Journal of
Diabetes and Obesity

Review Open Access

Efficacious Approach to Integrating Health and Wellness
Coaching into the Clinical Care for Weight Management: A
Systematic Review and Proposal

Jenny Seunghyun Lee'**, Sarah Alpini*

!Assistant Professor, Department of Family Medicine (Patient Care Center #215), Texas College of Osteopathic Medicine,
University of North Texas Health Science Center, 3500 Camp Bowie Blvd, Fort Worth, TX, USA

2Founder & Director, The Goodness Holistic Wellness and Lifestyle Medicine Program (From Gene to Community; from Commu-
nity to Gene), Texas College of Osteopathic Medicine, University of North Texas Health Science Center, 3500 Camp Bowie Blvd,
Fort Worth, TX, USA

3 Director, Community Engagement in Pain Research, Texas College of Osteopathic Medicine, University of North Texas Health
Science Center, 3500 Camp Bowie Blvd, Fort Worth, TX, USA

4 27 Year Medical Student, Texas College of Osteopathic Medicine, University of North Texas Health Science Center, 3500 Camp
Bowie Blvd, Fort Worth, TX, USA

*Corresponding author: Jenny Seunghyun Lee, Family Medicine, Texas College of Osteopathic Medicine University of North
Texas Health Science Center, 3500 Camp Bowie Blvd, Fort Worth, TX 76107-2699; Tel: 817-735-0521;
E-mail: jenny.lee@unthsc.edu

Abstract Received date: November 09, 2016
Objectives: Current clinical obesity management is insufficient in helping patients Accepted date: December 16, 2016

initiate and sustain weight loss, requiring innovative and efficacious interventions.  pyuplished date: December 21,2016
We investigated health and wellness coaching in clinical care to motivate patients to

adopt healthier lifestyles towards weight management, and proposed an efficacious

approach to integrating coaching into clinical care for weight management. Citation: Lee, S.J., et al. Efficacious Ap-
Methods: We conducted a systematic review of literature for the past 10 years con-  proach to Integrating Health and Wellness
cerning health and wellness coaching for weight loss in a primary care setting. Rel-  Coaching into the Clinical Care for Weight
evant articles were organized by the approach that coaching was applied towards ~Management: A Systematic Review and
weight management. Studies were considered efficacious if the coaching intervention  Proposal. (2016) J Diab Obes 3(3): 1- 9.
resulted in clinically meaningful weight loss (> 5% initial body weight in six months)
or was statistically significant compared to control/standard care.

Results: Health and wellness coaching in a variety of clinical settings at moder-
ate-to-high frequency dosages was most efficacious in helping patients achieve and
sustain clinically meaningful weight loss, as seen in nine of the thirteen studies ex-
amined. Other results of coaching included improved diabetes and cardiovascular
risk factors, healthy lifestyle behaviors, and self-sufficiency for maintaining these
changes.

Conclusions: Health and wellness coaching incorporated into clinical care results
in positive health outcomes. It is recommended for clinicians to integrate coaching
into the clinical care of obese and overweight patients. We propose coaching for
weight management should be delivered at least a moderate frequency (>1/month) by
a trained health and wellness coach. Further, coaching can be personalized to SUIT
patient needs and optimize care.

DOI: 10.15436/2376-0494.16.1209

Copyrights: © 2016 Lee, S.J. This is an Open access article distributed under the terms of Creative Commons Attri-

bution 4.0 International License.
Lee, S.J 1 J Diabetes Obes | Volume 3: Issue 3


mailto:jenny.lee@unthsc.edu
http://www.dx.doi.org/10.15436/2376-0494.16.1209

Integrating Health and Wellness Coaching for Weight Management

Introduction

Obesity is a global disease affecting nearly forty per-
cent of adults worldwide!'!. In United States over two-thirds of
adults are obese or overweight®®, while 17% of children and
adolescents considered obese to date**). Years of research out-
line the vast, growing morbidities and mortality associated with
obesity, including an increased risk of diabetes!”!!), cardiovas-
cular disease!>!'"!¢ and cancer>!*), Obesity and overweight are
also associated with decreased longevity!-'4!7-18 In addition to
physiological consequences, obesity and overweight are asso-
ciated with a decreased quality of life>!!l, psychosocial adversi-
ties>!1119201 decreased wages!'” and a reduced probability of em-
ployment?1:1611 Obese and overweight individuals commonly
experience prejudice, discrimination, social stigma, anxiety,
depression, low self-esteem, and bullying!'!2!). Obesity is a com-
plex disease that develops due to an interaction between life-
style, genetic predisposition, and environmental interaction*),
The dietary patterns seen in obesity and overweight also typical-
ly overlap with those that contribute to the weight gain and en-
docrine dysfunction, which may result in diabetes!'**!l. Obesity
is also a well-documented economic burden, driving health care
costs annually™!>2223 largely due to the co-morbidity-related
complications of obesity!!-**!.

Despite a multitude of research showing the adverse
affects of obesity on every organ system, the prevalence of obe-
sity is continuing to increase. The global prevalence of over-
weight and obesity for adults has increased from 28.8% in 1980
to 36.9% in 2013 for men and from 29.8% to 38.0% for wom-
enl®, suggesting current obesity prevention and management is
inadequate. The US Preventative Services Task Force (USPSTF)
recommends physicians screen all adult patients for obesity®.
Patients with a BMI > 25 kg/m? are classified as overweight,
while a patient with a BMI of 30 kg/m? or greater is considered
obese and should be referred or offered intensive multi compo-
nent behavioral interventions®l. Other researchers agree, stating
primary care physicians should prescribe and treat overweight
and obese patients with moderate-intensity (at least monthly)
lifestyle interventions'®. According to the American Academy
of Pediatrics (AAP), children and adolescents between two and
18 years of age should also be screened annually via their gen-
der-specific BMI?®. Children with a BMI between the 5% and
85" percentile are considered a healthy weight, while children
below the 5% percentile are underweight. A BMI > 85 to 94%
percentile classifies children and adolescents as overweight,
while at BMI > 95" percentile pediatric patients are consid-
ered obese. The USPSTF recommends behavioral interventions
for overweight and obese children ages 6 and older in order to
achieve an improved weight status??®!,

Experts agree that the best treatment for obesity and
overweight is prevention of the disease altogether®!®?2, This
role seems to fall to PCPs who are responsible for guiding their
patients in best health practices, including diet and exercise rec-
ommendations. PCPs familiar with a patient’s social history can
tailor a prevention or treatment plan according to their patient’s
socioeconomic status, culture, or childhood developmental
stage!??!. This tailored care often includes referring patients to
other health care team members. For example, physical thera-
pists can help patients increase mobility and exercise tolerance,
dieticians can teach patients about healthier eating habits, and
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social workers can assist patients to address financial barriers
to healthy lifestyles. These health care professionals working
with PCPs highlight the importance of a patient-centered team
approach to obesity and overweight management as well as gen-
eral healthcare. Yet, literature has shown discrepancies that exist
as to how often physicians counsel patients for weight-loss, diet,
and exercisel?”?’), although patients are more motivated to en-
gage in weight-loss behavior following their Physician’s advice
to do so!'*?2. Further, many physicians report they lack the con-
fidence and skills to help patients lose weight!!!!8], despite vast
medical training and clinical experience in health management.
Physicians report barriers to communication about obesity to in-
clude their fear of offending their patient, limited patient interest
and motivation, personal lack of training and resources, and a
small likelihood of success®!!121830, Others may include a lack
of reimbursement for efforts to promote weight loss?? and cost
of carel!!. Another major hurdle is limited visit time?, especial-
ly when PCPs may need to consider acutely fatal diseases ahead
of obesity in a span of a fifteen minute visit*3].

Concerning the need for sustainable, healthy weight
outcomes, the best management for obesity is prevention!622],
However, experts agree the best treatment for patients who are
obese or overweight is intensive behavioral lifestyle modifica-
tion*?21, which can be accomplished through health and wellness
coaching. Health and wellness coaching is a patient-centered
partnership designed to empower patients towards achieving
healthier lifestyles. Coaches facilitate the patients in self-as-
sessment, generating solutions to meet goals, and developing
the skills and confidence to become responsible for improving
their lifestyles®3. The initial session is an introduction to the
coaching process to orient the client. Subsequent sessions in-
volve the coach discussing with the client about the progress
they are making towards previous goals, barriers they have en-
countered, setting new goals based on the discussion, and sched-
uling the next appointment®®®. The coach maintains a dialogue
by using open-ended statements, and encouraging the patient to
explore solutions to meet their goals?®®. The coach guides the
client in setting goals and developing a plan centered on their
values, sense of purpose, and inspiration to change®%*). The
client is steered by the coach to self-assess their current status
and move towards self-realization of steps they can make to
achieve their goals. The coach also ensures the client is setting
“SMART” (Smart, Measurable, Action-oriented, Realistic, and
Time-bound)B337381 goals. The coach does this by encouraging
the client, linking their goals to their values and vision of future
self, and helping them stay accountable®®!,

Health and wellness coaching is successful because the
client develops the skills, mindset, and autonomy necessary to
pursue lifelong wellness changes?*31*1, Effective, sustainable
behavior change in the client occurs because the coaching pro-
cess generates internal motivation centered on what is import-
ant to the client’®”. This internal motivation develops through
a recurring cycle of empathy by the coach for barriers faced
by patient’s barriers to change, discerning personal motivation
for change, assessing and building confidence towards making
steps to change, setting SMART goals, and creating a plan for
accountability in these changes®¥. Client share accountability
with the coach for these changes, as they are responsible for
generating solutions according to what is motivating them. This
differs from the “expert” approach adapted by many time-con-
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strained physicians who use their knowledge and expertise to
treat, educate, answer questions for, and advise their patients in a
more disease-oriented fashion®-373%, While this expert approach
is efficacious for diagnosing and treating physiological diseases,
it may not provide the necessary stimulus to promote psycho-
logical changes such as lifestyle behaviors. Researchers suggest
this may be because people respond unreliably to expert advice
via compliance or defiance, while the collaboration in coaching
encourages the patient to problem-solve instead®®”). The coach-
ing process is also longitudinal. Clients work with coaches on a
regular basis for an extended time, which enables them to make
slow and steady progress towards change and develop a lasting
relationship with their coach.

The growing literature has shown that the coaching pro-
cess reduces the risk of chronic disease by promoting behavior
changel®3340411 Sjgnificant changes in psychological, behavior-
al, physiological, and social outcomes have resulted following
coaching in adults with chronic disease!*?. Coaching also result-
ed in improvement in quality of life, depressive symptoms, and
stress levels with maintenance of these changes at follow-up®”,
and has been used to help physicians facing burnout or dissatis-
faction with their practice®. Further, coaching has been useful
to support behavior changes toward weight loss, by helping pa-
tients become motived to start and maintain exercise regimens,
eat healthier, and make healthier lifestyle choices!'!\. Others re-
port improvements in health measures including exercise adher-
encel®>* mood and mental health®*+], HbA1CB54041431 fagting
glucose™, blood pressurel®>4% body mass index!”, resting heart
ratel”, body weight®, and waist circumference!*¥!. Coaching is
also useful to support behavior change and weight loss in people
with serious mental illnesses, improving their self-regulation for
exercise and exercise self-efficacy, decreasing mood disturbanc-
es, improving fasting glucose, blood pressure, and resting heart
rate®!]. The positive results of coaching in clinical care studies
implicate a need to integrate coaching into clinical practice for
weight loss intervention.

However, the question remains: how do physicians in-
tegrate health and wellness coaching into their practice to effec-
tively help overweight and obese patients achieve and maintain
meaningful weight loss? What modalities of the coaching pro-
cess have been adopted and implemented in a clinical practice
to increase its efficacy? To this end, we investigated: 1) Cur-
rent trends in clinical obesity and overweight management; 2)
Coaching outcomes for obese and overweight patients; and 3)
The methods and process of implementing coaching into a clin-
ical practice.

Methods

We conducted a literature review of the application of
health and wellness coaching intervention in clinical practice
for weight management. An English-language literature search
of the databases PubMed, Scopus, Academic Search Complete,
Google Scholar, and Science Direct was conducted from May
to August 2016 and literature older than ten year (published be-
fore 2006) was excluded. The search terms used were ‘wellness
coaching’, ‘lifestyle coaching’, ‘health coaching’, ‘wellness
coaching AND obesity’, ‘physician perception AND wellness
coaching’, ‘addressing obesity AND physician’, ‘overweight
AND wellness coaching’, ‘physician AND diagnosing obesity’,
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‘overweight AND wellness coaching’, ‘addressing obesity in
the primary care setting’, ‘physician perception + body image +
overweight’.

Abstracts were reviewed for relevance and studies in-
vestigating wellness, lifestyle, or health coaching in the context
of non-obesity were excluded. This included persons with men-
tal health diseases, pregnant women, other means of behavioral
modification, and more. Interventions utilizing pharmacologic
agents were beyond the scope of this review and therefore ex-
cluded. Additional publications were also obtained from search-
ing bibliographies of cited references.

Selected studies were analyzed according to the ap-
proach that coaching was applied towards weight management
including: who was administering health and wellness coaching,
how patients received health and wellness coaching, dosage of
health and wellness coaching treatment by length and frequency
of sessions, and the results of treatment. Studies were considered
efficacious if weight loss was clinically meaningful (> 5% ini-
tial body weight) or the weight loss intervention was significant
compared to control/standard care treatment.

Results

Literature extensively shows health and wellness
coaching is efficacious for weight management in a variety of
primary care settings for obese and overweight patients ranging
from children to adults (Table 1). Coaching has been success-
fully implemented in the care of children**, adolescents¢],
and adults!'®#752, Coaching has also been incorporated into pa-
tient care with a variety of health professionals. This has been
achieved with coaches plus PCP collaboration®!%4244331 " with
coaches alonel!#-5032331 with physician coaches?®**, and with
auxiliary health professional coaches such as Medical Assis-
tantsi84734 Nurse Practitioners®®, and Registered Dietician Nu-
tritionists®!l.

As to a method of implementing coaching in a clini-
cal care process, this has been done for groups of patients!'”,
parent-child groups*# via one-on-one sessionst!0:31:34.3845-50.52],
Coaching was also integrated in-person!!%31:344651.34 and remote-
ly via telephonel!®#4:321 3 study-specific website!!”), email sup-
port!'®!41 as well as general mail, text message, and virtual video
visiti*l,

The dosage of coaching interventions offered to pa-
tients varied as well including low-intensity or less than monthly
coachingBl##750  moderate-intensity or at least monthly coach-
ingl103L495L541 “hioh-intensity or at least weekly!!%3+4446¢-321 or with
a combination of these throughout the intervention!!%*'47], Length
of intervention ranged from approximately four monthsB+44461,
six months7*2%4 approximately one year**% and multiple
years[10,3l,51].

Concerning health improvements, coaching has helped
patients achieve clinically meaningful weight loss!!031:47-51.541
maintain significant weight loss for two years!'!®!, decrease
waist circumferencel”, decrease blood presure from hyper-
tensive to normo tensive®!, improve BMI from obese to nor-
malB84148 normalize blood glucose levels®' 8, and normalize
cholesterol levelsPY. Other benefits of coaching included a
general weight and fat loss!'*#45234 Jowered blood pressure!*s,
lower triglyceride levels™ ), improved BMI*-1 lower HbAlc
levels, improved anthropomorphic body measurements“f],
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and behaviors conducive to weight loss!44443:52],

TABLE 1: Results of Health and Wellness Coaching in Clinical Care Practice for Weight Management.

Author | Design Coach Subjects | Intervention Coaching Dose | Control Outcomes
Appel et | RCT; HWC | Health 415 In-person intervention | Two-year in- Briefin- | Clinically meaningful weight
al.[10] vs. single Coaches obese included one-on-one or | tervention with | tervention | loss achieved and sustained in
counseling adult group HWC, access to | weekly HWC coun- both intervention groups, with
session patients | study-specific website, | during first seling weight loss for both interven-
with at &PCP collaboration three months, at study tion groups being statistically
least 1 Remote intervention in- | monthly HWC | onset significant compared to control
CVrisk | cluded telephonic HWC | during next (P <0.001) with more individu-
factor along with telephonic, | three months, als in the in-person HWC group
email, and Internet and twice achieving 5% or more weight
support monthly HWC loss (P =0.73) compared to
for remainder remote HWC
of study (18
months)
Ball et RCT; Com- | Physi- 46 obese | HIP: One-on-one HWC | 16 weekly, one- | One HIP HWC group had the greatest
al. [40] paring HWC | cians with | adoles- for education, self-mon- | on-one, 45-60 | coun- improvements in BMI (P =
to single expertise in | cents, itoring, goal change, minute HWC seling 0.002) and weight (P = 0.004)
counseling nutrition, ages behavior and cognitive | sessions for a session compared to control, although
session exercise, 13-17 change, addressing span of four and edu- | differences between HIP and
and/or men- barriers to change, and | months cational YLP were insignificant.
tal health setting lifestyle goals maternal | Compared to control, HWC
aimed at increasing groups had greater weight loss
healthy behaviors (P =10.004 for HIP, P =0.025
YLP: one-on-one HWC for YLP) and decreased BMI (P
for education, self-mon- =0.0002 for HIP, P=0.03 for
itoring, goal setting, YLP).
and setting lifestyle
behaviors goals aimed
at reducing unhealthy
behaviors
Frates et | Case Study | Physi- Adult, Patient administered Nine one-hour | n/a Patient had a clinically meaning-
al 34 cian with over- therapeutic walking HWC sessions ful (11-1b) weight loss main-
Lifestyle weight sessions with one-on- over 14wk tained at two-and-a-half years
Medicine female one coach and used and a normal BMI. She also had
and HWC time to discuss, reflect, decreased cholesterol, LDLs,
training and set goals and saturated fat with increased
physical activity, fruit intake,
vegetable intake, and HDLs at
Kuman- | RCT; HWC | Medical 340 In person, one-on-one Six months Quarter- | Mean weight loss in HWC group
yika et vs. usual Assistant obese HWC adapted from of weekly ly PCP over twice as high as control
al. [47] care or auxiliary | adults Diabetes Prevention HWC followed | counsel- | group at one year (P = 0.15),
health pro- Program & quarterly by HWC ing while clinically meaningful
fessional PCP counseling every-oth- weight loss was achieved in
er-month for 10.2% of control group and
six months 22.5% of HWC group (P =
0.022)
Moore et | Case Study | Health Adult, In person, one-on-one 14 sessions n/a Patient reduced weight by 21%
al [48] Coach upon | obese HWC over 11 months (clinically meaningful), lowering
physician female BMI from class II obese to
referral overweight. She also achieved
normal blood glucose levels
and reported increased physical
activity, pain reduction, and
improved mobility after HWC
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Riggs et | Single Mas- 38 par- Parent-child pair HWC | 12- to-16 Pre vs. Parent-reported child partici-
al 44 cohort be- ters-level ent-child | sessions in-person weekly HWC post pants had a significant increase
fore-and-af- | training in- | pairs of sessions HWC in quality-of-life score (P =
ter trial tervention- | over- consisting ofa | interven- | 0.002).
ists with weight 5 - 10 minute tion Among children who completed
8+ years or obese group session HWC, mean change in Z-BMI
experience | children to discuss goals was a 0.1 decrease (P < 0.001).
in behavior | ages 6-12 followed by
intervention | years hour-long par-
with at ent-child pair
least one HWC sessions
over- (total 65 - 70
weight minute weekly)
parent
Schwartz | Case Study | Registered | Adult, In-person, one-on-one | Monthly HWC | n/a Patient achieved an initial
et al.Bl Dietician obese HWC with RDN and clinically meaningful (30-1b)
Nutritionist | male PCP for one weight loss in three months to
Wellness year followed prepare for bariatric surgery, but
Coach and by one year opted to continue HWC instead.
Physician of bi-monthly He Patient had and maintained
HWC and one a 240-1b weight loss at three
year quarterly years and also lowered his blood
HWC with glucose levels and cholesterol to
RDN alone normal.
(total three
years)
Sherman | Case Study | Health Adult, Three in-person, one- 10 HWC n/a Patient had a clinically meaning-
et al. 491 Coach obese on-one HWC sessions sessions over fulweight loss of 23% over one
male and seven telephonic a year year, reducing BMI from obese
HWC sessions deliv- (31 kg/m?) to normal (24 kg/
ered over 12 months m?), reduced hypertensive blood
pressure to normal, lowered
resting heart rate from 77 to 58
bpm.
Taveras | RCT Trained 750 Chil- | Tailored HWC for Six 20 minute | Enhanced | Lower BMI in children in
et al.[4! Health dren ages | child-parent pairs sessions every | pediatric | intervention group and improved
Coach 2-12 con- | according to parent other month for | care and | health-related quality of life by
sidered preferences including: | one year non-tai- parents and children.
over- telephonic, email, mail, lored
weight or | text message, video HWC
obese visits, and in-person-
HWC. Also given
education material and
community resources
for support.
Wadden | RCT; HWC | Coach- 390 Brief LC group re- Monthly 10-15 | Quarter- | Enhanced LC demonstrated
etal. 511 | intervention | ing-trained | obese ceived 10 - 15 minute, | minute HWC ly PCP greatest percent weight loss
+ weight MAs adults monthly, in-person, sessions for counsel- | compared to brief LC (P = 0.04)
loss medica- with at one-on-oneHWC meet- | two years ing to and control (P <0.001), while
tion or meal least two | ings & quarterly PCP review brief LC group achieved over
replacement compo- | counseling patient twice the weight loss of control
vs. usual nents of weight (P =0.22). Clinically meaning-
care metabol- | Enhanced LC received loss & ful weight loss was achieved
ic syn- 10 - 15 minute, month- discuss in 21.5% of control group,
drome ly, in-person, one-on- weight 26.0% of brief LC, and 34.9%
one HWC meetings & loss hand- | of enhanced LC at 24 months (P
weight loss medication outs, with | =0.02)
OR meal replacement no strat-
& monthly PCP coun- egies for
seling behavior
change
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Yang et | Case Study | Trained Adult, Telephonic, one-on-one
al. B2 Wellness obese coaching session
Coach woman

Eight bi-week- | n/a
ly 30 minute
HWC sessions
for 24 weeks

Patient had clinically meaningful
weight loss, decreased BMI, and
reported increased confidence
towards healthier behaviors,
lifestyle, and time management.

ized clinical trial.
YLP = Youth-Lifestyle Program

Clinically meaningful weight loss = > 5% of initial weight within six months
CV = Cardiovascular, LC = lifestyle counseling, HIP = Healthy Initiatives Program, HWC = Health and Wellness Coaching, RCT = random-

Discussion and Proposal

Our review of literature shows that health and wellness
coaching has been efficacious in weight management and treat-
ment for overweight and obese patients in a clinical setting. Al-
though, the variety of coaching methods for weight management
has yielded a mixture of results (Table 1), certain trends have
come to light.

First, successful delivery of coaching requires adequate
training in health and wellness coaching. For instance, patients
receiving coaching from coaching-trained auxiliary health pro-
fessionals’*** non-primary care team coaches upon PCP
referral®*), a physician with lifestyle medicine and wellness
coaching training®, and coaches collaborating with PCPs!!%3!,
all resulted in clinically meaningful weight loss. However,
weight management with a physician having expertise in nutri-
tion, exercise, or mental health was not necessary to yield sig-
nificant changes in weight loss*’l. This suggests that medical
expertise does not necessarily provide health care professionals
with the counseling or coaching skills to motivate and empower
patients to initiate lifestyle changes for weight loss. This also
confirms that the skills learned in coaching are efficacious in
prompting lifestyle and behavior change for weight loss. How-
ever, many patients relate that they would be more likely to lose
weight and engage in weight-loss behavior upon their doctor’s
recommendation'>?’], making it commendable for a physician
or other PCP to integrate coaching skills into their clinical care
services for patients with weight problems. This has integrated
within the primary care team?®*>*>, upon PCP referral for coach-
ing®3 and with PCP plus coach collaboration!'*#>!! towards
helping patients achieve clinically meaningful weight loss. Al-
ternatively, physicians interested in personally treating their
patients with coaching could complete their training and certi-
fication via the International Coaching Federation (www.coach-
federation.org), the largest professional coaching credentialing
program. Another option is wellcoaches School of Coaching
(www.wellcoachesschool.com), which has developed programs
and curriculum for evidence-based education, training, and cer-
tification in health and wellness coaching. Further, coaching
training could be incorporated into the curriculum for Medical
School, Residency, or a Fellowship. Particular residencies such
as Pediatrics, Family Medicine, Lifestyle Medicine Endocrinol-
ogy, and Psychiatry may be ideal specialties to include a coach-
ing training program for students. Keeping aligned with this no-
tion, in recent, National Board of Medical Education (NBME)
and National Consortium for Credentialing Health & Wellness
Coaches (NCCHWC) have signed an agreement for the launch
of a National Certification Examination for Health and Wellness
Coaches (NCCHWC) in the US. Similar accommodations and
training would also need to be available for other PCPs, such
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as Physician Assistants and Nurse Practitioners. Perhaps a new
specialization or field in Medicine, Health and Wellness Coach-
ing, may need to be realized.

Second, coaching has been successfully integrated
into clinical care towards clinically meaningful weight loss in
a variety of and settings Clinically meaningful weight loss was
achieved in coaching for groups of patients'”, through one-
on-one Coaching [10,31,34,47-49,51,52,54]’ and in perSOn[B’10’31’34’47_49’51],
Clinically meaningful weight loss also resulted with coaching
delivered remotely via telephonel!®**2 as well as website and
email support'?. These findings also indicate that coaching can
be tailored to according to patient and provider preferences and
convenience. Significant weight-loss has also achieved with a
mobile device health coaching application and weekly telephon-
ic coaching'>*3!, showing the usefulness of technology-based
coaching. Remote coaching combining technology would have
merits for patients with busy lifestyles or lacking time to make
regular visits to their PCP or coach. These findings suggest
coaching can be tailored to suit the preferences and needs of
patients and providers depending on predilections and resources
for mode of coaching delivery. Study methods which were un-
successful in achieving either clinically meaningful or statisti-
cally significant weight loss included parent-child groups-deliv-
ered coaching at a low-intensity dose**#), coaching delivered by
providers lacking coaching training*®, and a short-term eight-
week coaching session delivered by a coach®®?. This reiterates
the importance of coaching with a professional who has com-
pleted training and certification, as discussed earlier. Addition-
ally, these results indicate that although the method of coaching
can be tailored to suit patients, the dose required for successful
weight loss with coaching is much more rigid, as discussed be-
low.

Third, in regards to dosage, another way to increase
the efficacy of coaching is by offering coaching at moderate to
high-intensity frequency. Obese and overweight patients partici-
pating in coaching at a moderate to high-intensity are more like-
ly to sustain clinically meaningful weight loss that will improve
their health outcomes!!%3134474951541 T onger time frames for
coaching were also correlated with higher likelihood of mainte-
nance of clinically meaningful weight loss at follow up. Moder-
ate - to high-intensity coaching sessions offered either in person
or over the phone for 4 - 5 months resulted in positive improve-
ments in weight status, but these results were short-term lacking
significance at follow-up®**4. Instead, moderate- to high-inten-
sity coaching offered for at least a year, helped more obese and
overweight patients achieve and sustain clinically meaningful
weight loss years later!1%31484951 nterestingly though, one four-
month, high-intensity coaching intervention resulted in clini-
cally meaningful weight loss maintained at follow-up two-and-
a-half years later®. This raises the important concept that the
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duration of coaching intervention may depend on both the stage
of change the patient is in at intervention onset as well as the
extent of weight loss the patient needs to achieve. Importantly,
although coaching for short durations may facilitate weight loss,
if these changes are not maintained patients are less likely to
achieve improvement in obesity-related sequel, making longer
durations of treatment optimal to ensure maintenance of weight
loss.

Fourth, concerning patient safety, coaching may lack
the side effects associated with the pharmacological manage-
ment of weight loss. Most studies neglected to report on ad-
verse events, while two studies reported no adverse side effects
resulting from coaching!’*4. However, one study did report a
patient was assaulted while exercising as part of their coaching
process!'. More research may need to be done to investigate the
safety and risk of adverse events with coaching. Alternatively,
the increased risk of adverse events with weight loss drugs is
well known. The risk of gastrointestinal events with Orlistat™>
and side effects of headache, nausea, and dizziness with Lor-
caserin®®, are well-documented. The decreased risk of adverse
events in combination with the documented benefits of coaching
makes it a safe and effective first-line therapy for behavior and
lifestyle modification towards weight loss. This is particularly
true of patients in which pharmacological therapy or bariatric
surgery for weight loss is contraindicated or not recommended.
Though beyond the scope of this review, coaching and pharma-
cotherapy have been shown to be more effective than either ther-
apy alone in the care and management of weight loss for obese
patients!'>>!. However, in one study, patients receiving coaching
without pharmacotherapy still achieved double the weight loss
of usual care patients®'l.

Fifth, one limitation we noticed through the present
review is of the extensive time demands necessary for health
and wellness coaching process in clinic care. The coordination
of incorporating health and wellness coaching into clinical care
may make it a difficult role for a PCP. In reality, there are lim-
ited contact hours between a PCP and patient, and PCPs must
often triage acute diseases ahead of chronic conditions when
caring for patients. However, the time constraints that may
prevent physicians from utilizing coaching directly may be cir-
cumvented several ways. Studies have shown auxiliary health
professionals with coaching training working under PCP care
and management recommendations have been effective in help-
ing patients achieve clinically meaningful weight loss*'47-51-54],
Similar significant decreases in weight have been reported with
non-medical personnel coaches and PCP collaborationt!®4849-52],
A PCP may also remain a part of their patient’s coaching pro-
cess similar to referring a patient to a physician specialist. PCPs
could recommend patients who are obese or overweight to a
health and wellness coach. This would allow the patient’s PCP
and coach to collaborate in approaching the patient’s coaching
plan and integrate their patient’s weight management into a ho-
listic picture of their overall health.

Sixth, the logistics of the coaching process is another
component to consider in integrating coaching into clinical care
to maximize efficacy of weight management. PCPs may need
to contract out coaches or have auxiliary health professionals
with coaching training working at their facilities due to insuf-
ficient time to incorporating coaching personally into the care
of their patients. Other difficulties include how insurance com-
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panies would code, charge, and cover the cost of a prolonged
treatment with coaching or if patients would be responsible for
these payments out of pocket, as obesity is not considered a bill-
able diagnosis for many insurance companies?®*. Only one study
documented cost of treatment, and the patient paid $700 out of
pocket for her 11 months of high-intensity coaching, for which
she was referred*’]. Alternatively, one cost-effective analysis
showed projected annual costs for Orlistat was $1,518, while
Lorcaserin was $1,743F7), suggesting coaching is likely the more
affordable option in addition to having a decreased risk of ad-
verse reactions.

Lastly, health and wellness coaching can facilitate and
sustain prolonged weight loss, increasing many positive health
outcomes. In terms of efficacy in long-term weight management,
our present review of coaching intervention studies have shown
that subjects were able to lose and maintain clinically mean-
ingful weight loss with concurrent coaching for one yeart**>%,
up to two years!'®!] and even up to three years?®!l. One patient
in particular was able to maintain clinically meaningful weight
loss over two-and-a-half years post-coaching, citing physician
emails post-treatment as reminders for her to continue to engage
in her active lifestylel®. Additionally, coaching resulted in im-
provements in other health measurements such as HbA1C, blood
pressure, triglycerides, cholesterol, and more. These findings in-
dicate coaching is efficacious for treating and preventing other
co-morbidities associated with obesity and chronic diseases such
as diabetes, cardiovascular disease for prolonged, sustainable
periods. However, this also highlights the need for additional
investigations as to the effectiveness of coaching and mainte-
nance of weight loss invariable. It would be helpful to examine if
five, ten, or twenty years after the coaching process has formally
ended if patients were able to maintain their healthier lifestyles
and habits, and adapt what they learned in the coaching process
towards improving their health and longevity.

Overall, health and wellness coaching, albeit a time
consuming process, has important and promising implications
in clinical practice. Coaching helps children, adolescents, and
adults who are overweight or obese improve their lifestyles and
health through weight loss as well as improving factors relat-
ed to diabetes and cardiovascular disease. Other improvements
resulting from coaching include increased physical activity,
improved quality of life, improved time management, and in-
creased self-efficacy for healthy lifestyle choices. Further the
physiological, psychological, and social consequences asso-
ciated with obesity can improve through coaching for weight
loss. The relationship between a trained coach and patient also
enables for personalize care to best suit patient needs and pref-
erences. The approach of patient-care and specific goals set by
patients can be tailored to best meet the needs of the patient,
which increases the chances of successful weight loss and life-
style changes within personally identified desired domains.

Conclusions

The obesity pandemic needs to be tackled in an effi-
cacious way to ensure meaningful, sustainable weight loss in
individuals whom their health and quality of life are grave-
ly threatened by their weight. While physicians face the chal-
lenge of such health issue present among their patients, a safe,
efficacious, and potentially cost-effective means of addressing
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overweight and obesity problems may be possible through inte-
grating health and wellness coaching into a clinical care service.
The can be best accomplished via health and wellness coaching
towards healthier lifestyles and behavior modification for weight
management in a clincial setting. Health and wellness coach-
ing is best integrated for a prolonged period of time, via various
modes of delivery, and with a coach who has completed coach-
ing training. Coaching may be a useful adjunct in a primary care
setting for obese and overweight patients as a highly efficacious
approach to warrant success of weight management. However,
concerning the long, committed coaching process necessary for
sustainable weight management outcomes on the client end, the
benefit of incorporating coaching for a clinical care service must
be weighed against the time required for providers to integrate
coaching process into the clinical setting. Alternatively, this
challenge can be resolved by having PCPs and other staff be
trained in coaching or team up with trained coaches.

Strengths and Limitations

Our paper can contribute to the growing evidence of
health and wellness coaching as an efficacious approach to ad-
dressing weight issues among patients in a clinic setting by of-
fering an extensive review of the related references for the past
ten years. Also, our review provides in-depth knowledge and
successful methods as to how coaching has been efficacious in
helping patients improve their weight-related health long term.
In particular, the findings in the present study can contribute to
the need of filling in the gap of PCCs’ roles to serve the patients
with overweight or obese weight issues by suggesting a way to
incorporate coaching into the clinical care of patients who are
obese or overweight. However, the limitation of this review ex-
ist by excluding pharmacological interventions in obesity and
overweight management, which sometimes can be vital to the
successful care of the overweight or obese patient. There are also
limitations in the studies reviewed that investigate coaching in
the primary care setting for only for weight loss and the manage-
ment of overweight and obesity.

Future Direction

It may be valuable to conduct a survey study among
the primary care providers in the local community to investigate
the perception, approach, process, and outcome of health and
wellness coaching integrated into the clinical care of overweight
and obese patients. This could be done in collaboration with JPS
Health Care System and University of North Texas Health Sci-
ence Center medical system, affiliated with the authors’ medi-
cal school. Further, this would allow the authors to implement
a coaching training program for providers interested in incor-
porating health and wellness coaching into their practice for
overweight or obese patients. As the leading author is a lifestyle
interventionist and a certified health and wellness coach from
the well coaches School, the training program for clinical staff
(e.g. physicians, nurses, physician/medical assistant, clinical
psychologist, registry dietician, exercise physiologist or fitness
expert)addressing the weight issues in the clinic can be easily
set up and implemented. The training program in turn would
provide the authors with an opportunity to collaborate with the
healthcare providers trained in health and wellness coaching to
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conduct a coaching-based weight management intervention pro-
gram or offer a coaching-embedded clinical care service in im-
proving health outcomes for their patients with overweight and
obesity issues.
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