
  

Health Coaching: Research Summary 
Leigh Ann Simmons, Ph.D. and Ruth Q. Wolever, Ph.D. 

Updated July 17, 2011 
 
Introduction 

Lifestyle behaviors are the main contributor to preventable chronic disease, including 
obesity, cardiovascular disease, and diabetes.1,2 However, few patients successfully make and 
sustain behavioral changes over time, because most providers do not have the skills and time to 
help patients build competency in health maintenance activities. 3 To address this problem, over 
the last 10 years health coaching has emerged as a strategy to help patients implement 
behavioral and lifestyle actions that both enhance health and mitigate the negative effects of 
chronic disease.4  

Broadly defined, health coaching is a method of working with patients that utilizes 
thoughtful inquiry, accountability, goal clarification, goal setting, identification of obstacles, use 
of support systems, and connection to intrinsic motivation, vision, and values to improve health 
through positive behavior change. Health coaching can be used with individuals without chronic 
disease to promote optimal health, as well as with patients who have one or more chronic 
diseases to improve symptom management, slow disease progression, mitigate complications, 
and support functioning and independence. Multiple behavioral change models have been used 
in designing coaching approaches (e.g., transtheoretical model, self-perception theory, 
motivational interviewing, self-determination theory) and the field has been developed through 
various avenues, including psychology, nursing, and life coaching.  As such, the term “health 
coaching” is currently used to refer to a wide range of approaches.  
 
Research on Health Coaching  

Although there is a growing body of research designed to document the effects of health 
coaching, the existing evidence base is limited, in large part because many studies fail to clearly 
define the roles of coaches. In a recent and extensive review of 14 literature databases, only 72 
pieces reported both a form of coaching and a health-related outcome, and only 34 of these 
were randomized controlled trials (RCTs).4 Of those 34 RCTs, 12 did not define the coaching 
methodology, and 20 described approaches more similar to education than to professional 
coaching. The lack of RCTs makes it difficult to determine how much of the observed changes 
in health outcomes and behaviors are the result of the coaching interventions in the reported 
studies. Additionally, without methodological details about the coaching model/approach, it is 
difficult to evaluate and compare coaching interventions across studies or understand which 
coaching approaches are most beneficial.  

Despite the infancy of the research, several studies have demonstrated that coaching 
does improve health outcomes. The strongest findings have been in cardiovascular health, 
where coaching has been shown to improve total cholesterol, body mass index, stress, 
exercise, diet, and smoking cessation.5-8 Studies of cancer patients have demonstrated 
decreased pain severity and increased pain control.9 Studies of coaching for patients with 
diabetes and related kidney disease have shown increases in health promoting behaviors like 
physical activity and diet, as well as decreases in fasting blood glucose, hemoglobin A1C, 
hospital admission rates, and amputations.10,11 A coaching intervention also improved outcomes 
in obese patients (BMIs >30), including decreased waist circumferences and increased 
functional health status.12 
 
Integrative Health Coaching at Duke Integrative Medicine (Duke IM) 

Integrative health coaching (IHC) is a personalized, holistic approach that manifests core 
concepts of patient-centered care, including respect, information sharing, participation, and 
collaboration.13 IHC provides support and guidance to help patients create and enact a 



  

personalized health plan that addresses multiple domains of health as encapsulated by the 
Wheel of Health.  Patients utilize information they have from their health care providers in 
combination with their vision for optimal health and awareness obtained from their self-
assessment of the various domains of the Wheel of Health to drive the coaching process. A key 
facet of IHC is working with patients to relate their health goals to their values and sense of 
purpose, so that new behaviors may be sustained.14-17  Specifically, coaches help patients to: 
(1) elicit internal motivation and connect health goals to life purpose;18-20 (2) build the capacity to 
change by increasing autonomy, positivity, resilience, self-efficacy, and social and 
environmental support.20 Coaches also impart knowledge and model skills,21,22 emphasize 
patient accountability by accessing abilities for mastery and growth,19 and reinforce the 
interdependence of positive mental and physical health.20 Borrowing from other strengths-based 
approaches,20  coaches also help patients to see how their own positive behavior in combination 
with enlisting the support of their community and health care resources can bring about their 
health goals and vision.  
 
Previous Research on IHC at Duke IM 
 Duke IM has conducted five trials utilizing IHC, and results suggest this approach is 
associated with positive behavior change and improved health outcomes in cardiovascular 
disease (CVD), diabetes, stroke, and weight loss maintenance. In 2003-2004, Duke IM provided 
integrative health coaching to 229 participants in Duke Prospective Health, a Duke employee 
health program. In year 1, high-risk participants in the intensive program received nine 60-
minute group coaching sessions offered in-person or telephonically (participants’ preference) 
that focused on self-discovery and the specific health concerns of the individuals. In year 2, the 
group sessions were reduced to two 60-minute sessions, or participants could receive two 
individual sessions. Results showed that the high-risk participant group in year 1 had a decline 
in inpatient admissions by 25.4% while admissions increased 6.4% for those who did not 
participate in the DPH coaching program. In year 2 when the program offered only two coaching 
sessions; inpatient admissions declined by 14.3%, while the rate for non-participants fell by 
7.7%.23  

In a secondary cardiovascular prevention trial,24 154 primary care outpatients, age 45 or 
over, with at least one known CVD risk factor were randomized to usual care (UC) or an 
intervention with IHC. A health risk assessment was done on each patient, and a health care 
provider met with the patient twice across the 10 month intervention to review their medical risks 
and make recommendations.  Focusing on the interests of the patient, health coaches and other 
health professionals educated and motivated participants to shift multiple behaviors to lower 
prospective CVD risk.  Over the 10-month intervention, CVD risk (measured by the Framingham 
Risk score) improved significantly faster and more substantially than the risk level in UC. 
Intervention patients also increased days per week of exercise compared to UC, and overweight 
patients had greater weight loss in the intervention arm compared to UC.  
 A study of Duke IM’s 3-day immersion model,25 which included 8 months of IHC post-
immersion, demonstrated this model is effective in reducing prospective risk of stroke, CVD and 
diabetes through small improvements in multiple risk parameters (e.g., anger, anxiety, 
depression, social support, exercise behavior, resting pulse, Body Mass Index, waist 
circumference, and cholesterol). Additionally, use of stress management tools in the intervention 
related to improvements in biological markers of metabolism (insulin resistance), inflammation, 
and physiologic stress response (daily cortisol production).  
 In a study of patients with type 2 diabetes,3 Duke IM tested the impact of IHC on 
psychosocial factors, behavior change and glycemic control in 56 patients randomized to either 
6 months of IHC or UC. The IHC group received telephonic coaching for fourteen 30-minute 



  

sessions. An adapted Wheel of Health model was used for self-assessment. Compared to UC, 
the IHC group improved medication adherence, patient activation, exercise frequency, 
perceived social support and ability to find benefits in their health challenges. For participants 
with baseline HbA1c > 7.0 (n = 31), glycemic control was also improved in those who received 
the intervention compared to those in UC.  In a subsequent study, those participants originally 
randomized to UC were given the IHC intervention. The same outcomes were replicated, and 
improvements were also observed for mood, perceived stress, and health-related quality of life.   

Using an RCT, Duke IM examined the effects of mindfulness-based experiential 
education with 6 months of telephonic IHC compared to an attention, education support control 
on weight loss maintenance in 95 participants who had lost an average of 10% of their body 
weight prior to entry. While participants in both conditions maintained their weight loss 16 
months past enrollment,26,27 those in the mindfulness plus coaching group further lowered their 
weight. In addition, intuitive eating and inflammatory biomarkers in the IHC group alone were 
affected, with participants having decreased IL-6 levels until the end of the coaching period. IL-6 
levels as well as intuitive eating scores returned to baseline when the coaching concluded, 
suggesting the need for future research on understanding the effects of coaching on physiologic 
response.  
 
Ongoing Research in IHC at Duke IM 

CVD Prevention: We have two studies utilizing IHC for CVD prevention. One ongoing- 
NIH-funded study is a RCT to test the efficacy of a 6-month mindfulness-based personalized 
health planning approach in combination with IHC to reduce psychosocial risk factors 
(depressive symptoms, hostility, and anger) and glucose intolerance known to predict 20-year 
incidence of coronary heart disease. Participants are currently being recruited for randomization 
to one of two conditions. Both are holistic in nature, include 22 90-minute groups over a six 
month period, and concomitant biweekly telephonic support.  Both groups will receive identical 
information about nutrition, physical activity, the importance of stress management, and heart-
disease related topics. The intervention group, however, will be presented the information in the 
context of learning mindfulness skills to facilitate change and will receive support through 
telephonic IHC. The active control will not learn mindfulness, and will receive educational 
telephonic support, but no coaching. The data will be collected over the upcoming three years. 

In a second study, funded by the Duke Center for Personalized Medicine, we are 
collecting data using a pilot RCT to test the feasibility and logistics of incorporating genetic risk 
information (using SNP 9p21 testing) into three conditions: (1) standard coronary heart disease 
risk counseling; (2) IHC; or (3) both risk counseling IHC in primary care. We will explore 
resulting changes in health behaviors or metabolic outcomes in adult primary care patients at 
risk for CHD, and specifically use the pilot data for the resubmission of an R01 to NIH. 

Obesity Prevention: Funded by the Duke Center for Personalized Medicine, we are 
conducting a pilot RCT of personalized health planning with IHC (PHP-IHC) for women at risk 
for overweight/obesity based on excess pregnancy weight gain. Women who have exceeded 
pregnancy weight gain recommendations for their prepregnancy weight class by at least 10% 
will be recruited in the hospital after delivery and randomized to: (1) PHP-IHC: completion and 
physician review of HRA with patient, individualized plan of care based on HRA results, and 
support in plan implementation through IHC; (2) HRA-only: completion and physician review of 
HRA with patient, and provision of standardized written recommendations; and (3) control/usual 
care: The primary outcome is retention of pregnancy weight at 6 months postpartum. This study 
will have the potential to examine the independent effects of IHC. This study is currently under 
review at the Duke institutional review board and slated to begin recruitment in June.   



  

 Management of Intractable Tinnitus: Our newest NIH-trial is an R21 that we are 
conducting in collaboration with the Department of Surgery in which we will test an integrative 
approach theorized to help manage non-auditory aspects of tinnitus. We aim to test the 
hypothesis that an integrative medicine (IM) approach in combination with educational and 
sound based therapy (E/SBT) will lessen the negative impact of tinnitus more than E/SBT alone 
(control treatment), in a sample of patients with intractable tinnitus.  The intervention includes 
health psychology assessment, mindfulness meditation, acupuncture and IHC.  
 
 
Cite as: Simmons, L. A. & Wolever, R. Q. (2011). Health coaching: Research summary (report). 
Durham, NC: Duke Integrative Medicine / Duke University Health System.  
 



  

References 

1. Woolf SH. A Closer Look at the Economic Argument for Disease Prevention. JAMA. 
2009;301(5):536-538. 10.1001/jama.2009.51.  

2. Woolf SH. The need for perspective in evidence-based medicine. JAMA. 1999;282(24):2358-
2365.  

3. Wolever RQ, Dreusicke M, Fikkan J, et al. Integrative Health Coaching for Patients with Type 
2 Diabetes: A Randomized Clinical Trial. Diabetes Educ. June 9, 2010.  

4. Newnham-Kanas C, Gorczynski P, Morrow D, Irwin JD. Annotated Bibliography of Life 
Coaching and Health Research. International Journal of Evidence Based Coaching and 
Mentoring. 2009;7(1):39–103.  

5. Kris-Etherton PM, Taylor DS, Smiciklas-Wright H, et al. High-soluble-fiber foods in 
conjunction with a telephone-based, personalized behavior change support service result in 
favorable changes in lipids and lifestyles after 7 weeks. J Am Diet Assoc. 2002;102(4):503-510.  

6. Lisspers J, Hofman-Bang C, Nordlander R, et al. Multifactorial evaluation of a program for 
lifestyle behavior change in rehabilitation and secondary prevention of coronary artery disease. 
Scandinavian Cardiovascular Journal. 1999;33(1):9-16.  

7. Vale MJ, Jelinek MV, Best JD, Santamaria JD. Coaching patients with coronary heart disease 
to achieve the target cholesterol::: A method to bridge the gap between evidence-based 
medicine and the. J Clin Epidemiol. 2002;55(3):245-252.  

8. Vale MJ, Jelinek MV, Best JD, et al. Coaching patients on achieving cardiovascular health 
(COACH) a multicenter randomized trial in patients with coronary heart disease. Arch Intern 
Med. 2003;163(22):2775-2783.  

9. Dodd MJ, Miaskowski C. The PRO-SELF program: A self-care intervention program for 
patients receiving cancer treatment*. . 2000;16(4):300-308.  

10. Whittemore R, Melkus G, Sullivan A, Grey M. A nurse-coaching intervention for women with 
type 2 diabetes. Diabetes Educ. 2004;30:795-804.  

11. McMurray SD, Johnson G, Davis S, McDougall K. Diabetes education and care 
management significantly improve patient outcomes in the dialysis unit. American Journal of 
Kidney Diseases. 2002;40(3):566-575.  

12. Newnham-Kanas C, Irwin JD, Morrow D. Co-Active Life Coaching as a Treatment for Adults 
with Obesity. .  

13. Johnson B, Abraham M, Conway J, et al. Partnering with Patients and Families to design a 
Patient-and Family-Centered health Care system. Institute for Healthcare Improvement, 
Cambridge (MA)(April 2008).  



  

14. Deci EL, Ryan RM. Self-determination theory: When mind mediates behavior. The Journal 
of Mind and Behavior. 1980;1(1):33-43.  

15. Sheldon KM. 3: The Self-Concordance Model of Healthy Goal Striving: When Personal 
Goals Correctly Represent the Person. Handbook of self-determination research. 2004:65.  

16. Sheldon KM, Elliot AJ. Goal striving, need satisfaction, and longitudinal well-being: The self-
concordance model. J Pers Soc Psychol. 1999;76(3):482-497.  

17. Sheldon KM, Elliot AJ. Not AM Personal Goals Are Personal: Comparing Autonomous and 
Controlled Reasons for Goals as Predictors of Effort and Attainment. Personality and Social 
Psychology. 1998;24(5):546.  

18. Wolever RQ, Caldwell KL, Wakefield JP, et al. Integrative Health Coaching: An 
Organizational Case Study. Explore: The Journal of Science and Healing. 2010.  

19. Grant AM. An integrative goalfocused approach to executive coaching. Evidence based 
coaching handbook: Putting best practices to work for your clients. 2006:17-50.  

20. Kauffman C. Positive psychology: The science at the heart of coaching. Evidence based 
coaching handbook: Putting best practices to work for your clients. 2006:219-253.  

21. Stober DR, Grant AM, eds. Evidence based coaching handbook: Putting best practices to 
work for your clients. Hoboken, New Jersey: John Wiley & Sons, Inc.; 2006. Stober D. R. and 
Grant A. M., eds.  

22. Berger JG. Adult Development Theory and Executive Coaching Practice. In: Stober DR, 
Grant AM, eds. Evidence based coaching handbook: Putting best practices to work for your 
clients. Hoboken, NJ: John Wiley & Sons; 2006:77.  

23. Hignite K. STRATEGY:Segmenting Risk. NACUBO HR Horizons. 2008;3(2):June 2010.  

24. Edelman D, Oddone EZ, Liebowitz RS, et al. A multidimensional integrative medicine 
intervention to improve cardiovascular risk. J Gen Intern Med. 2006;21(7):728-734.  

25. Wolever RQ, Webber DM, Meunier JP, Greeson JM, Lausier ER, Gaudet TW. Modifiable 
Disease Risk, Readiness to Change, and Psychosocial Functioning Improve with Integrative 
Medicine Immersion Model. Altern Ther Health Med. In Press.  

26. Fikkan J, Baime M, Sanders L, et al. Mindfulness in the maintenance of weight loss: A 
randomized controlled trial of the EMPOWER program. Oral paper to be presented at the 
International Conference of Behavioral Medicine. August, 2010;Washington, D.C.  

27. Wolever RQ, Simmons LA, Sanders L, et al. Evaluation of a mindfulness-based 
personalized health planning intervention to promote weight loss maintenance in previously 
overweight and obese adults: A randomized controlled trial of the EMPOWER program. In 
preparation.  

 


