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COMMENTARY

Coaching for Behavior Change
in Physiatry

ABSTRACT

Frates EP, Moore MA, Lopez CN, McMahon GT: Coaching for behavior change
in physiatry. Am J Phys Med Rehabil 2011;90:1074-1082.

Behavior modification is vital to the prevention or amelioration of lifestyle-related
disease. Health and wellness coaching is emerging as a powerful intervention to
help patients initiate and maintain sustainable change that can be critical to phy-
siatry practice. The coach approach delivers a patient-centered collaborative part-
nership to create an engaging and realistic individualized plan. The coaching
process builds the psychologic skills needed to support lasting change, including
mindfulness, self-awareness, self-motivation, resilience, optimism, and self-efficacy.
Preliminary studies indicate that health and wellness coaching is a useful and
potentially important adjunct to usual care for managing hyperlipidemia, diabetes,
cancer pain, cancer survival, asthma, weight loss, and increasing physical activity.
Physiatrists can benefit from the insights of coaching to promote effective col-
laboration, negotiation, and motivation to encourage patients to take responsibility
for their recovery and their future wellness by adopting healthy lifestyles.

Key Words: Health Coaching, Health Behavior, Behavior Change, Health Outcomes,
Physiatry, Motivational Interviewing

U p to half of all premature deaths are caused by unhealthy lifestyle choices
related to tobacco, sedentary behavior, unmanaged stress, and poor diets. As the
prevalence of obesity continues to rise, effective strategies to address the physical
activity and diet of patients have become even more crucial today than it was in
the past. Health and wellness coaching uses a collaborative patient-focused ap-
proach to enable patients to take responsibility for their health and well-being, to
increase self-awareness, to harness heartfelt motivation connected to life values
and purpose, to commit to realistic goals, and to adopt a resilient and confident
mindset as they experiment with and eventually establish healthy behaviors.
Effective coaching deals with both large and small challenges and builds on
opportunities, including past successes and failures. The process supports posi-
tive change in a number of ways: by helping patients gain the lifestyle and psy-
chologic knowledge that they are seeking, by helping them acquire the coping
and behavior change skills that they need, and by applying their strengths, talents,
and experience to their health goals.

Am. J. Phys. Med. Rehabil. . Vol. 90, No. 12, December 2011

Copyright © 2011 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.



PSYCHOLOGY OF COACHING

Research examining human behavior change
has shown that the external expert source of moti-
vation, which is typically used by clinicians, gen-
erates either compliance or defiance and is not
reliable. External sources of motivation alone do
not generate the internal motivation that most
correlate with lasting engagement in health beha-
viors, where patients uncover their own reasons
why a behavior is in their best interest and then
place a high value on the outcome. Human beings
are wired to want autonomy and resist being told
what to do, even when the advice is in their best
interest.

The roots of professional coaching in health
care are firmly planted in evidence-based psycho-
logic domains and theories on how to generate
effective and durable behavior change, not only
self-determination theory! but also many others
including the transtheoretical model of change,?
motivational inte]rviewing,?”4 appreciative inquiry,5
goal-setting theory,® social cognitive theory,” adult
development,® cognitive behavioral therapy,® and
positive psychology.!®!! The assimilation and
translation of these theories into coaching skills,
knowledge, and processes have given health and
wellness coaches a road map for the facilitation of
the patient’s process of change, including change in
thinking (beliefs and attitudes), emotions (more
mindfulness and resilience), and behaving (new
healthy habits).

Physicians are trained in an “expert approach,”
which is problem focused and relies on the clin-
ician’s skills and knowledge to determine the cor-
rect diagnosis and treatment for each patient. This
approach is most effective when handling acute
problems and emergency situations. Patients expect
this approach when they enter the doctor’s office for
a sick visit. However, this same expert approach is
often used to advise patients about making behavior
changes such as initiating an exercise routine or
losing weight and cutting down on salt intake.

Sometimes, patients adhere to expert advice, but
more often, they do not. The role of the physician as
coach is different from his role as an expert in many
ways (Table 1).

Clinical Evidence

Several clinical trials with a variety of popula-
tions suggest that the coach approach appears to be
effective in generating short-term, and perhaps
more durable, behavior change (Table 2). A wide
variety of patients have responded favorably to col-
laborative coaching efforts, ranging from children
with asthma to adults with cancer pain. The benefits
of coaching interventions have included increased
personal behaviors (such as exercise), improved
measures of health (such as reduced cholesterol, or
HbAlc) and reduced health utilization (such as
hospitalization). Effective health and wellness
coaching interventions used live sessions, on the
telephone or in person. Common aspects of suc-
cessful coaching interventions included a consis-
tent one-on-one relationship, goal setting, and
accountability through reporting to the coach on a
regular basis.

Although the effectiveness of health and well-
ness coaching has been demonstrated in broad
populations with diverse health concerns, there are
limitations as to the current evidence for health
coaching. Most studies have small sample sizes. A
variety of coaching techniques and training has
been used in studies. In addition, there is variability
of the number, frequency, and duration of coaching
sessions used. Long-term follow-up beyond 2 yrs
has yet to be completed.

Many areas of uncertainty remain. A consistent
definition of health and wellness coaching, along
with standards for competency training and cre-
dentialing, need to be established. Which tech-
niques can be most useful for particular mindsets,
readiness to change, and disease states remains an
area of active exploration. How the expert educator

TABLE 1 The differences between the expert approach and the coach approach

Expert

Coach

Treats patients

Educates

Relies on skills and knowledge of expert
Strives to have all the answers

Focuses on the problem

Advises

Helps patients help themselves
Builds motivation, confidence, and engagement
Relies on patient self-awareness and insights
Strives to help patients find their own answers.
Focuses on what is working well
Collaborates

www.ajpmr.com
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TABLE 2 Randomized controlled trials of health and wellness coaching

Author Design Subjects Intervention Results
Wolever RCT comparing 56 patients with  Fourteen 30-min Significant reduction in
et al.'? integrative health type 2 diabetes coaching sessions Alc among participants

coaching with usual
care (control)
Whittemore Pilot RCT; nurse
et al.!® coach vs. usual care;
intervention group
received a nurse
coach intervention

with baseline values >7%
(P =10.03)

Intervention subjects had
better diet
self-management
(P =0.02), less
diabetes-related distress
(P <0.01), better
integration (P < 0.03),
greater satisfaction with
care (P <0.01), and
trends toward better
exercise self-management
(P = 0.13) and lower
BMIs (P = 0.15)

Intervention subjects
demonstrated greater
decrease in total
cholesterol (P < 0.0001),
more weight loss
(P <0.0001), greater
reduction in fat intake
(P = 0.04), and more
walking activity
(P <0.0001)

by telephone
over 4 mos

Six coaching sessions
were delivered over
6 mos.

53 women with
type 2 diabetes

Vale et al.'* RCT; COACH us.
usual care

792 patients
with CVD

Five telephone
coaching sessions
were delivered
for 6 mos.

coaching vs. usual
care group with
additional education

pain

Vale et al.'”> RCT; coach model »s. 245 CHD patients  Six telephone Intervention subjects had
usual care coaching sessions significantly lower fasting
were delivered total cholesterol
for 6 mos. (P <0.0001) and
LDL-C levels (P < 0.0004).
Edelman RCT; personalized 154 patients with 28 two-hour Intervention subjects had
et al.' health plan and a one or more CV  in-person group significantly greater
health coach with a risk factor training sessions decrease in CHD risk
medical provider vs. with biweekly (P = 0.05), greater
usual care plus 20- to 30-min increase in number of
health report individual telephone days of exercise per week
sessions for (P =0.002) and greater
10 mos weight loss (P = 0.54)
Debar RCT; group meetings 228 teenage girls Annual visits, fitness Intervention subjects had
et al.'” and coaching vs. center membership, higher BMD in the spine
usual care biweekly team (P =0.007) and trochanter
meetings, quarterly (P = 0.03) regions and
telephone sessions, greater consumption of
and team meetings calcium (P < 0.001) and
with parents, all of fruits and vegetables
which are supported (P =0.01) for 2 yrs
by a study website.
Fisher RCT; child and parent 191 children Telephone and Intervention subjects had
et al.!® received coaching vs.  ages 2-8 yrs in-person visit with significantly lower
usual care with diagnosis parent then biweekly rehospitalization rates
of asthma telephone calls for (P =0.002).
3 mos, after which
calls were monthly
for the duration of
the 2-yr intervention.
Oliver RCT; individualized 87 cancer patients 20-min visit before visit Intervention group
et al.l? education and with moderate with doctor. experienced lower pain

severity (P = 0.014).
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TABLE 2 Continued

Author Design Subjects

Intervention Results

Holland RCT; nurse coach vs. 504 subjects with
etal?®  usual care a chronic health
condition

Group classes on health

Intervention subjects
demonstrated increased
minutes of weekly aerobic
activity (P = 0.001) and
increased minutes of
weekly stretching
(P =0.008)

topics and three 1-hr
exercise training
sessions with 11
contact hours with
the nurse health
coach by telephone
and email for 12 mos.

COACH, Coaching Patients on Achieving Cardiovascular Health; RCT, randomized controlled trials; BMI, body mass index;
CVD, cardiovascular disease; LDL-C, low-density lipoprotein cholesterol; CV, cardiovascular; BMD, bone mineral density.

approach can be most effectively combined with the
coach approach needs to be more fully elucidated.

Initiating and Maintaining the
Coaching Relationship

Many patients need help in making behavior
changes that are long lasting. For some patients, a
health setback serves as a sufficient motivator to
enable commitment, sustained action, and success
in changing their unhealthy habits. For others, even
a dramatic serious outcome (such as a myocardial
infarction or a preventable lower limb amputation)
may be insufficient to generate behavior changes
(such as smoking cessation). In those cases, clini-
cians can use coaching techniques to make counsel-
ing time more effective and more efficient.

In a study examining different approaches for
promoting physical activity in a primary care set-
ting, it was demonstrated that 30 mins spent in a
brief negotiation conversation with the subject was
significantly more effective than a no-intervention
control in increasing the patient’s physical activity
levels. It was estimated that the subjects in the brief
negotiation group walked approximately 37 mins
more during the week compared with the control
group. Brief negotiation involved using motiva-
tional techniques such as giving feedback about the
current level of activity compared with guidelines,
assessing motivation and confidence for increas-
ing physical activity, weighing pros and cons of
increasing activity levels, information exchange,
exploring concerns about increasing activity, and
helping in decision making. In contrast, it was
demonstrated that 30 mins spent directly advising
the subject about increasing physical activity levels
yielded no significant difference compared with
the no-intervention control group. Direct advice
was described as telling the subject about benefits
of physical activity and the dangers of sedentary
behavior, instructing the subject to work toward

www.ajpmr.com

30 mins of brisk walking (or a similar activity)
during at least 5 days of the week. If a caregiver is
going to spend the time (20-30 mins) counseling
the patient about increasing physical activity, the
most efficient and effective use of time will be to
hold brief negotiations and to collaborate with the
patient rather than persuading and coercing the
patient to follow set guidelines.?!

The coach approach centers on a collabora-
tive partnership between provider and patient. The
physician coach and the patient start with an em-
pathetic acceptance of the past, an affirmation of
lessons learned, and a move to a focus on possibil-
ities and new hope. They work together to create a
compelling vision for the future and set specific,
measurable, action-oriented, realistic, and time-
sensitive (SMART) goals, which are interesting,
engaging, and appropriate for the patient’s readi-
ness to change in each behavioral area. Importantly,
the coach approach helps the patient determine
whether he or she is in a precontemplative (“I
won’t” or “I can’'t”), contemplative (“I may”), prep-
aration (“I will”), action (“I am”), or maintenance
(“I will continue”) stage before any goals are set.
The action steps that are cocreated are tailored to
the patient’s stage of change. For example, someone
in a precontemplative stage for exercise would be
best served with a cognitive goal such as reading a
powerful, brief article about the benefits of exer-
cise that includes inspiring stories or talking to a
role model about her personal journey. However,
someone in the preparation stage of change would
be best served with the action goal of researching
local fitness programs.

By using appreciative inquiry strategies such as
focusing on what is going well in the patient’s life
and deploying the patient’s strengths, talents, and
interests, the coach approach allows the patient to
increase self-motivation and self-efficacy and begin
to build on past success.

Coaching for Behavior Change in Physiatry
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The key to the coach approach is to create a
self-fulfilling cycle with small accomplishments
setting the stage for larger ones. The cycle relies on
utilizing the patient’s internal motivation as the
force behind the behavior change. Eliciting this
internal or intrinsic motivation often requires ex-
tra time expressing empathy, developing positive
emotions and mindfulness, asking open-ended ques-
tions, responding with reflections, and supporting
the patient. Physicians can use these skills even in
short visits in their practices.

To start the five-step cycle (Fig. 1) in the
coaching model, the healthcare provider must
spend some time understanding the patient’s cur-
rent situation. Feeling and expressing compassion
is critical to the success of this approach. Reflec-
tions are a good way to let the patient know you
are listening to them and that you understand their
predicament. An example of a reflection is, “From
what I am hearing, it sounds like you are having a
hard time finding time to exercise.” Using a non-
judgmental tone will convey acceptance and pro-
mote productive collaborations.

Once empathy is in place, it is time to work on
motivation. Motivation plays a critical role in
coaching. The focus is on internal motivation, not
on external motivation. Threatening the patient
with heart disease, diabetes or cancer, may work
for some patients in the short term, but the fear
these threats conjure up is not enough to instill
lasting change in the long term, in most cases.
In the vein of collaboration and negotiation, the
healthcare provider needs to ask the patient what
motivates him or her. Why she feels making this
change might be important. How her life would be

different if this change were already part of her
lifestyle.

After motivation comes confidence. When a
patient does not feel confident in his ability to make
lifestyle change, it is hard to achieve progress. Using
a scale is a good way to gauge a patient’s confidence
and quantify a subjective concept. The healthcare
provider can simply ask the patient to rate his own
confidence in his ability to make a particular change
by using a scale from 1 to 10. If the patient’s con-
fidence level is lower than 7, then he is not ready
to proceed, and he needs to build his confidence.
Helping a patient develop more positive emotions,
targeting a positive-to-negative emotion ratio of
3:1 or greater is an important part of the path to
developing confidence, resilience, and creativity.??
Focusing on the patient’s strong points and past
triumphs in attaining goals is another way to em-
power patients. Identifying obstacles to change and
brainstorming solutions around them also helps
increase self-reliance.

Once self-acceptance, motivation, and confi-
dence are high, the patient is ready to set “SMART”
goals. Goals that are engaging, interesting, and
challenging are intrinsically motivating. Setting
SMART goals is important because success breeds
success. It is empowering to reach a goal, no matter
how small. Working toward a target and reaching
it leads to more self-efficacy (the belief that one
has the ability to accomplish a particular goal) and
often translates to more energy as well as interest
in continuing to pursue future goals related to that
behavior change.

Without monitoring and accountability, the
goals are much less likely to be realized. If you set

Be Empathetic

Set
Accountability
Plan

Set SMART
goals

FIGURE 1 Five-step cycle in the coaching model.

N

Align
Motivation

Build
Confidence

Am. J. Phys. Med. Rehabil. . Vol. 90, No. 12, December 2011

Copyright © 2011 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.



goals with a patient, you need to check in on the
patient’s progress. This can be as simple as a tele-
phone call, an email, or a postcard to the patient.
The physician, a nurse, or other healthcare provider
from the physician’s practice can complete this
follow-up. Using online monitoring devices or sim-
ply having the patient track his own workouts or
diet is useful. However, most patients need to know
that these results will be shared publicly with an-
other person for the patients to believe that this
tracking is important. When a patient knows that he
will be held accountable for his actions and that
someone really cares about what happened in rela-
tion to his goals, he will be moved to put his best
effort forward to achieve the goals.

When reviewing a patient’s progress on their
SMART goals, start by celebrating any success, no
matter how small. If the patient was supposed to walk
briskly on Friday but never completed the walk even
though he was all dressed and ready with is walking
shoes on, there is still something to celebrate. He
prepared successfully and planned properly to make
the time. In a nonjudgmental way, it is important to
find out why the goal was not completed. This is not a
failure. Rather, it is an opportunity to learn. Instead
of looking for the mistakes or failures that lead to
the unachieved goals, look for openings to find out
more about the patient and for the patient to discover
more about himself. This new information will serve
to inform future actions, future goals, and will help
guide the patient on a path of self-discovery in addi-
tion to lasting behavior change.

After accountability comes deeper under-
standing and the ability to put one’s self in another
person’s shoes. Compassion is required when re-
viewing the goals that were previously set. After-
ward, we are back to square one, with empathy. The
cycle starts and ends with this critical step, which
requires the healthcare provider to be in tune with
the patient. It is easy to visualize how one pass
through the cycle leads to more motivation, more
confidence, more goals, more accountability, more
celebration, and finally, more empathy.

To ensure the success of your intervention, it is
essential to have the patients recruit their own so-
cial networks. Support from family and friends can
go a long way to support success with behavior
change. Having a sibling or a friend check in with
the patient and ask about the weekly goals is an-
other way to implement accountability on a fre-
quent and ongoing basis. Having an exercise partner
or joining group classes can provide additional mo-
tivation and support. Group coaching sessions are
often effective as well.

www.ajpmr.com

Training in Coaching

Physicians can train in health and wellness
coaching by taking classes, attending live CME
courses, completing online CME courses, or partici-
pating in a health coach or wellness coach training
program that can range from two 2-hr training ses-
sions a week for 8-12 wks or a series of four full-day
sessions for four different weekends to 1- and 2-yr
training programs. Some programs are in-person
and some are teleconferences that can be completed
from a distance. Some programs offer certification
after passing an oral examination, written examina-
tion, and client write-up. A nurse or other members
of the physician’s office can be trained to become a
certified health and wellness coach.

The International Coaching Federation (www.
coachfederation.org) is the largest credentialing
body for life, business, and executive coaches. To
adapt coaching standards to meet the demands
upon professional coaches in health care, a national
consortium of academic and industry leaders,
supported by the Institute of Coaching (www.
instituteofcoaching.org) at McLean Hospital (affil-
iated with Harvard Medical School) is developing a
consensus on the definition, scope of practice, tasks
and skills, and training and education standards of
health and wellness coaches, and is expanding the
coaching research agenda. The consortium plans
to establish national credentialing of health and
wellness coaches and support the integration of basic
coaching skills into many health professions, in-
cluding physicians.

Training in health coaching appears to be effec-
tive and has been demonstrated to improve patients’
adherence to treatment plans for those trained clin-
icians,® particularly when those patients were
being treated for diabetes.?* Patients of physicians
employing motivational interviewing techniques
(collaboration, empathy, and open questions) lost
more weight 3 mos after the physician visit than
did the patients of physicians who used a con-
ventional approach.? Training in health coaching
techniques has also been demonstrated to help
physicians improve their communication skills and
has been used to help resolve disagreements using
a coach approach.?® Additional studies have dem-
onstrated the efficacy of nurse training in coaching
techniques.?”2° Medical students can be success-
fully trained in effective communication skills using
empathy and noninterrogation activities.>’

Even without formal training, a physician can
work toward adopting the coach approach through
following the five-step cycle in the coaching model
in Figure 1. In addition, there is a simple Road Map

Coaching for Behavior Change in Physiatry
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TABLE 3 Two key aspects of the coach approach: asking open-ended questions and delivering
reflections are each essential for the health and wellness coaching cycle

Step

Open-Ended Questions

Reflective Comments

Identify the need/desire

to that?
Assess readiness to change
physical activity?

Understand previous
positive experience
and knowledge

Acknowledge strengths

overcome it?
Identify shared targets

complete in a week?
Anticipate obstacles

goal this week?

Brainstorm strategies
around obstacles

do to get around it?

Agree on accountability

plan for this goal?

Follow-up

How would your life be different if you From what I just heard you say, I gather
were exercising on a regular basis?
What do you treasure most in life
and how would being fit contribute

What are you currently doing for

What physical activity have you enjoyed
in the past? How were you feeling
when you were engaging in an
exercise routine? What benefits do
you personally get from exercise?

When you have met a difficult challenge
in the past, what helped you

How would you like to start? What
would be your choice of physical
activity? How many minutes do
you think you could successfully

What might get in your way of
achieving your physical activity

If you do run up against an obstacle
to meeting your goal, what could you

How would you like to be accountable

How did things go with your goal?

that being with your grandchildren is
important to you, and I heard you say
that you would have more energy to play
with them if you were more physically fit.

It sounds like you are getting out for a
walk every once in a while, and you enjoy
that and would like to do more.

From what I understand, you used to enjoy
regular walks with your wife in the past.

It sounds like you used your creativity and
perseverance to help you quit smoking in
the past. Congratulations!

Repeat the specific goal that your
patient creates.

You seem to be aware that the television is
an obstacle to getting off the couch.

I heard you say that you could unplug your
TV and keep it unplugged until you have
taken your morning walk.

Am I correct in saying that you would like to
create a chart of your physical activity and
share it with me at your next appointment?

It sounds like you had some success with
this aspect of your goal and this other
part proved to be a more of a challenge.

Sample open-ended questions and reflective comments for a sedentary patient are provided.

to the Coach Approach (Table 3). It reviews some
key aspects of taking the coach approach and pro-
vides concrete suggestions on how to get started. If
a physician does nothing more than focus on asking
open-ended questions and concentrate on delivering
reflections that demonstrate empathy, he or she will
be one step closer to empowering behavior change
in a coach-like manner.

Collaborating With a Professional
Health Coach

Coaching can be readily introduced into a
physiatrist’s practice even if the clinicians them-
selves do not do the coaching. Physiatrists can
collaborate with a well-trained professional health
or wellness coach who can spend the time work-
ing with the patient one-on-one on a regular basis
to help guide the patient in their journey to-
ward behavior change. In addition to robust coach
training on how to deliver a change-promoting re-
lationship, health and wellness coaches also have

diverse credentials in health and wellness, includ-
ing nurses, exercise physiologists, physical therapists,
dietitians, mental health professionals, and occupa-
tional therapists.

Ask coaches about their training, certification,
number of years of coaching, and their health and
wellness experience. To ensure that your goals are
aligned, ask the coach about the approach and
techniques that they use. Ask them to share the
results of their database of outcomes and their ex-
perience dealing with the kind of patient problems
the clinician typically refers. Another idea is to ask
the coach to give the physician a sample coaching
session. This way, the physician gets to experience
the coach approach first hand.

CONCLUSIONS

Adopting healthy behaviors is critical for
patients with stroke, coronary artery disease, hyper-
tension, diabetes, metabolic syndrome, and those
who are overweight or obese. Health and wellness
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coaches have effectively used the coach approach to
help patients get motivated to start and sustain
exercise programs, to make healthy dietary choices,
to better manage stress, to stop smoking, and to
lose weight. Physiatrists treat patients who could
benefit from these behavior changes. In addition,
physiatry has been identified as a specialty well
suited to help patients maintain health, wellness,
and fitness.>! To accomplish this goal, physiatrists
need to become knowledgeable and confident in
counseling patients about physical activity, healthy
eating, stress management, and other behavior
changes. The coach approach will help physiatrists
to become catalysts in promoting healthy lifestyles
for their patients. When necessary, physiatrists can
partner with well-trained professional health and
wellness coaches to help their patients tackle un-
healthy habits and make lasting behavior change.
There are a number of different paths leading to a
healthy lifestyle, and the key is to get your patients
started on their personal journeys to optimal health,
working with their current state of health and level
of function.
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