the Robert Wood Johnson Foundation, or the Founda-
tion for Informed Medical Decision Making.

DR REFERENCES

1. Norris SL, Engelgau MM, Narayan KM. Effectiveness of self-management train-
ing in type 2 diabetes: a systematic review of randomized controlled trials. Dia-
betes Care. 2001;24(3):561-587.

2. Eakin E, Reeves M, Lawler S, et al. Telephone counseling for physical activity
and diet in primary care patients. Am J Prev Med. 2009;36(2):142-149.

3. Eakin EG, Glasgow RE, Riley KM. Review of primary care-based physical activity
intervention studies: effectiveness and implications for practice and future research.
J Fam Pract. 2000;49(2):158-168.

4. Goldstein MG, Whitlock EP, DePue J; Planning Committee of the Addressing Mul-
tiple Behavioral Risk Factors in Primary Care Project. Multiple behavioral risk fac-
tor interventions in primary care: summary of research evidence. Am J Prev Med.
2004;27(2)(Suppl):61-79.

5. Boyle JP, Honeycutt AA, Narayan KM, et al. Projection of diabetes burden through
2050: impact of changing demography and disease prevalence in the U.S. Dia-
betes Care. 2001;24(11):1936-1940.

6. Shaw JE, Sicree RA, Zimmet PZ. Global estimates of the prevalence of diabetes
for 2010 and 2030. Diabetes Res Clin Pract. 2010;87(1):4-14.

7. ArizaMA, Vimalananda VG, Rosenzweig JL. The economic consequences of dia-
betes and cardiovascular disease in the United States. Rev Endocr Metab Disord.
2010;11(1):1-10.

8. Bott DM, Kapp MC, Johnson LB, Magno LM. Disease management for chroni-
cally ill beneficiaries in traditional Medicare. Health Aff (Millwood). 2009;28
(1):86-98.

9. Piette JD, Weinberger M, Kraemer FB, McPhee SJ. Impact of automated calls
with nurse follow-up on diabetes treatment outcomes in a Department of Vet-

ONLINE FIRST

INVITED COMMENTARY

erans Affairs Health Care System: a randomized controlled trial. Diabetes Care.
2001;24(2):202-208.

10. Sacco WP, Malone JI, Morrison AD, Friedman A, Wells K. Effect of a brief, regu-
lar telephone intervention by paraprofessionals for type 2 diabetes. J Behav Med.
2009;32(4):349-359.

11. Wolever RQ, Dreusicke M, Fikkan J, et al. Integrative health coaching for pa-
tients with type 2 diabetes: a randomized clinical trial. Diabetes Educ. 2010;
36(4):629-639.

12. Young RJ, Taylor J, Friede T, et al. Pro-active call center treatment support
(PACCTS) to improve glucose control in type 2 diabetes: a randomized con-
trolled trial. Diabetes Care. 2005;28(2):278-282.

13. Egede LE, Strom JL, Durkalski VL, Mauldin PD, Moran WP. Rationale and de-
sign: telephone-delivered behavioral skills interventions for blacks with type 2
diabetes. Trials. March 29 2010;11:35.

14. Rosal MC, White MJ, Borg A, et al. Translational research at community health
centers: challenges and successes in recruiting and retaining low-income La-
tino patients with type 2 diabetes into a randomized clinical trial. Diabetes Educ.
2010;36(5):733-749.

15. Elwyn G, Frosch D, Rollnick S. Dual equipoise shared decision making: defini-
tions for decision and behaviour support interventions. /mplement Sci. Novem-
ber 18 2009;4:75.

16. Fitzgerald JT, Funnell MM, Hess GE, et al. The reliability and validity of a brief
diabetes knowledge test. Diabetes Care. 1998;21(5):706-710.

17. Toobert DJ, Hampson SE, Glasgow RE. The summary of diabetes self-care ac-
tivities measure: results from 7 studies and a revised scale. Diabetes Care. 2000;
23(7):943-950.

18. Pocock SJ, Assmann SE, Enos LE, Kasten LE. Subgroup analysis, covariate ad-
justment and baseline comparisons in clinical trial reporting: current practice and
problems. Stat Med. 2002;21(19):2917-2930.

19. Larson NI, Story MT, Nelson MC. Neighborhood environments: disparities in ac-
cess to healthy foods in the US. Am J Prev Med. 2009;36(1):74-81.

What Is Health Coaching Anyway?

Standards Needed to Enable Rigorous Research

LESSONS ON TELEPHONIC
SELF-MANAGEMENT INTERVENTIONS

Behavioral change interventions delivered through the tele-
phone have accumulated solid evidence supporting their
efficacy for multiple behaviors, including physical activity
and dietary change.! It is commendable that Frosch et al?
undertook this approach in a sample of patients with lim-
ited external resources. Their most significant finding is that
a telephonic “coaching” intervention was feasible and well-
received by even the most socially and economically dis-
advantaged. While the “dose” and possibly content of the
intervention studied was not adequate to elicit a differen-
tial change compared with controls, there are several im-
portant lessons embedded in the study’s findings. Specifi-
cally, 98% of participants were reached by phone within 1
week of enrollment; 94% reviewed the provided DVD; 85%
of those randomized to telephonic coaching participated;
and 73% of those completed all 5 sessions. These statistics
indicate a desire for diabetes self-management education
and a willingness to engage in such interventions. Impor-
tantly, these results directly challenge the perception that
individuals of lower socioeconomic status may be less mo-
tivated to learn self-care strategies.>*

Beyond dose and content, lack of benefit may lie in
the training, experience, and competency of the inter-

vention providers. Intervention specifics and provider
training and experience are absolutely critical to the
design and interpretation of this and related behavioral
intervention studies. While Frosch et al state that the
telephonic coaching was provided by a nurse educator
who was “trained in patient-centered approaches” and
“motivational enhancement,”??*? it is unclear what this
means.

LACK OF STANDARDS AND EVIDENCE BASE
FOR HEALTH AND WELLNESS COACHES

Currently, there is no consensus on the definition of health
coaching, what it entails; what the training, credential-
ing, and licensure standards should be; and what evalu-
ations should be established to insure some level of com-
petency among those trained as health coaches. In the
absence of such standards, comparing one health coach-
ing study to another is of limited value.

This lack of clarity represents a growing conundrum in
the medical literature regarding health coaching. While in-
terventions are increasingly described as health coaching,
the actual practices and required training for such coach-
ing vary widely. A continuum of practices has emerged with
anenormous range in quality of care, theoretical frameworks
(ifany),and supporting evidence. At the minimalist end of

ARCH INTERN MED

PUBLISHED ONLINE OCTOBER 10, 2011

E7

WWW.ARCHINTERNMED.COM

Downloaded from www.archinternmed.com at Duke University, on October 11, 2011
©2011 American Medical Association. All rights reserved.


http://www.archinternmed.com

the continuum are technology applications, described as
coaching but involving little or no human contact (eg, digi-
tal interventions with automated messages, self-paced on-
line programs, and others), and call center disease manage-
ment programs that often consist of brief, directive telephone
visits (ie, “you should do so and s0”) with no basis in the
science behind human motivation and capacity for behav-
ioral change. At the intensive end of the continuum are treat-
ment sessions with experienced, well-trained health coaches
who operate within a fairly well-established theoretical frame-
work to implement stepwise processes designed to shift mind-
setand change behavior in a sustainable way. They typically
implement individualized, patient-centered strategies based
on empathic listening, affirmation, self-awareness, client-
chosen goals, and evidence-based practices to develop in-
trinsic motivation, self-efficacy, and resilience.

Owing to the inconsistent and ill-defined roles of
coaches, health coaching lacks a rigorous evidence base.
In an extensive review of 14 literature databases, only 72
articles reported both a form of coaching and a health-
related outcome.” Of those, only 34 were randomized con-
trolled trials; 12 of those did not define the coaching tech-
niques used; and 20 described approaches more similar
to education than to professional health coaching. The
dearth of well-designed, methodologically rigorous trials
describing the coaching approaches evaluated leave the
field vulnerable to misinterpretation.

THEORETICAL FOUNDATION
OF HEALTH COACHING

Coaching is founded on the assumptions that humans strive
toward self-determination, have strong intrinsic re-
sources, and desire to realize positive change in a safe, con-
fidential alliance wherein they are treated with respect and
positive regard while challenged and supported to shift their
worldview. Health coaching draws on a half century of re-
search including theories of human development, social
and constructivist psychology, organizational leader-
ship, and adult learning theory. The health coaching model
typically begins with an exploration of a patient’s vision
of him or her self as “optimally healthy”; the gap between
this ideal vision and the current state; potential sources
of motivation to close this gap; and, importantly, a nego-
tiated strategy to make small but successful progress in the
direction of positive, health-promoting, and sustainable
behavioral change. In addition, motivational interview-
ing is used to resolve the patient’s ambivalence about be-
havioral change and to explore areas in which he or she
is not yet contemplating behavior change.

These foundations explain the motivational basis of
goal selection and its relationship to an individual’s core
values. Specifically, goal attainment occurs when indi-
viduals perceive their goals as being autonomous rather
than compelled by external forces: when goals are in align-
ment with core values and interests, greater goal-
directed effort is exerted.®® In this health care context,
patients are considered lifelong learners whose values and
sense of purpose facilitate their potential for change. The
health coach’s challenge is to translate and apply these
theoretical constructs on an individual basis over time.

TOWARD COACHING STANDARDS
AND BEST PRACTICES: NECESSARY
PREREQUISITES TO REPRODUCIBLE RESEARCH

In September 2010, the National Consortium for the Cre-
dentialing of Health and Wellness Coaches' first met to build
consensus around coaching in health care. More than 80
individuals and organizations in coaching, health care, and
wellness came together to develop credentialing standards
forindividuals and accreditation standards for training pro-
gramsin 2 synergistic areas (1) professional health and well-
ness coaching, and (2) integrating coaching skills into the
health professions. Organizations represented included aca-
demic medical institutions, governmental agencies, profes-
sional health care organizations, and medical industries (eg,
disease management, insurance companies, pharmaceuti-
cal companies). Although supportive telephonic interven-
tions such as those described by Frosch et al* are promis-
ing, standardization of training requirements, scope of
practice, credentialing, licensure, and competency testing
for health coaches is now imperative. Research into its
effectiveness cannot proceed without uniform health coach-
ing standards that will allow large-scale, reproducible stud-
iesin distinct health care settings. The development of arig-
orous evidence base will then allow clarification of the most
useful processes to facilitate sustainable behavior change.
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