allowing them 

to continue adhering to their exercise regimen until their next in-person session. Some 

participants also conducted some therapy sessions online through Zoom (video 

teleconferencing software) due to the recent COVID-19 pandemic. While some parents 

thought it to be more convenient for their schedule, many expressed a perceived 

ineffectiveness in this method of treatment delivery. Therefore, researching the methods of 

treatment delivery and its effect on adhering to HEPs may also be beneficial for future 

research.  

4.2 Quantitative Discussion 

The preliminary quantitative data suggests that adherence rates are associated with 

increased exposure (time) to the ACM. A few weeks of data had insignificant values in the 

mixed model in addition to significant variability within participants over time, potentially 

demonstrating that adherence is cyclical. The drop in adherence level in the graphs may be 
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explained by any of the four factors that were found to affect adherence rates: child and 

family factors, therapist factors, therapy factors and environmental factors. Adherence is 

not linear as it fluctuates over time, in which the previously identified factors most likely 

play a role. The most consistent barriers reported during the drops in adherence included 

child and family factors, specifically child and caregiver behavioural status. Survey 

responses from participant 1001 showed high adherence. However, this may also have been 

the result of response bias as the caregiver may have felt pressured to provide a socially 

desirable response. Missing data may also have been related to adherence. For example, 

weeks without reports from caregivers could have been due to lower adherence (little or no 

HEP practice), supporting the concept of adherence's cyclical nature. The ACM is not a 

form of acute treatment, but rather a type of model that elicits therapist and client 

interaction. Therefore, external factors will affect adherence rate which could also have 

resulted in the dips seen in Figure 3 as the most frequent barrier given by participant 1002 

were due to travel or family events. As seen in Figures 4 and 5, adherence level drops every 

three to four weeks. While all participating families see their therapist on a regular basis, 

the time in between in-person sessions vary. The data in Figures 4 and 5 could be explained 

by the nature of the child’s rehabilitation journey. As the child completes their 

developmental goals, new ones are then set by the caregiver and therapist. With new 

developmental milestones, new exercises get incorporated into the child’s HEP which may 

affect the caregiver’s confidence in performing the new exercises alone at home for the 

first time or getting the child to cooperate when familiarizing them to the new exercise 

routine. Caregiver mindset also relates to the pre-efficacy score of participants that were 

recorded before exposure to the ACM as it reflected the caregivers’ confidence at the start 

of the program in adhering to their child’s HEP. While much of the existing literature 

discusses the relation between caregiver confidence and adherence (Giller Gajdosik, 1991; 

Gmmash et al., 2021; Law & King, 1993; Medina-Mirapeix et al., 2017), few provide 

specific explanations to help mitigate barriers that cause uncertainty in caregivers regarding 

adherence to HEPs within a pediatric rehabilitation setting. Findings from this study shed 

light on specific causes of uncertainty and other factors that affect adherence among 

caregivers of children with developmental delays and provide suggestions on how to 

mitigate them. 
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5 Conclusion 

While this study’s findings cannot be generalized to all families of children with 

developmental delays, it has provided insight on the lived experiences of caregivers 

regarding the experience of adhering to HEPs focused on the rehabilitative goals of their 

children with developmental delays. Additionally, the study explored adherence outcomes 

using the Applied Coaching Model (ACM). Factors that contribute to HEP adherence rates 

were classified based on themes identified by Rezaie & Kendi (2020): 1) child and family 

factors, 2) therapist factors, 3) therapy factors, and 4) environmental factors, all of which 

can positively or negatively impact adherence. By identifying the factors that influence 

adherence to HEPs among families of children with developmental delays, clinicians and 

families can minimize the barriers and promote the facilitators discussed in this study when 

planning future rehabilitative interventions.  

5.1 Expected Impact and Significance of the Study 

The aims of this study were to document the lived experiences of caregivers who 

participated in therapy sessions guided by the ACM and to identify the factors that affected 

adherence to home rehabilitation exercises for children with developmental delays. This 

study has implications that are both theoretical and practical in nature. Theoretically, the 

findings contributed new knowledge to the growing body of literature regarding factors 

that affect adherence to exercise programs in the home environment. Such advancements 

in research may also further encourage improvements in current therapeutic approaches 

available for children with developmental delays and their families. Practical implications 

of this study include shedding light on the perspectives of key stakeholders in children’s 

rehabilitation journeys while proposing holistic theories and aspects from the ACM that 

can be incorporated into future rehabilitation practices to improve adherence to HEPs. Such 

theories include health coaching and Family Centered Care (FCC) which are used within 

the stages of the ACM to help tackle the barriers or act as facilitators in improving 

adherence to HEPs. Using concrete actions within the model stages provides a tangible 

way for caregivers to gain skills which may make adherence to HEPs more likely. For 

example, the ACM engage stage encourages therapists to cultivate a strong therapeutic 
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relationship that creates trust and security, giving parents the ability to be honest and 

discuss barriers to adherence in between sessions. Another example can be found in the 

ACM practice and reflect stages, where therapists are encouraged to use reflexive 

questioning with parents to confirm understanding and promote adherence through 

development of self-efficacy. Finally, through this experience, the participating caregivers 

may have gained personal revelation regarding their role and how their voices contributed 

to potential changes in rehabilitative care. 

5.2 Limitations and Recommendations 

This study explored caregiver perspectives of adhering to HEPs among children with 

developmental delays in a rehabilitative setting using the ACM. While this study provides 

useful information regarding pediatric rehabilitative care, it also has its limitations. Due to 

the COVID-19 pandemic, qualitative interviews were conducted online through 

teleconferencing software (Western Zoom Corporate). Therefore, non-verbal cues may not 

have been detected which may have affected research findings to a certain degree. The 

COVID-19 pandemic also significantly affected participant recruitment, resulting in a 

smaller sample size than initially desired. While the small participant pool does not affect 

the quality of the results regarding caregiver perspectives, as we recognize each caregiver’s 

unique experiences through a phenomenological interpretivist lens, more participants could 

have been recruited for the quantitative component which may shed light on more factors 

that affect adherence to HEPs. Additionally, a mixed effects regression model may not 

have been ideal due to the variable nature of adherence. For future research regarding this 

topic, a non-linear model or single subject approach (case series) is proposed to better 

capture how different factors affect HEP adherence and describe the pattern of adherence 

overtime. This study also only focuses on the experiences of caregivers. Therefore, as a 

future recommendation, studying multiple population samples such as clinicians, 

therapists, therapy students, and other healthcare workers may help to better understand 

the different factors that affect adherence to HEPs. 
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5.3 Budget 

This research project has received funding from the Child Health, Exercise and Rest 

(CHEaR) Lab at the University of Western Ontario and is also funded by an in-kind 

contribution from the Alberta Health Services, which donated the time of participating 

therapists to support the project. Specifically, the intervention was conducted during the 

participants’ usual rehabilitation sessions with their therapist.  
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Appendices 

Appendix A: List of Semi-structured Interview Questions  

The initial semi-structured interview guide is listed below (Peplow & Carpenter, 2013): 

• Tell me in your own words about your experience helping your child do their exercise 

program. 

• Who do you think should be involved in helping your child with their exercises? 

• What motivates you to help your child with the program? 

• What makes it hard for you to help your child follow the program? 

• What has made it easier for you to help your child with the program? 

• What involvement did you have in deciding which exercises were appropriate for your 

child to do at home? 

• What would you do differently or change about your child’s exercise program? 

• What impact/effect do you think the exercise program has on your child’s life? 

• Does it have any impact on your life? 

The following questionnaire is adapted from (Lillo-Navarro et al., 2015): 

Regarding your experience with the home exercise program:  

1. Does the home program fit your daily routine? 

2. Do understand your child’s home program? 

3. Do you feel skilful in carrying out the home program? 

4. How confident are you about performing the home program?  

5. Do you have any supports at home to help complete your child’s program? 

6. Do you have the equipment you need to do the exercises at home? 

Regarding the therapist’s involvement: 

7. Does your therapist give you information regarding your child’s progress? 

8. Does your therapist explain the usefulness of the exercises? 

9. Does your therapist give you written instructions or another method of explaining 

and remembering the exercises? 

10. How does your therapist explain the exercises to you?  

11. Does your therapist give you advice on how to include exercises into daily routines? 
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12. Does your therapist regularly check your skills at performing the exercises? 

13. Does your therapist ask you about my adherence to the exercises at home? 

14. If you had to mark from 1 to 10 your overall satisfaction with the attention from 

your therapist, what would your score be?  
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Appendix B: Weekly Electronic Survey Measuring Level of Adherence to Prescribed 

Home Exercises 

1. Did you complete the assigned home exercises with your child this week?  

 Yes 

 No 

2. What percentage of the home exercises were you able to complete this week?  

 

Percentage of Completion 

3. What, if any, were some reasons that made it difficult to complete the home 

exercises this week? Please select all that apply:  

 Child and Family Related Factors 

 Therapist Related Factors 

 Environmental Factors 

 Therapy Related Factors 

 Other 

 None 

4. Among child and family related factors, please select the reasons that might have 

affected your ability to complete the home exercises  

 My child's behavioural status  

 My child's physical response to home exercises (couldn't complete activity 

due to physical reasons)  

 Parental or caregiver behavioural status (e.g. couldn't complete activity due 

to feeling under the weather, etc.) 

5. Among the therapist related factors, please select the reasons that might have 

affected your ability to complete the home exercises. Select all that apply. 

 Clinical competency (knowledge and skills) of your therapist  

 Therapist's communication skills  

 Other: 
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6. Among the environmental factors, please select the reasons that might have affected 

your ability to complete the home exercises. Select all that apply.  

 Lack of equipment at home 

 No ideal space to perform home exercises  

 Other: 

7. Among therapy related factors, please select the reasons that might have affected 

your ability to complete the home exercises. Select all that apply.  

 Length and/or amount of home exercises  

 Difficulty and/or complexity of home exercise  

 Other: 

8. Please share any other reason(s) that made it difficult to complete the home 

exercises that was not previously mentioned  

9. If any, please share any additional comments regarding your ability to complete 

this week's home exercises 
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