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Delivery of Health Coaching by Medical Assistants
in Primary Care
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Maya Faison, BA, Nithin Peddireddy, BS, Matthew Paletta, MD, and Amy Locke, MD

Background: Health coaching is potentially a practical method to assist patients in achieving and main-
taining healthy lifestyles. In health coaching, the coach partners with the patient, helping patients dis-
cover their own strengths, challenges, and solutions.

Methods: Two medical assistants were provided with brief training. The 12-week program consisted
of telephone coaching with in-person visits at the beginning and end of the program. Coaching targeted
improvements in diet, physical activity, and/or sleep habits using a self-care planning form.

Results: A total of 82 subjects enrolled in the program, 72% completed 8 weeks and 49% completed
12 weeks. Subjects who completed assessments at 12 weeks had significant weight loss despite the fact
that weight loss was not a study goal. There also were improvements in diet and physical activity. Sub-
ject who completed the study were highly satisfied with the program and felt that health coaching should
be available in all family medicine clinics. The main barrier providers voiced was remembering to refer
patients. The medical providers indicated high satisfaction with the study and valued having coaching
available for their patients.

Conclusions: Medical assistants can be trained to assist patients with lifestyle changes that are asso-
ciated with improved health and weight control. (J Am Board Fam Med 2017;30:362–370.)
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It has been estimated that a major portion of all
chronic diseases could be prevented by diet, phys-
ical activity, and weight control.1 The Diabetes
Prevention Program and Outcome Study is a hall-
mark example of the effectiveness of lifestyle
change for prevention. The weight loss program
was delivered by lifestyle coaches who were mainly

dietitians, and new cases of diabetes were reduced
by 58% among high-risk patients over 3 years.2,3

Lifestyle counseling also improves cholesterol lev-
els, blood pressure, and body weight in persons at
risk for cardiovascular diseases.4 The US Preven-
tive Services Task Force identified lifestyle coun-
seling as a grade B recommendation for all obese
individuals.5

Despite recommendations, effecting changes in
lifestyle in a clinical setting with minimal resources
is challenging. Encouraging healthy lifestyle
changes takes on increasing importance as primary
care moves toward a sharper focus on population
health and disease prevention. Health coaching
holds promise for use in primary care, empower-
ing patients to discover their own path to behav-
ior change by providing education, support, and
a sense of self-efficacy rather than specific ad-
vice.6 Health coaching has led to positive patient
outcomes in several studies, including weight
loss, diabetes control, decreased blood pressure,
and improved health behavior.7–12 Health coach-
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ing has the potential to decrease the amount of
time patients spend with a physician, decrease
physician follow-up, and increase satisfaction
among both patients and providers as a result of
the delivery of more personalized care. As an
example, one study reported increased patient
trust in their physician when health coaching was
provided.13

Health coaching differs from counseling in sev-
eral ways. Instead of providing education and ad-
vice in a proscriptive manner, health coaching fo-
cuses on internal motivation and encouraging goal
setting that is defined by the individual. The prem-
ise of this study was that information is readily
available and community resources are in place to
support healthy lifestyle strategies. The coach was
simply the catalyst to elicit goal setting and to
formulate a plan for implementation of steps to
reach goals.14,15

This health coaching program targeted nutri-
tion, physical activity, and sleep. Appropriate sleep
patterns are increasingly recognized to play a role
in chronic diseases and obesity.16 This health
coaching was specifically designed to avoid a focus
on weight loss because of the persistent problem of
weight regain following loss.17 Beneficial behavior
changes also may not result in immediate weight
loss, which could be discouraging. Thus, we chose
to focus on behaviors that underlie health. In this
way, a change in the behavior, no matter how small,
is celebrated and experienced as a success, rather
than the weight loss that may eventually follow if
the behavior is sustained.

Physicians could be trained to serve as health
coaches; however, studies have shown that pri-
mary care physicians have inadequate time dur-
ing visits to sufficiently address prevention and
management of chronic illness.18,19 Physicians
also tend to be proscriptive when providing ad-
vice. A number of other medical professionals are
available to fill this role. We used medical assis-
tants (MAs). MAs are present in virtually every
practice and are already involved in provid-
ing much of the patient follow-up care in the
clinic.

Few studies have used MAs for health coaching.
In the case of diabetes care, which addresses pre-
scribed self-care goals, evidence exists of improve-
ment in self-care using health coaching with a
MA.20 Among people with uncontrolled diabetes,
hypertension, or hyperlipidemia, in-clinic health

coaching by MAs over one year improved biomark-
ers of health risks.9 We explored the feasibility of
training MAs to address health coaching for im-
proved nutrition, physical activity, and sleep among
the general clinic population.

Methods
Study Subjects
The study was approved by the University of Mich-
igan Internal Review Board (HUM00087322) and reg-
istered at ClinicalTrials.gov (identifier NCT02201069).
Eligible patients were aged �21 years, had access to a
telephone, and had a referral for health coaching (sleep,
diet, or physical activity). Patients who were pregnant or
trying to become pregnant were excluded.

Recruitment
Recruitment occurred from September 3, 2014,
through April 15, 2016, at a large, academic prac-
tice with 21 providers; each morning and each
afternoon clinic are staffed with 8 providers. Sup-
port staff (as full-time equivalents) included 5
nurses and 19 MAs. Patients who could benefit
from health coaching for improvement in sleep
habits, diet, or physical activity were identified by
clinical staff. Patients who saw the study flyer in the
clinic could self-refer. Patients were contacted by
the health coach in the clinic after their health care
appointment or by phone to receive more informa-
tion about the study. Interested and eligible pa-
tients provided written, informed consent to par-
ticipate.

Health Coaching
The Patient-Centered Medical Homes Initiative
paid for 2 days/week of MA effort needed for con-
ducting this research, study, and our institution
required a bachelor’s degree for the role of health
educator. Therefore, both MAs had a bachelor’s
degree from a community college, making them
better qualified than most MAs, who have only 180
hours of classroom and clinical training. The first
MA left the study after a year because of maternity
leave, and the second MA transitioned into the
study with initial overlap in conducting the coach-
ing. Both MAs were trained by taking the commer-
cial Wellcoaches™ training program that focuses
on motivational interviewing. The MAs also were
provided with 1 hour of training by a motivational
psychologist on methods to foster autonomous goal
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setting and create implementation intentions, em-
phasizing the value of sustainable behavior
change.21 Coaches were provided with a resource
manual containing summaries of and web links to
accepted diet, physical activity, and sleep recom-
mendations from the US Department of Agricul-
ture and the National Institutes of Health.

Patients self-selected target behaviors for health
coaching: sleep, diet, and/or physical activity.
Coaches focused on eliciting behavior change goals
from subjects rather than on providing advice.
Contact appointments were designed to be weekly
for 4 weeks and biweekly for the subsequent 8
weeks, but subjects could request more frequent
contact.

At the baseline session, the coaches asked clients
to identify how they could benefit from prioritizing
their own self-care among other life demands and
to identify the immediate benefits of engaging in
self-care behaviors such as physical activity (eg,
increased energy).22 A planning and evaluation tool
was developed to help patients learn how to navi-
gate and overcome challenges to their desired self-
care behavior (Figure 1). This form was provided to

each subject and reviewed during the coaching con-
tacts.

Assessments
All anthropometric measurements were taken by a
MA. Blood pressure was measured manually.
Weight was measured using a digital scale. Height
was measured with a wall-mounted stadiometer.
Waist circumference was measured over the belly
button with a tape measure.

The study questionnaire included diet questions
from the Behavioral Risk Factor Surveillance Sys-
tem Questionnaire.23 Participants were asked about
intakes of juice, fruit, and vegetables in half-cup
serving sizes and about beverages in 12-oz serving
sizes. We measured physical activity using a previ-
ously validated, modified version of the Godin Lei-
sure Time Questionnaire to assess minutes of each
type of physical activity.24,25

The fatigue scale (8-item Neuor-QOL Item
Bank 1.0 Fatigue Short Form) was from the Pa-
tient-Reported Outcomes Measurement Informa-
tion System Health Organization.26 Sleep quality
used 5 items from the Patient-Reported Outcomes

Figure 1. Self-care weekly planning worksheet developed for use in health coaching. This form was used by
patients to formulate their own plans for better diet, physical activity, and/or sleep.

Self-Care Planning and Evalua�on Tool
1. PLANNING: Using the chart, write down your specific ac�on and “if-then” plans for the 

upcoming week. (Don’t fill out the last two columns when planning – these are for later, 
when you are evalua�ng your plan at the end of each day.)

2. EVALUATION: Fill out the last two columns to evaluate your plans. Include what you might 
do differently to nego�ate your self-care plan to fit within your daily life.

Day My ac�on 
plan:

What are likely 
challenges to my 

ac�on plan?

What “if-then” 
plan can I use to 
nego�ate these 

challenges? 

Did my 
plan work?

What would I do 
differently if I 
could redo the 

same day?
Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Sunday
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Measurement Information System Sleep Distur-
bance Item Bank version 1.0 (“I was alert when I
woke up,” “I had to force myself to get up in the
morning,” “I had trouble stopping my thoughts at
bedtime,” “I was sleepy during the daytime,” and “I
had trouble falling asleep at bedtime”), and 1 ad-
ditional item (“I wake up in the middle of the
night and have trouble falling back asleep”) that
is commonly used to assess sleep. This resulted in
6 items total scored on a scale of 1 to 5. Depres-
sion was screened using the 4-item Patient
Health Questionnaire,27 and stress was assessed
using the 10-item Perceived Stress Scale devel-
oped by Cohen et al.28

Self-confidence for carrying out desired health
behaviors was assessed using 2 items that were
answered on a 5-point scale, from strongly disagree
to strongly agree. The behaviors assessed were (1)
physical activity (“I can be physically active on a
regular basis,” “I can deal with everyday challenges
that might get in the way of my physical activity
plans”); (2) diet (“I can eat fruit and/or vegetables at
every meal,” “I can avoid foods like sweets, pop,
fries, and chips”); and (3) sleep (“I can get the sleep
that I need to feel good,” “I can go to bed at a time
that allows me to sleep enough”).

Brief qualitative questionnaires were devised to
assess the views of the patients, MA coaches, phy-
sicians, and support staff in order to evaluate the
program. These questionnaires included questions
that were answered on a 5-point scale. In addition,
open-ended questions were asked in order to cap-
ture additional comments.

Statistical Analyses
All data were analyzed using SPSS software version
22 (IBM, Chicago, IL). Differences in the charac-
teristics of subjects who did or did not complete the
study were analyzed using the 2-sample t test for
continuous variables and the Pearson �2 test for
categorical variables. For changes over the 12
weeks of the study, the paired t test was used. P
values �.05 were considered statistically signifi-
cant.

Results
Enrollment and Retention
A total of 82 subjects enrolled in the study (Table
1). Retention over 8 weeks was 72%, and retention
for 12 weeks of coaching was 49%. Most of the

coaching contacts were by phone, but some were
completed in person if the subject was returning to
the office for medical care. The number of contacts
per subject among those who completed 12 weeks
of coaching was an average of 7.8 contacts, which
was close to the planned 8 contacts.

Of the 82 subjects enrolled, 2 subjects did not
complete any of the baseline questionnaires. For
this reason, the baseline data presented are based
on 80 subjects for all variables, with the exception
of sex and race, which were collected for all 82
subjects for institutional review board reporting
purposes. Most of the subjects were middle-aged
women, well educated, white, and obese (Table 2).

During the 12-week study, 41 participants with-
drew. When comparing participants who withdrew
from the study with those who completed the
study, participants who completed the study were
significantly more likely to be male (P � .027) and
married or in a committed relationship (P � .003)
(Table 2). Differences in confidence to carry out
the targeted behaviors (physical activity, diet, or
sleep), stress, fatigue, and depression were not sig-
nificantly different by study completion status (data
not shown).

Coaching Implementation
The initial coaching session typically lasted 1 hour
(mean, 54 minutes; standard deviation, 17 minutes).

Table 1. Accrual, Retention, and Number of Coaching
Contacts in the My Health Coach Study*

Study Data No.

Referred patients 167
Subjects enrolled 82
Coaching goals selected

Physical activity only 9
Diet only 12
Physical activity and diet 61
Sleep, physical activity, and/or diet† 24

Subjects who completed 8 weeks 59
Subjects who completed 12 weeks 40
Attempted calls 719
Completed calls 500
Contacts in person‡ 39

*Study enrollment occurred September 3, 2014, through April
15, 2016, in a large, multiprovider family medicine practice.
†Sleep alone was not selected by any study participant.
‡Study contacts were mainly by telephone appointment, but if a
subject was in the office while in the study, the coaching contact
was completed in person.
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Follow-up coaching sessions averaged 14 minutes
each (standard deviation, 6 minutes). Compliance
with the telephone coaching appointments was rea-
sonably good, and 70% of attempted calls were
completed with study subjects. The MA health
coaches had set aside time for these coaching calls.

As the study progressed, the clinic physicians
indicated that they wanted more information re-
garding health coaching of their patients so that
they could follow up appropriately. This was re-
solved by using the medical record to notify phy-
sicians when their patients were enrolled in the
study. In addition, the health coaching notes were
incorporated into the electronic medical record.

Coaching Goals
Study subjects were asked to select �1 coaching
goal at study enrollment: improving diet, improv-
ing physical activity, or improving sleep. Most sub-
jects (65 of 82) selected coaching for �2 goals, and
none chose to focus on sleep alone (Table 1).

Coaching for improving both diet and physical
activity was the most popular choice (61 of 82
subjects; 74%). Subjects had the option of changing
their coaching goals while in the study, but this had
little effect on the nature of the goals selected. Of
the 80 subjects with at least one coaching call, 65 of
80 (81%) selected coaching for both diet and phys-
ical activity.

The baseline questionnaire asked about moti-
vation to join the study. Weight loss was not the
stated focus of the coaching program, but 45% of
participants cited weight loss as a reason for
enrolling in health coaching. Other reasons in-
cluded wanting to work on sleep (11%), exercise
(31%), diet quality (38%), increasing motivation
for behavior change (15%), and general health
(21%).

Subject Outcomes
Of the 40 subjects who completed 12 weeks of
coaching, 33 completed a clinic visit at that time for

Table 2. Characteristics of Subjects Who Did or Did Not Complete 12 Weeks of Health Coaching

Baseline Characteristics
Subjects Who Completed

the Study (n � 39)
Subjects Who Withdrew

(n � 41) P Value*

Age, years 53 (11) 51 (10) .484
Female sex† 30 39 .027
Body mass index (kg/m2) 34.5 (7.0) 35.1 (7.6) .705
Caucasian race† 28 27 .091
Married/in a committed

relationship
33 22 .003

College graduate 32 33 .543
Physical activity (min/wk)‡ 324 (291) 303 (388) .787
Moderate or strenuous physical

activity (min/wk)‡
107 (123) 158 (345) .391

Fruit, vegetable, and bean
intake (servings/day)§

4.7 (4.0) 3.7 (2.4) .129

Pop and sugary beverage intake
(servings/day)§

0.30 (0.48) 0.39 (1.00) .568

Sleep score� 16.8 (3.6) 16.9 (4.2) .902

Data shown are mean (standard deviation) or number of subjects.
*Two-sample t tests were used to compare the characteristics of subjects who did or did not complete the study. The Pearson �2 test
was used to calculate the exact 2-sided p-value for categorical variables.
†Two subjects—one who completed the study and one who did not—did not fill out an Health Status Questionnaire (HSQ) at
baseline, and demographic data are not available for these individuals, except for sex and race, which were collected outside of
questionnaires, as required for institutional review board reporting. For sex and race, the data shown are therefore for 40 subjects who
completed the study and 42 subjects who withdrew. Only 4 smokers were in the study, and none of them completed it.
‡Physical activity was from the previously validated, modified version of the Godin Leisure Time Questionnaire, which was used to
assess minutes of each type of physical activity.24,25

§Diet was assessed using questions from the 2013 Behavioral Risk Factor Surveillance System Questionnaire.23 Intakes of juice, fruit,
beans, dark green vegetables, orange vegetables, and other vegetables (1⁄2-cup serving sizes) were asked about. Regular and diet soda,
and sugar-sweetened beverages (12-oz serving sizes) were asked about.
�Sleep was assessed using 5 items from the PROMIS Sleep Disturbance Item Bank version 1.0, and 1 additional item as described in
the Methods. This resulted in 6 items total scored on a scale of 1 to 526.

366 JABFM May–June 2017 Vol. 30 No. 3 http://www.jabfm.org

 on 20 M
arch 2024 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 M

ed: first published as 10.3122/jabfm
.2017.03.160321 on 8 M

ay 2017. D
ow

nloaded from
 

http://www.jabfm.org/


study assessments. Changes before and after coach-
ing were evaluated using the paired t test (Table 3).
Body mass index decreased significantly (P � .014),
as did weight circumference (P � .001), among the
33 subjects with anthropometric measures com-
pleted at both time points. No significant change
occurred in systolic blood pressure, but diastolic
blood pressure decreased significantly (P � .031).
Sleep quality score (P � .016) also improved, with
a trend toward decreased fatigue (P � .096).

Total physical activity increased significantly by
136 minutes/week, and there was a trend toward an
increase in moderate and vigorous activity to 84
minutes/week. Confidence to achieve improved
physical activity, but not diet, improved signifi-
cantly (Table 3). Changes in diet were small. Mean
intake of sugary beverages at baseline was low, and
this decreased by about half after 12 weeks. Intakes
of fruits, vegetables, and beans, however, were not
significantly increased for total intake (shown in
Table 3), nor for individual items (data not shown).
The largest increase was in the consumption of
dark green vegetables, which increased from 1.05
to 1.41 servings/day (P � .09). The outcomes in
subgroups defined by whether diet or physical ac-

tivity was a health coaching goal (data not shown)
were similar to that of the total study group, likely
because the majority of subjects chose to work on
both diet and physical activity goals.

Study Evaluations by Clinic Staff and Study Subjects
Questionnaires were completed by 11 physicians
and physician extenders (Table 4). The majority
indicated that recruiting patients for the study was
easy, that it did not impede patient flow, and that
they liked having health coaching available. Many
providers (45%) indicated that remembering to re-
fer to the study was difficult. Only a minority
thought that health coaching should be done by
staff other than MAs.

The 9 MAs who completed study evaluation
questionnaires also showed an overall positive im-
pression of having health coaching in the clinic and
felt that it did not impede patient flow (Table 5).
Half thought that patients received useful informa-
tion from health coaching. The majority of MAs
felt that other staff would be more appropriate as
health coaches, and only one third of MAs indi-
cated that they would enjoy being health a coach.

Table 3. Study Measures for Subjects Who Completed 12 Weeks of Health Coaching

Assessment Baseline 12 Weeks P Value*

Body mass index (kg/m2) 34.1 (7.0) 33.4 (7.0) .014
Waist circumference (cm) 104 (16) 100 (16) �.001
Systolic blood pressure (mm) 116 (10) 115 (9) .385
Diastolic blood pressure (mm) 70 (8) 66 (8) .031
Fruits, vegetables, and beans (1⁄2-cup servings/day) 5.1 (3.8) 5.8 (3.9) .291
Sugary beverages (12-oz servings/day) 0.35 (0.51) 0.17 (0.31) .039
Total physical activity (min/week) 340 (292) 476 (388) .007
Moderate or strenuous physical activity (min/week) 123 (124) 207 (263) .061
Sleep score 17.2 (3.5) 15.9 (3.9) .016
Stress score† 18.3 (7.6) 16.8 (8.3) .229
Fatigue score‡ 22.7 (7.8) 20.9 (7.8) .096
Confidence to carry out physical activity§ 6.8 (1.6) 7.7 (1.7) .002
Confidence for improving diet§ 7.3 (1.4) 7.2 (2.0) .756

Data are mean (standard deviation) for 33 subjects who completed measures at both baseline and 12 weeks. The data include all
subjects, regardless of coaching goal. Of the 33 subjects with completed 12-week data, 32 subjects received coaching that included a
physical activity goal, 26 subjects with a diet goal, and 7 subjects with a better sleep goal.
*P values for differences over time are from paired t tests for subjects who completed 12 weeks of health coaching. A total of 33 subjects
had paired anthropometric measures, and 32 subjects had paired questionnaire data. Physical activity, diet, and sleep were assessed
using the methods described in Table 2.
†Stress was assessed using the 10-item Perceived Stress Scale developed by Cohen et al.28

‡Fatigue was assessed using the Neuor-QOL Item Bank 1.0 Fatigue Short Form (8 items) from the Patient-Reported Outcomes
Measurement Information System (PROMIS) health organization.26

§Confidence for carrying out the indicated health behaviors was assessed using a study-specific questionnaire of 2 items that were
answered on a 5-point scale (see the Methods).
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Study evaluations were completed by 34 of 40
subjects who completed 12 weeks of the study. The
results were overwhelmingly positive, as shown in
Table 6. Subjects indicated that they liked the changes in their life, made more changes than they

could have on their own, and that they intend to
maintain the behaviors. Of the free-text comments,
18 subjects wanted an enhanced program with a
greater frequency of contacts, more written infor-
mation, and/or more guidance on goal setting. All
but one of the subjects either strongly agreed or
mostly agreed that health coaching should be part
of every family medicine clinic.

Discussion
This pilot study evaluated whether MAs with brief
formal training could conduct a health coaching
program aimed at improved nutrition, physical ac-
tivity, and sleep for patients in a primary care prac-
tice. The coaching method focused on eliciting
goal setting and creating implementation inten-
tions using a form developed for this study (Figure
1). In this way, subjects identified for themselves
how to accomplish their own goals. Although the
study was small and did not focus on weight loss,

Table 4. Study Evaluation by Health Care Providers at
the Practice (n � 11) after the My Health Coach Study
Was Completed

Question
Providers Who Agree
or Mostly Agree (n)*

Recruiting for the study was easy. 9
The study impeded patient flow. 1
It took too much time to explain the

study to patients.†
0

It was hard to remember to mention
the study to patients.

5

Patients thought it was helpful to
have the study available.

8

I would feel comfortable supervising
an MA health coach.

7

Health coaching should be done by
other staff, not MAs.

2

I liked having health coaching
available for our patients who
need it.‡

10

*The survey questions were answered on a 5-point Likert-type
scale, with responses of do not agree, mostly disagree, neutral,
mostly agree, or agree.
†One provider left this item blank; the rest were either neutral
(n � 4) or disagreed/mostly disagreed.
‡One provider was neutral about this item; the rest agreed or
mostly agreed.
MA, medical assistant.

Table 5. Study Evaluation by Medical Assistants Other
Than Those Acting as Health Coaches (n � 9) after the
My Health Coach Study Was Completed

Question
MAs Who Agree or
Mostly Agree (n)*

I would enjoy being a health coach. 3
MAs should be health coaches. 2
Recruiting for health coaching interfered

with patient flow in our practice.
0

Patients thought it was helpful to have
health coaching.

5

Patients gave good comments about the
study.

5

Health coaching should be done by staff
other than MAs.

6

It was a good thing to have health
coaching available.

6

*The survey questions were answered using a 5-point Likert-
type scale, with responses of do not agree, mostly disagree,
neutral, mostly agree, or agree. MA, medical assistant.

Table 6. Study Evaluation by 34 Subjects Who
Completed 12 Weeks of Health Coaching

Question
Subjects Who Agree or

Mostly Agree (n)*

I like the changes in my life from
having a health coach.

31

I made more changes with the
health coach versus what I
could have done on my own.

29

Health coaching was a bother. 1
Health coaching took too much

time.
0

I wanted more time with the
health coach.

12

I liked the regular contacts with
the health coach.

32

I used self-monitoring of diet. 27
I used self-monitoring of physical

activity.
29

I intend to keep doing what the
coach helped me change.

32

I would recommend health
coaching to my friends and
family.

31

I think health coaching should be
part of every family medicine
doctor’s office.

31

I intend to continue with health
coaching.

21

*The survey questions were answered using a 5-point Likert-
type scale, with responses of do not agree, mostly disagree,
neutral, mostly agree, or agree.
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significant changes in body mass index and several
other study measures were noted (Table 3). Signif-
icant improvements also occurred in physical activ-
ity, intake of sugary beverages, and sleep quality.

This was a pilot study, and assessments were not
done before 12 weeks. In clinical practice, the du-
ration of health coaching may be flexible, ranging
from a one-time consultation to long-term follow-
up, especially given that different patients may have
different needs. This study did have better subject
retention over 8 versus 12 weeks (Table 1), indi-
cating that a brief coaching intervention might be
more realistic within an office setting. For effecting
larger lifestyle changes, more intensive programs
are more effective.29 Given the limitations of what
can be offered through primary care, we addressed
this by providing referrals to community and med-
ical resources, but few subjects were interested in
programs that required payment.

Subjects who undertook health coaching were
highly satisfied with the program (Table 6), but
uptake and retention into the health coaching
program from this large practice was modest
(Table 1). This might have been improved if
methods to refer to health coaching were stream-
lined and more integrated into clinic visits. Pro-
viders did indicate that remembering to refer
patients was a barrier (Table 4). Despite this,
most providers indicated that it was beneficial to
have health coaching available.

This study was accomplished by 2 MAs with
degrees from community colleges and who were
provided with minimal training in health coaching.
Other MAs at this practice who filled out surveys
were not interested in acting as health coaches
(Table 5). This could stem from a lack of a relevant
educational foundation and/or a lack of interest or
skills in entering a coaching relationship with pa-
tients. The MAs conducting this study both had
some prior training in nutrition. Conceivably, this
type of health coaching could be conducted by any
other clinical staff, such as social workers or nurses,
who have the interpersonal skills to work with pa-
tients one-on-one—and an interest in doing so. In
addition, instead of having designated times for
health coaching, better integration with clinic du-
ties might be viewed more favorably.

Conclusions
Health coaching could prove to be a cost-effective
method for improving the health of patient popu-

lations, and it could reduce physician time spent
counseling patients. The results indicate that both
providers and patients were highly satisfied with
having health coaching available in the practice.
Although not all patients are interested in health
coaching, for the subset of patients who are inter-
ested, this could be one method to start addressing
the overall health of the practice population.

The authors thank all the individuals who volunteered for the
health coaching study and all the clinic staff for facilitating
the study. Heather Moore and Jessica McKenna conducted the
health coaching and collected study data. Alicia Michelson cre-
ated the coaching resource manual. The authors thank Mack
Ruffin for helpful discussions in setting up the study, Michael
Fetters for discussion of qualitative surveys, and both Jessyca
Judge and Riley Engstrom for assisting with the physical activity
data analysis.
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