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ONLINE FIRST

INVITED COMMENTARY

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.1 It is commendable that Frosch et al2

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.3,4

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,”2(pe2) 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-
ingvarywidely.Acontinuumofpracticeshasemergedwith
anenormousrangeinqualityofcare, theoretical frameworks
(if any), and supporting evidence. At the minimalist end of
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the continuum are technology applications, described as
coachingbut involving littleornohumancontact (eg,digi-
tal interventions with automated messages, self-paced on-
lineprograms, andothers), andcall centerdiseasemanage-
mentprogramsthatoftenconsistofbrief,directivetelephone
visits (ie, “you should do so and so”) with no basis in the
science behind human motivation and capacity for behav-
ioralchange.Attheintensiveendofthecontinuumaretreat-
mentsessionswithexperienced,well-trainedhealthcoaches
whooperatewithinafairlywell-establishedtheoreticalframe-
worktoimplementstepwiseprocessesdesignedtoshiftmind-
setandchangebehavior inasustainableway.Theytypically
implement individualized,patient-centeredstrategiesbased
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.5 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.6-9 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-
dentialingofHealthandWellnessCoaches10 firstmettobuild
consensus around coaching in health care. More than 80
individuals andorganizations incoaching,healthcare, and
wellness came together to develop credentialing standards
for individualsandaccreditationstandards for trainingpro-
gramsin2synergisticareas(1)professionalhealthandwell-
ness coaching, and (2) integrating coaching skills into the
healthprofessions.Organizationsrepresentedincludedaca-
demicmedical institutions,governmental agencies,profes-
sionalhealthcareorganizations,andmedical industries(eg,
disease management, insurance companies, pharmaceuti-
cal companies). Although supportive telephonic interven-
tions such as those described by Frosch et al2 are promis-
ing, standardization of training requirements, scope of
practice, credentialing, licensure, and competency testing
for health coaches is now imperative. Research into its
effectivenesscannotproceedwithoutuniformhealthcoach-
ingstandards thatwill allowlarge-scale, reproducible stud-
ies indistincthealthcaresettings.Thedevelopmentofa rig-
orousevidencebasewill thenallowclarificationof themost
useful processes to facilitate sustainable behavior change.
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