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PURPOSE

In our Promoting Healthy Behaviors in Primary Care 
project, we proposed to (1) develop a health coach 
model of behavior change, integrated into primary 

care practices to improve diet and increase physical activ-
ity among obese adults, and (2) evaluate the effectiveness 
of a motivational program delivered by the health coach 
to assist patients in improving their unhealthy behaviors.

METHODS
In 4 family practice sites, the nursing staff and clini-
cians were asked to identify patients who were obese 
(body mass index >30) and invite them to participate 
in a program that would offer a personalized approach 
for addressing poor diet, physical inactivity, or both. 
Potential study patients were referred to an on-site 
health coach who (1) described the project and obtained 
informed consent; (2) collected baseline demographic 
and lifestyle data; (3) gave My Healthy Habits Journal1 
to each participant; (4) provided regular follow-up to 
enrollees; (5) offered additional educational materials 
on motivation, diet, and physical activity; and (6) when 
appropriate, linked patients to community resources. The 
lay health coach provided follow-up support via face-to-
face visits, e-mail, telephone contacts, or some combina-
tion thereof on average every 2 to 4 weeks for up to 6 
months. At the close of the study, participants were asked 
to complete a follow-up questionnaire and exit interview. 

The intervention focused on patients working 
through My Healthy Habits Journal with the health coach 
to develop an individualized action plan to address 
poor diet, physical inactivity, or both. This motivational 
enhancement approach proposed by Miller and Rollnick 
and Botelho3,4 is largely based on motivational inter-
viewing (MI). MI is “a directive, client-centered counsel-
ing style for increasing intrinsic motivation by helping 
clients explore and resolve ambivalence.”5 It is based on 
5 guiding principles: expressing empathy, developing an 

awareness of the discrepancy between the patient’s pres-
ent state and his or her goal, “rolling” with the patient’s 
resistance to change, avoiding arguments, and support-
ing self-effi cacy.

The initial 4-week training program for the health 
coach consisted of review of videotapes,2 reading assign-
ments,3,4,6 a self-change project, and practice sessions 
with 2 patient participants. The trainer reviewed audio-
tapes of the practice sessions and provided feedback 
via telephone and e-mail. Once participant recruitment 
began, ongoing training through review of audiotaped 
interactions was by telephone, e-mail contact, or both 
every 1 to 2 weeks between the health coach and 
trainer. In the latter stages of the project, the transcribed 
audiotapes were rated using the Motivational Interview-
ing Treatment Integrity (MITI) scale.7 The MITI scale 
counts therapist behaviors that are important to MI, such 
as validating the patient’s feelings, asking open-ended 
questions, and listening refl ectively. It also counts behav-
iors that do not adhere to MI, such as directing or per-
suading the patient, and giving unsolicited advice. 

LESSONS LEARNED 
Use of this model of an on-site health coach trained 
in motivational techniques led to 44 (48%) of the 92 
patients initiating a behavior change in eating habits, 
physical activity, or both. Most patients preferred 
face-to-face meetings to telephone or e-mail contacts. 
Review of the audiotapes, exit interviews, and e-mail 
communications between the health coach and patients 
revealed a positive, supportive exchange. Staff at 
each practice site unanimously expressed the energiz-
ing impact of the health coach on patients and staff. 
Through involvement in the project, many offi ce staff 
became enthusiastically committed to their own per-
sonal healthy lifestyle behavior change. 

Our study suggests that health coaches require 
careful caseload management and structured guidelines 
to address setting boundaries. Boundary issues arose 
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because of the frequent occurrence of psychosocial 
issues including depressive symptoms in this population 
of obese adults. Many patients readily divulged their 
deeply personal struggle surrounding their eating hab-
its. In turn, the health coach often struggled with how 
best to address these consuming psychosocial issues. In 
the future, further attention should be given to recogni-
tion of the many psychosocial complexities that com-
pete with facilitating behavior change. In addition, fi rm 
boundaries must be set as to what the health coach can 
address and how much time is spent with patients who 
are not actively modifying their unhealthy behaviors.

Central to this project was the effective implementa-
tion of motivational techniques by the lay health coach. 
Although we did not directly examine what character-
istics are needed to be an effective health coach, the 
individual must possess strong negotiating and listening 
skills and the capacity to project a nonjudgmental, sup-
portive presence. The rate of adoption and implementa-
tion of the motivational enhancement techniques by 
the health coach depended on the particular technique 
and its diffi culty. Learning to ask open-ended questions 
was relatively easy, whereas decreasing the number of 
closed-ended questions was more diffi cult. Similarly, 
validating the patient’s feelings and providing emotional 
support were easier to master, whereas decreasing the 
use of persuasion and direct advice took longer to 
adopt. The rate of uptake of the skills necessary to be 
an effective health coach probably varies depending 
on the coach’s baseline skills and personal style. For 
the more diffi cult skills, 9 to 12 months was required 
to master their use. Unfortunately, the literature on MI 
does not provide guidance on length of time required 
to master all the skills. In teaching MI to mental health 
or addiction counselors, the use of standardized patients 
has been found to be benefi cial.8 The use of standard-
ized patients for structured practice may decrease the 
time required for learning these techniques. This project 
suggests that lay health coaches require intensive, inter-
active training and timely supportive feedback.

Implementation is 1 of the 5 key elements proposed 
by Glasgow et al9 in their RE-AIM framework for trans-
lational research. Also called treatment integrity or fi del-
ity, implementation refers to the quality and consistency 
of the intervention in a real-world setting. If an interven-
tion fails, the question arises whether the failure was due 
to an ineffective intervention or to inappropriate delivery 
of the intervention. Glasgow et al10 reported that behav-
ioral interventions may be more diffi cult to evaluate 
because of the “inherent interactivity” that characterizes 
the patient and health coach relationship.

Two other issues surrounding the training of the 
health coach had an important impact on implementa-
tion. First, audiotaping health coach–patient interactions 

was an essential part of this project. Traditionally, MI 
training occurs in workshop format. After workshop 
training, self-reported knowledge increases, but newly 
acquired skills may not be incorporated into practice 
when measured at a 2- to 4-month follow-up.8,11 Con-
tinued evaluation of the intervention through the use of 
video or audiotape is a valuable way to monitor the train-
ing process and ensure uniformity of the intervention.

Second, during the last 3 months of the project, 
the adoption of a standardized measure (MITI) to 
evaluate the health coach’s performance was a valuable 
training aid. Feedback was structured around specifi c 
health coach behaviors that needed to be increased 
or decreased. The recently described behavior change 
counseling index (BECCI)12 appears to be more aligned 
with brief interventions and could replace the MITI 
as the instrument of choice to measure the delivery of 
motivational enhancement techniques.

CONCLUSIONS
An important lesson learned from this pilot project 
was that brief motivational enhancement techniques 
provided by a lay health coach could be successfully 
implemented in the primary care setting. To ensure that 
health coaches deliver the intended behavioral interven-
tions, training must be carefully planned and monitored. 
Further research is needed to determine the optimal 
teaching strategies that will enhance the integration of 
motivational enhancement techniques into practice.

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/3/Suppl_2/S33. 
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PURPOSE

Eight community nursing centers (CNCs) belong-
ing to the Midwest Nursing Centers Consortium, 
a practice-based research network, implemented 

a community-based, multidimensional strategy to pro-
mote behavior changes among high-risk, ethnically 
diverse, low-income adults. The purposes of this study 
were (1) to promote increased physical activity levels 
and improved nutrition among CNC clients, and (2) to 
assess clinician evaluation and referral behaviors regard-
ing clients’ physical activity and nutrition. This article 
describes key lessons learned from this study.

METHODS
The study used a time-series design across the 8 CNCs. 
The study was grounded in a community-based, public 
health framework, thus encouraging community out-
reach for participant recruitment. Clients were recruited 
for a 16-week course titled Wellness for a Lifetime. The 
course materials were based on a 10-week pilot project 
recently completed by one of the CNCs. These materi-

als, developed by a multidisciplinary team using health 
behavior theory1 and culturally appropriate content, were 
provided to each CNC and outlined didactic course 
content, as well as themes used for discussion during 
the support group sessions. Didactic topics included 
food categories and nutritional content; principles of 
stretching and exercising; relationship of disease, such 
as hypertension, to diet and activity; and methods of 
stress reduction. Participants practiced safe exercises and 
used workout plans and walking routes. Support sessions 
included discussion of challenges and successes related 
to behavior changes, as well as fi eld trips to fast-food 
restaurants and grocery stores to learn how to determine 
the nutritional content of a variety of food items. 

Data were collected and analyzed from (1) chart 
audits (preintervention and postintervention) to assess 
change by advanced practice nurses (APNs) in documen-
tation of assessments and in referrals for clients’ nutrition 
and physical activity; (2) end-of-program telephone 
interviews of APNs at the 8 sites to identify barriers to 
recruitment and retention, and strengths of the program 
from the clinicians’ point of view; (3) weekly and end-of-
course participant satisfaction surveys that included self-
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