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A B S T R A C T   

Background: Increasing physical activity (PA) participation is vital to promote the development of health be
haviors in childhood. This study examined which parental and familial factors predicted completion of and 
compliance with a home-based family PA program in a cohort of families with a child with Prader-Willi syn
drome (PWS; a rare disorder with obesity and developmental disability) or with obesity but with neurotypical 
development. 
Methods: Participants (n = 105) were parents of children with PWS (n = 41) and parents of children with obesity 
but without PWS (n = 64). Parents completed a series of questionnaires documenting their demographic char
acteristics, self-efficacy, social support, and family environment (active-recreational orientation and cohesion). 
Relationships between these factors and intervention completion and compliance were evaluated using bivariate 
correlations and logistic regression (compliance) and multiple regression (completion) analyses with groups 
together and then separately if the child group was a significant predictor. 
Results: None of the variables of interest (marital status, employment, employed hours per week, self-efficacy, 
social support, and family environment) were significant predictors of intervention completion. Intervention 
compliance was negatively associated with parents working part-time and working full-time and positively 
associated with family cohesion (Model R2 

= 0.107, F(3,100) = 4.011, p = .010). Child group was not a factor. 
Conclusions: Compliance with a 24-week family home-based PA intervention was related to fewer employment 
hours of the primary caregiver and family environment factors. Future interventions should consider how to 
reduce the intervention’s burden in working parents along with strategies to foster family cohesion.   

1. Introduction 

While children’s physical inactivity is of global concern [1], children 
with obesity or with disability are at higher risk for inactivity [1]. 
Prader-Willi Syndrome (PWS) is a rare neurodevelopmental disorder 
with a prevalence of 1 in 15,000 cases that is the best characterized form 
of genetic obesity [2]. PWS results from a lack of expression, or an 
alteration, of the paternal chromosome 15 in the locus 13-15q. Common 
characteristics include hyperphagia that sets on during childhood, hor
monal deficiencies, increased body fat, behavioral, intellectual and 
motor difficulties and low levels of physical activity (PA) [2,3]. 

As described by the Parent Socialization model, parental and familial 
characteristics such as family income, marital status, and education 

shape the beliefs and behaviors of parents and the beliefs and behaviors 
of their children [4]. In addition, families have been identified as key 
vehicles for supporting PA in children and youth so they can meet the 
Canadian 24-Hour Movement Guidelines for Children and Youth [5]. 
Thus, the home environment presents a unique setting to implement PA 
interventions for children [1]. This is true not only in PWS [6–8] but also 
in youth without disability [9] as parents have been identified as key 
facilitators for their child’s PA [10,11]. 

Completion of and compliance with PA interventions are a challenge 
in interventions targeting youth [12]. Many studies report that less than 
80% of participants complete lifestyle interventions to treat obesity in 
childhood [13]. Because PA adherence in children without disabilities is 
positively influenced by parental support and involvement [14,15]; 
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studies have shown that increased parents’ PA participation and activity 
level were related to lower dropout rates [16]. Moreover, studies in 
which parent and child were co-active led to increased participation in 
the children with disability [17]. Identification of reasons for dropping 
out of interventions and/or factors that increase intervention adherence 
will likely aid in the design of more feasible and effective programs in 
particular for children with health conditions [17–19]. Thus, we used 
the Eccles’ model of Parent Socialization as the theoretical framework to 
identify potential parental and family characteristics that might influ
ence intervention completion and compliance with a home-based par
ent-led PA intervention. In this study, we hypothesized that: 1) parental 
self-efficacy, family environment (family orientation towards recrea
tional activities and family cohesion), and social support would posi
tively predict completion of and compliance with the intervention; and 
2) being a single parent and increased hours of employment per week of 
the parent would negatively impact completion of and compliance with 
the intervention. 

2. Methods 

2.1. Study design 

This study utilized secondary data analyses of data collected in a 
home-based intervention study with a quasi-experimental design 
(intervention and delayed-intervention [control] groups) conducted in 
the United States [20]. The “Active Play at Home” study evaluated the 
effectiveness of a 24-week parent-led home-based PA intervention on 
multiple outcomes in children (body composition, health-related quality 
of life, motor skills, and PA) and was conducted between 2011 and 2015 
[21,22]. The trial was registered in the United States under ClinicalT 
rials.gov NCT02058342. Parent and child dyads (families) were 
recruited at both California State University Fullerton (CSUF) (n = 86) 
and the University of Florida (UF) (n = 30). The present study has a 
cohort study design as it only includes data from all parents who 
completed the pre-intervention visit (whether at baseline or after 
serving as control for 24 weeks [n = 105]). There were four parents who 
consented to participate but were assigned to the delayed intervention 
group and did not return after 24 weeks. These participants were 
excluded from this present study. 

This study was approved by the institutional review boards at Cali
fornia State University Fullerton HSR-16-0135, the University of Florida 
Gainesville original submission 201702437, and Human Subjects 
Research Protection Office from the U.S. Army Research and Materiel 
Command HRPO A-16501a. All parents and children signed informed 
consent and assent forms, respectively. 

2.2. Participants 

Participants for this present study included 42 parents of a child with 
PWS aged 8–15 years with the following diagnosis: deletion (n = 17), 
uniparental disomy (n = 8), imprinting defect (n = 13), or undistin
guished genetic diagnosis (n = 4). Participants also included 63 parents 
of children aged 8–11 years with obesity based on their levels of body fat 
(>95th percentile for body fat) [23] but without PWS. The group with 
obesity was recruited for comparison purposes because of the inverse 
association between childhood obesity and motor proficiency [24]. 

2.3. Trial visits 

Participants attended a baseline visit after being pseudo-randomized 
to an intervention or a delayed intervention group that served as control. 
Participants were pseudo-randomized based on their availability to 
attend pre-planned randomized visit dates. At the recruitment call po
tential participants were given specific dates in which visits would occur 
and based on their preference they were allocated to control or inter
vention groups. Participants assigned to the intervention completed a 

post-intervention visit after 24 weeks while those in the control group 
completed a visit that served as a post-no intervention as well as pre- 
intervention visit. Please see Fig. 1 for the study flow diagram. 

2.4. Instruments 

The parent questionnaire included items designed by investigators to 
obtain information regarding the parent demographics (age, sex, 
ethnicity, education, marital status, employment status, employment 
hours) as well as previously validated questionnaires to assess their 
perceived self-efficacy, social support, and family environment (family 
attitude towards recreational activities and family cohesion) [25–27]. 
This questionnaire was completed at the pre-intervention visit. 

Physical activity sessions checklists were provided at the pre- 
intervention visit. The checklists (n = 96) were to be completed by 
parents and children 4 days a week for 24 weeks. The checklist included 
the following information: date, time activity begun, time activity 
ended, list of exercises and games played, level of enjoyment and diffi
culty of the exercises and games, activity modifications/substitutions. 
Participants returned the checklists in a pre-stamped envelope to in
vestigators every 6 weeks. This information has been previously pub
lished [28]. 

2.5. Study outcomes 

2.5.1. Outcomes of interest 
All of the outcomes described below were decided a priori as 

explanatory variables for assessing intervention feasibility aspects such 
as completion and compliance. 

2.5.1.1. Intervention completion. Intervention completion was deter
mined when a participant completed the post-intervention visit (24 
weeks after intervention) regardless of the number of pre-planned ses
sions completed and the original assignment to intervention group or 
delayed intervention (control) group. 

2.5.1.2. Intervention compliance. The information from checklists 
completed by parents and children for each of the 96 pre-planned PA 
sessions in the curriculum was used to evaluate intervention compli
ance. Compliance was defined as the percentage of sessions completed. 
The target compliance was 70% of the sessions. 

2.5.2. Predictor variables 

2.5.2.1. Parent demographics. Parent demographics variables were 
highest level of education attained (education), marital status, and 
employment hours. 

2.5.2.2. Self-efficacy. The 10-item General Self-Efficacy Scale [25] was 
used to measure the parent’s overall perceived self-efficacy for coping 
with daily stressors. An example item is “I can remain calm when facing 
difficulties” with the response options of 1 (never) to 4 (very often). A 
total self-efficacy score was derived by adding the score of each response 
giving a total score between 10 (low self-efficacy) to 40 (high 
self-efficacy). Internal reliability in the present sample for this 
self-efficacy scale was good (Cronbach’s α = 0.90). 

2.5.2.3. Social support. Perceived parent social support was measured 
using the 12-item Multidimensional Scale of Perceived Social Support 
[26] which evaluates the sources of social support among family, 
friends, or significant others. Parents rated the degree of support they 
received. An example item includes “My family really tries to help me” 
rated on a scale of 1 (very strongly disagree) to 7 (very strongly agree). 
The total score was calculated by taking the sum score of each response, 
giving a score range in arbitrary units of 18 (low support) to 84 (high 
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support). In the present sample, the questionnaire showed good internal 
reliability (Cronbach’s α = 0.95) [26]. 

2.5.2.4. Family environment. Perceived family environment by the 
parent, was assessed using two (active-recreational orientation and 
cohesion) of the 10 subscales from the Family Environment Scale [27]. 
The active-recreation orientation subscale (9 items) was selected to 
assess the amount of involvement in social and leisure activities in the 
family. The cohesion subscale (9 items) was selected to assess the degree 
of commitment, help, and support family members provide for one 
another, as well as relationships among family members. Parents rated 
these scales on a scale of 1 (strongly disagree) to 4 (strongly agree). 
Responses were scored by reversing items as needed to create a sum 
score such that higher values depicted the more positive family envi
ronment. Both subscales provide a score of arbitrary units ranging 9 (low 
environment score) to 36 (high environment score). The Cronbach’s α 
obtained in the present sample for each subscales active-recreational 
orientation (α = 0.68) and cohesion (α = 0.81) were within expected 
ranges [29]. 

2.6. Physical activity intervention 

For detailed information please see Ref. [20]. In brief, during the 
pre-intervention visit, families received a training session and the ma
terials needed to carry out the PA program (a printed PA curriculum, 
sports/play equipment and a video-games console). The PA curriculum 
was designed at a 6th grade reading level, contained detailed directions, 
illustrations, and 96 pre-planned PA sessions of video and physically 
active playground games. The curriculum was available in English and 
Spanish and included diverse illustrations of children and parents. 
Families were asked to engage in 4 days of PA per week for 24 weeks (96 
PA sessions) and they received phone calls from the research team for 

support with implementation of the curriculum such as modification of 
games, maintaining motivation, scheduling, etc. Families documented 
the sessions completed using daily checklists that were submitted every 
6 weeks in which they indicated the activities performed, modifications, 
and ratings of enjoyment and difficulty [28]. The intent of the checklists 
was to ascertain the fidelity of the implementation of the intervention, 
the dose of activity and curriculum acceptability. Children received in
centives for their participation: a $30 gift card for each visit and a $60 
gift card if they completed 70% or more of the PA sessions every 6 
weeks. At the end of the intervention, children who completed 70% of 
the PA sessions kept all materials to facilitate their continued use once 
the intervention concluded. 

2.7. Statistics 

This study had a cohort design in which only those participants who 
provided pre-intervention data were included. The hypotheses tested 
whether parental or familial factors predicted completion and/or 
compliance with a home-based PA intervention in children with PWS 
and children with obesity but without PWS. 

All data analyses were done using SPSS 23.0 (Armork, NY). One 
parent had 3 children enrolled in the intervention. For this family, only 
the data corresponding to one child was randomly selected from the 3 
children participants to determine intervention compliance and 
completion. One participant with a child with PWS had missing data for 
some variables. Unless otherwise stated, p < .050 was considered sta
tistically significant in all analyses. Discontinuous variables were coded 
as follows: marital status (1 = married/living with partner, 0 = sepa
rated/divorced/single/widowed), employment hours (0 = none, 1 =
1–30 h/week [part-time], 2 = ≥31 h/week [full-time]), education (0 =
less than high school, 1 = high school/technical degree/some college, 2 
= bachelor degree or higher). 

Fig. 1. This figure presents the timeline for participant recruitment, enrollment, and study visits for the intervention and control (delayed intervention) groups 
separated by parents of a child with Prader-Willi syndrome (PWS) and parents of a child with obesity and without PWS. Shaded boxes correspond to data included in 
the present study (n = 105). 
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To determine the variables included in the prediction models, 
bivariate correlations (Pearson-for continuous variables; Spearman Rho- 
for discontinuous variables) were conducted between outcome measures 
(intervention completion and compliance) and potential predictors: 
parent demographics (marital status, employment hours per week, ed
ucation), self-efficacy, social support, and family environment (active 
recreational orientation and cohesion). Where correlations were signif
icant at p < .200, the predictor variables were selected for inclusion in 
the regression models. 

Multiple logistic regression analysis was used to examine the rela
tionship between intervention completion (0 = no, 1 = yes) and pre
dictor variables meeting the criteria of p < .200 in the bivariate 
correlations. Multiple linear regression was used to evaluate the asso
ciation between percentage of intervention compliance and the predic
tor variables identified in the bivariate correlations. If the included 
variables were not significant predictors in the multiple regression 
model, or did not meet the p < .200 criteria, then those variables were 
removed and a second model was evaluated. The final model included 
variables that explained the greatest proportion of the variance in the 
dependent variable and demonstrated statistical significance or met the 
p < .200 criteria. If bivariate correlations were only present in parents of 
one child group but not in the other, then regression models were con
ducted solely for that group. When associations were present in both 
groups, child group was entered into the regression models as a variable. 
If child group was a significant variable, then separate models were 
analyzed for parents of children with obesity and parents of children 
with PWS. In the regression models, two dummy variables (0,1) were 
created to model the employment hours variable, with no employment 
as the reference condition. 

3. Results 

3.1. Participants 

Parents were mostly females (88.6%), with a mean age of 42.8 ± 7.5 
year. Participants indicated Hispanic (n = 42), or Caucasian (n = 41) 
ethnicity, and spoke English as the primary language (n = 82) or Spanish 
(n = 23) (Table 1). Roughly 69% of parents had at least some college 
education or higher. Most parents reported being married/living with 
partner (n = 75), and when asked if their spouse/partner was employed, 
approximately 58% responded in the affirmative. Sixty-seven parents 
(63.8%) expressed being employed at the time of the study with com
parable rates between groups. Forty-nine parents (46.7%) stated they 
worked 31–40 h per week, while 35 (33.3%) reported not working any 
hours. There were no differences between parents of children with PWS 
and parents of children with obesity for self-efficacy, social support, 
active recreation orientation or family cohesion. 

3.2. Intervention completion and compliance 

As has been reported elsewhere, 82% of families (N = 86 of 105) 
completed the intervention. The mean percent of intervention compli
ance was 75.6 ± 29.6%, and this percentage was similar for both family 
groups (child with PWS = 74.1 ± 30.2%; child with obesity = 76.6 ±
29.3%). 

3.3. Regression analyses: intervention completion 

None of the hypothesized predictor variables were correlated with 

Table 1 
Parent participants’ demographic and psychosocial characteristics presented as mean ± standard deviation (SD) and or frequency (N).   

InterventionN = 75 Control/Delayed intervention N = 30 Total (N =
105) 

Missing 
(n) 

Parent of Child with PWS 
n = 34 

Parent of Child with 
Obesity n = 41 

Parent of Child with 
PWS n = 8 

Parent of Child with 
Obesity n = 22 

Age (years) 46 ± 7 40 ± 8 42 ± 4 42 ± 7 103 2 
Sex (Female/Male) 29/4 39/2 8 17/5 104 1 
Ethnicity      1 
African American 0 3 1 2 6  
Asian 3 3 0 2 8  
Caucasian 17 10 7 7 41  
Hispanic 10 23 0 9 42  
Other/Mixed 3 2 0 2 7  
Language spoken at home      1 
English 28 30 8 15 81  
Spanish 5 11 0 7 23  
Highest formal education      1 
Less than high school 3 6 0 4 13  
High school/technical/some 

college 
18 25 4 13 60  

College or higher 12 10 4 5 31  
Marital Status      2 
Married/living with partner 24 28 5 18 75  
Separated/Divorced 6 8 2 2 18  
Single 1 3 1 1 6  
Widowed 2 2 0 0 4  
Employment      1 
Yes 22 27 6 14 69  
No 11 14 2 8 35  
Employment hours      1 
None 11 14 2 8 35  
1–30 h/week 9 6 1 4 20  
>30 h/week 13 21 5 10 49  
Self-efficacy (10–40) 31.2 ± 4.5 30.2 ± 6.5 31.5 ± 5.8 29.4 ± 5.1 102 3 
Social support (18–84) 63.3 ± 17.4 69.5 ± 14.0 65.8 ± 13.1 67.2 ± 12.7 104 1 
Active recreation (9–36) 24.8 ± 5.2 23.8 ± 5.2 26.1 ± 2.7 24.0 ± 4.0 104 1 
Family cohesion (9–36) 25.4 ± 4.1 26.7 ± 3.6 26.8 ± 2.54 25.4 ± 4.4 104 1 

Note: Self-efficacy, social support, family active recreation orientation and family cohesion scores are in arbitrary units. The maximum and minimum possible values 
are provided for these variables with higher scores indicating more of the perception (e.g., higher self-efficacy, more social support, more active recreation, more 
cohesive). 
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intervention completion at the p < .200 criterion in the overall sample or 
in the parents of children with PWS (see Table 2). In parents of children 
with obesity, only marital status was correlated with intervention 
completion at p < .200 (rho = 0.209) and therefore, intervention 
completion was only modeled in this group. In the logistic regression 
analysis, families of children with obesity were 30% more likely to 
complete the intervention [OR = 1.301 (0.441–3.841, 95% C⋅I.)] if the 
parents were married; however, this was not statistically significant. 

3.4. Regression analyses: compliance with the intervention 

In the initial model, (R2 = 0.108; p = .022; see Table 3), part-time 
employment (B = -17.167; p = .036), full-time employment (B =
-12.612; p = .048), and family cohesion (B = 1.477; p = .046) were 
significant predictors of percent compliance; however, child group was 
not a significant parameter (B = − 1.697; p = .770). The final model for 
intervention compliance (R2 = 0.107; p = .010) included part-time 
employment (B = − 17.333; p = .033), full-time employment (B =
− 12.612; p = .048) and family cohesion (B = 1.489; p = .043). 

4. Discussion 

This study examined the association between selected parental and 
familial factors with completion and compliance with a home-based PA 
intervention intended for both the parent and the child in parents of a 
child with a health condition. There were no factors that predicted 
completion of the intervention. Part-time employment hours and full
–time employment hours predicted lower compliance; while family 
cohesion predicted higher compliance with intervention activities. 
Previous research evaluating intervention completion and compliance 

focused on children’s characteristics [30] or used a clinical setting [16]. 
Little research on PA interventions for youth with PWS and their families 
have been done [6,8,28]; therefore, findings from this study can guide 
strategies in future interventions. 

Increasing PA participation in children in the United States is and has 
been a public health priority [1]. And, intervention modalities that 
include families continue to be evaluated in children with disability as 
well as obesity [9,31]. This 24-week PA intervention was completed by 
82% of the families. This completion rate is higher than in other studies 
(39–80%) [13,32]. None of the parental and familial factors appeared to 
predict completion rate perhaps for reasons related to the study design. 
Participants included parents who had a child with a medical condition 
(obesity or PWS). Self-selection by the participants may have made them 
more likely for their family complete the intervention [33]. The use of 
monetary incentives for completing study visits likely encouraged 
families to complete the post-intervention visit [34]. Further, retention 
strategies such as minimizing participant burden for visits (e.g., week
end visits), reimbursement (e.g., mileage reimbursement), and 
providing a study visit timeline at baseline [35] were also used in this 
study and may have contributed to the completion rate by decreasing 
barriers to participation. As there was a large proportion of participants 
identifying as Hispanics (50% of parents with a child with obesity and 
24% of parents with a child with PWS); the use of culturally-adapted 
materials may have also contributed to participation. 

Families reported completing approximately 75% of the sessions 
across the 24 weeks study. We built our intervention including features 
to encourage PA sessions adherence: a detailed illustrated PA curriculum 
with potential for adapting level and intensity of the exercises and 
games, a bag of all equipment needed to do the activity, phone calls 
check-ins by study staff and monetary incentives. Olvera et al. (2008) 
also used incentives to ensure adherence in their mother-daughter 
healthy lifestyle intervention. Providing simple and easy to follow 
written instructions with examples of activities has also demonstrated 
increased compliance rates [36,37]. Additionally, approximately 69% of 
the parents in our study reported having at least some college education, 
which corresponds with the literature linking education with interven
tion adherence [38]. 

Employment hours and family cohesion predicted and accounted for 
approximately 10% of the variance in compliance with the goal of PA 
sessions for this intervention. Parents who worked fewer hours (<than 
10 h/week), or did not work at all, were more compliant than those who 
worked more than 10 h/week or full-time. The literature commonly cites 
time as a major barrier to PA adherence among all age groups [39,40]. 
As previously reported, scheduling conflicts were one of the most 
common reported barriers to this intervention [28]. Therefore, future 
intervention strategies involving parents must consider employment 
hours as a barrier to compliance and include strategies to counteract this 
barrier. 

Table 2 
Correlations between the hypothesized predictor variables and completion and compliance with a home-based physical activity intervention.  

Intervention Completion Intervention Compliance  

Overall Parent of Child 
with PWS 

Parent of Child 
with Obesity 

Overall Parent of Child 
with PWS 

Parent of Child 
with Obesity  

Correlationa (p) Correlationa (p) Correlationa (p) Correlation (p) Correlation (p) Correlation (p) 
Educationc (N = 104) − 0.019 (.850) 0.055 (.734) − 0.074 (.566) − 0.032a (.748) − 0.014a (.929) − 0.004a (.974) 
Marital statusc (N = 103) 0.047 (.638) − 0.181 (.256) 0.209* (.104) 0.062a (.536) − 0.007a (.966) 0.112a (.388) 
Employment hoursc (N = 104) 0.020 (.842) − 0.137 (.394) 0.120 (.351) − 0.269a* (.006) − 0.319a* (.042) − 0.251a* (.047) 
Self-efficacy (N = 102) − 0.030 (.766) 0.052 (.745) − 0.038 (.773) 0.029b (.772) 0.113b (.481) − 0.012b (.925) 
Social support (N = 104) − 0.073 (.464) 0.013 (.937) − 0.140 (.279) − 0.031b (.756) 0.056b (.725) − 0.116b (.370) 
Active recreation (N = 104) − 0.034 (.734) − 0.060 (.709) 0.001 (.993) 0.096b (.333) 0.061b (.705) 0.131b (.306) 
Family Cohesion (N = 104) 0.045 (.647) 0.042 (.795) 0.045 (.726) 0.233b* (.017) 0.224b* (.160) 0.235b* (.063)  

a Spearman’s rho. 
b Pearson’s r. 
c Marital status: 1 = married/living with partner, 0 = separated/divorced/single/widowed; Employment: 0 = none, 1 = 1–30 h/week [part-time], 2 =≥ 31 h/week 

[full-time]; Education: 0 = less than high school, 1 = high school/technical degree/some college, 2 = bachelor degree or higher* p < .2 indicating a trend and 
subsequential inclusion in logistic and/or multiple regression models. 

Table 3 
Regression models for the prediction of percentage of compliance with a home- 
based physical activity intervention.   

Model parameters Variable parameter 

R2 SE p B SE p 

Model One 0.108 28.572 .022    
Child Groupa    − 1.697 5.778 .770 
Employed Part-timeb    − 17.167 8.095 .036 
Employed Full-timeb    − 12.682 6.335 .048 
Family Cohesion    1.477 0.730 .046 
Model Two (Final) 0.107 28.441 .010    
Employed Part-timeb    − 17.333 8.038 .033 
Employed Full-timeb    − 12.612 6.301 .048 
Family Cohesion    1.489 0.725 .043  

a Child group: 0 = with obesity, 1 = with PWS;b Reference condition: Not 
employed; Multiple regression models had an N = 104 as data were missing for 
different variables including family cohesion and/or demographics. 
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Previously, we have shown that families in this intervention reported 
support from spouse and family as important facilitators for the inter
vention delivery [28]. Thus, it may be that family cohesion reflected the 
support or unity in the family that was important to implementing this 
PA program. The characteristics of the families involved may also 
explain why family cohesion emerged as a factor as 42% of our parents 
self-identified as Hispanic. In Latino families, family cohesion is an 
important factor for supporting moderate-to-vigorous PA in adolescents 
[41]. In children with disabilities, family cohesion also predicts child 
participation in leisure PA [42]. Performing recreational activities as PA 
together as a family may foster collaboration, bonding, and unity, 
thereby contributing to family cohesion. Thus, it is possible that greater 
cohesion contributes to greater activity, but also that being physically 
active together can contribute to greater cohesion [43]. 

Marital status was not associated with intervention compliance; as 
most parents (>70%) were married or living with a partner, the number 
of single parents may have been insufficient to explore this association. 
In the present study, parents’ self-efficacy was examined in relation to 
the implementation an intervention for their child’s PA. Potentially, as 
parents self-selected to engage in this intervention, it is possible that 
their level of confidence was enough to meet the challenges of the 
intervention given they, on average, reported relatively strong levels of 
confidence (i.e., mean of 30.5 with a maximal possible score of 40). 
Additionally, as the self-efficacy measure was not specific to PA, this 
could also have contributed to this aspect not being related to the per
centage of intervention compliance. 

According to King et al. (2006), social support is a vital element that 
affects how individuals adapt to adversity [42]. Likewise, for parents of 
children with chronic disabilities, social support is a primary coping 
mechanism and buffer to stress [44,45]. In the present study, all 
parents/guardians were classified as having high social support from 
family, friends and significant others [26]. Since all participants had 
reported high social support there likely was insufficient variability in 
our data to show a relationship with PA compliance. 

The findings of this study must be considered within the context of 
certain limitations. Compliance was measured using self-reported 
checklists. This might have been subject to social desirability bias as 
people typically over-report behaviors that are considered appropriate 
or expected [46]. The use of gift cards and mileage reimbursement as 
monetary incentives for the study visits may have increased intervention 
compliance and completion [34]. All financial costs to the parents were 
also covered to decrease barriers to participation; thus, income was not 
explored as a factor. This intervention was designed for families with 
children with disability and/or a health concern (obesity); therefore, the 
results may not be generalizable to all families. The nature of the sec
ondary data analysis limits the ability of this study to be sufficiently 
powered to explore potential interactions. Lastly, it is not possible to 
infer causality based on statistical associations. 

5. Conclusions 

The results from this study provide insight into two parental and 
familial factors that predict compliance with a home-based PA inter
vention for children with health concerns. Building strategies to foster 
family cohesion could in turn facilitate intervention compliance. Un
fortunately, employment hours, is a difficult factor for parents to control 
and/or modify. This aspect must continue to be considered by including 
elements that increase flexibility in the intervention delivery to decrease 
burden to the participants. 
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