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Executive summary
The provision of coaching within the healthcare service is
key to improving outcomes for patients and health care
workers. It enables patients to become activated and take
greater ownership of their care, it can form an important
element of a preventative health strategy and support
employee development and wellbeing.
In this publication we review the research evidence of
health coaching, and its impact on patients, service users,
clients and health care professionals. In summary , we have
concluded that health coaching can be a useful organisation

intervention supporting health professionals to improve
patient outcomes (in particular for chronic longer term
conditions), create potential cost savings as well as assist
clinicians and allied health professionals support patients with
behavioural change. Health coaching could therefore have a
wider systemic impact (e.g. on dependents).
This review calls for health stakeholders to take forward health
coaching as part of both employee wellbeing, and patient care.
It provides a 12-step plan for future action to take health
coaching forward to its next phase of development and
deployment.
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Henley Centre for Coaching
The Henley Centre for Coaching is a global leader in
coaching research and coach training. We are the only
triple-accredited coaching provider in the world offering
both postgraduate university qualifications in coaching and
accreditation from the Association for Coaching (AC), the
International Coach Federation (ICF) and the European
Mentoring and Coaching Council (EMCC).
The Centre provides formal accredited coach training
through our Professional Certificate in Coaching and MSc in
Coaching and Behavioural Change, and accredited
supervision training through our Professional Certificate in
Supervision. These programmes are delivered in the UK at
our Greenlands campus, and at venues across the world.
The Centre provides continuous professional development
for coaching professionals through masterclasses, webinars,
conferences and via online access to journals, e-books and
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coaching research. These are all delivered through our
online learning platform, meaning coaches can connect from
anywhere in the world to engage in professional
development.
The Henley coaching team consists of leading practitioners
and academics who have shaped the coaching profession
since the late 1990s. They have written many of the most
popular coaching books and they continue to publish in
leading management journals and to contribute at
conferences worldwide. Their writing, thinking and research
informs our teaching and ensures our programmes are at
the cutting edge of coaching practice.
The Centre offers annual membership to all professional
coaches, providing a virtual-learning environment where the
members shape research and practice in coaching. Check
out our website for details on how we can help you and your
business come to life.
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Introduction
‘Doing things to people instead of with them can be
profoundly disempowering. It encourages patients to
believe that professionals have all the answers and
that they themselves lack relevant knowledge and
skills, and hence have no legitimate role to play in
decisions about their healthcare…’
(Coulter, 2011: 2).
At the heart of health coaching is the notion that when
patients are made to feel empowered and informed, that
they become activated and can better self-manage their
health. The formation of a trusted coaching partnership
between patients and professionals, creates a space for
informed decisions to be made.
The authors of this review believe that coaching is a
fundamental part of quality healthcare provision. It provides
a safe space to improve the knowledge and skills of patients,
enabling them to partner with professionals. At the same
time coaching builds the confidence needed to take
ownership and responsibility for one’s own wellbeing.
The coaching process can therefore profoundly benefit the
patient, professional and the cultural setting in which they
exist.

What is health coaching?
Coaching
Health coaching is a form of coaching so we will begin by
defining coaching. Although there is no universally agreed,
nor legally binding definition of coaching, Whitmore
(2009:11) suggested that coaching;
‘is unlocking people’s potential to maximise their own
performance. It is helping them to learn rather than teaching
them’.
This supports Coulter’s view about the importance of
empowering people to learn, rather than ‘doing things to
people’.
Passmore and Fillery-Travis (2011, p70) offer a more
process-based definition in an attempt to differentiate
coaching from mentoring, counselling and other
conversational based approaches to change. They suggested
coaching involved “a Socratic based dialogue between a
facilitator (coach) and a participant (client) where the
majority of interventions used by the facilitator are open
questions which are aimed at stimulating the self-awareness
and personal responsibility of the participant”.
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Health Coaching
A debate continues over the precise definition of health
coaching. One reason for this is the existence of multiple
frameworks and models available within health coaching.
Wolever et al. (2013) have offered one definition;
‘a patient-centered process that is based upon behavior
change theory and…entails goalsetting determined by the
patient, encourages self-discovery in addition to content
education, and incorporates mechanisms for developing
accountability in health behaviors’
(Wolever et al., 2013:38).
This definition dove-tails nicely with the broader coaching
definitions but also includes patient-led goal setting and
content education and accountability for healthy
behaviours. The educational element has been highlighted
as a limitation because coaching is difficult to extrapolate in
terms of it being standalone in delivering outcomes versus
other mechanisms - particularly in relation to educational
programmes and other inventions.
‘The health coach’s main role is not to teach, advise or
counsel people but rather to support people to plan and
reach their own goals’
(The Evidence Centre, 2014:12).
However, in a healthcare setting, there is to an extent,
always going to be an element of explanation and
education. The question is whether this is invited by the
patient (patient-led) or imposed.
The National Health Service (‘NHS’) England Health Coaching
describes health coaching as helping ‘people gain and use
the knowledge, skills, tools and confidence to become active
participants in their care so that they can reach their selfidentified health and wellbeing goals’.
This definition however falls short in our view, and risks
confusing coaching with other behavioural change
interventions.
In response we have suggested the following definition:
“health coaching is a client-centred process that draws on
psychological, evidenced based models of behavioural
change to help clients make effective and sustained changes
in their thoughts, feelings and behaviours, and thus
contributes to enhanced wellbeing and quality of life”

Why health coaching is essential in the
healthcare setting (the case for health coaching)

Defining health coaching and its multiple
functions/applications

It is widely reported that health is declining in the USA
(where most of the research derives) and globally due to the
development of unhealthy habits. In the USA, it is estimated
that $42 trillion will be spent on healthcare costs and
productivity loss between 2016 and 2030 (Aspen Health
Strategy Group, 2019:35).
There are over 160 million people in the USA and more
globally who are at risk of a chronic condition (See. Sforzo &
Moore, 2019). The World Health Organisation (WHO)
(2012:35) reports that ‘the largest proportion of NCD (noncommunicable chronic diseases) deaths are caused by
cardiovascular disease (48%), followed by cancers (21%) and
chronic respiratory diseases (12%). Diabetes is directly
responsible for 3.5% of NCD deaths’. Long-term conditions
are therefore the largest killers and behaviours such as
smoking, drinking alcohol, poor nutrition and inactivity are
widely reported to be the main causes.
The UK’s Department of Health (2012:3-5) estimates that
more than 15 million people are living with one or more
long-term condition (‘LTCs’) in the UK and they account for
70% of the annual NHS spend. Newman (2013) reports
there to be; ‘a tsunami of need’ with 58% of over 60-year
olds in the UK with one or more LTC. They are said to
account for 50% of GP appointments, 64% of outpatient
appointments and over 70% of inpatient bed days. The
impacts of these LTCs are not only physical but also
psychological which affect people’s sense of independence
and control and ultimately their resilience and therefore
ability to self-manage.
In the UK, the population continues to grow and is aging but
not always in good health (Department of Health, 2004) and
(WHO, 2002). This creates a sizable challenge to healthcare
provision in relation to staffing and multiple services
capacity (healthcare and social care), (Elwyn and Edward,
2009). The issues affect socio-economic groups differently
too with ‘the poorest having 60% higher prevalence and
30% more severity’ of LTCs (Newman, 2013:2).
The impact of these issues is therefore not just an ethical
problem for those working in a challenging healthcare
setting yet dedicating their lives to improving patient health,
but also an operational and financial problem.
In its ‘Five Year Forward View’, the NHS states more needs
to be done to ‘support people to manage their own health –
staying healthy, making informed choices of treatment,
managing conditions and avoiding complications’ (NHS
England, 2014:12).
Patient activation through health coaching is a vital element
in the behavioural change needed for people to self-manage
but the training of staff with coaching skills to support this
shift is equally essential. ‘Health coaching has been
identified as one of five key interventions by NHS England in
their 2016 ‘Substantial Self-care Programme’
(NHS Health Coaching - Quality Framework).

A number of studies have related health coaching to a form
of motivational interviewing (CPA, 2014). However, it is not
the same thing as The Evidence Centre (2014:13) reports
‘health coaching is often confused with or used
interchangeably with methods such as motivational
interviewing, counselling or consulting skills…Whilst
motivational interviewing may be used as one technique
within health coaching, health coaching is a wider
framework, mind-set or approach rather than a specific
technique’.
In terms of the wider framework, the NHS Institute for
Innovation and Improvement (2013), shows that health
coaching seeks to activate both the patient and the coach
and improve the culture or system in which they operate:
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Activated Patient + Activated Coach + Supportive Culture
This framework moves patients away from dependency and
learnt behaviours towards becoming an active participant in
their own care. It moves the coach or healthcare
professional away from an expert in knowledge towards a
facilitator of behavioural change which helps the patient to
self-discover their own solutions and achieve their own
goals. Wrapped around this relationship is a professional
culture of openness, inclusion good communication,
encouragement and support.
Newman and McDowell (2016:147) report that ‘health
coaching can equip staff with additional conversational
skills, techniques and the mind-set to support and empower
patients toward their own goals and aspirations’.

In terms of the functions and application of health coaching
it can therefore be summarised as:

The research story so far

•

An approach rather than a specific technique

•

A potential patient activation tool

•

A means by which self-efficacy can potentially be
improved

•

A possible way of helping patient self-discovery and selfmanagement of conditions

•

A process by which self-identified health and wellbeing
goals are set

Health coaching is more commonplace in the USA and
Australia but the interest is ever increasing for application
and implementation in the UK. As a result, the bulk of
research studies have been carried out in the USA but
evidence is growing in other parts of the world.
Table 1 below shows the geographical sources of studies
included in The Evidence Centre’s (2014:11) review of
health coaching literature which confirms the majority of
research is coming from the USA:

•

Possibly useful with developing and promoting a culture
of openness and inclusion

Table 1

•

Helping to develop conversational skills amongst all
stakeholders

County

Systemic
Review

Randomized
Controlled
Trial

Other
Studies

Total

UK

5

4

7

16

Europe

3

25

22

50

North
America

7

66

94

167

Other
Countries

3

14

25

42

Total

18

109

148

275

•

Research geography

A potential catalyst for empowerment and sustainable
behavioural change.

Self-development (for all parties) is an important part of
this health coaching approach. Henley Business School
developed a series of questions called ‘The Henley Eight’
which may be useful (Passmore & Sinclair, 2021). This
series of questions help guide a coach in observation, selfreflectance, and can enhance situational awareness during
a coaching conversation:

The Henley Eight
1.
2.

What did I notice?
How did I respond - behaviourally, emotionally,
physiologically and cognitively?
What does this tell me about myself as a person?
What does this tell me about myself as a coach?
What strengths does that offer?
What pitfalls should I watch out for?
What did I learn from this observations/reflection?
What might I do differently next time?

3.
4.
5.
6.
7.
8.
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Research concludes health coaching works
The latest evidence gathered in the Compendium of Health
and Wellness Coaching (HWC) in the 2019 Addendum,
added another 104 peer-reviewed coaching articles to a
database which doubles every four years. Storzo et al.
(2019:5) concluded their review with a call to action saying;
‘spread the news that coaching improves health’.

Research finds health coaching is wanted
Research from Charles et al. (2004) and Elwyn et al. (1999)
into shared-decision among breast cancer specialists and
into consultations for people with upper respiratory
infections, showed that people would indeed like to be
more active in their care. There is clearly therefore a
demand for a more engaged role in their healthcare from
the patient/client perspective.

Research shows long-term conditions bias
Although not unanimous, the majority of research is
focussed on and suggests that health and wellness coaching
(‘HWC’) has a favourable impact on a number of patient
conditions and in particular can help prevent or treat LTCs.
US based research reported positive outcomes on specific
health issues, namely; obesity, diabetes, hypertension
cholesterol management, general wellness and heart
disease. However, the consistently positive impact from
HWC and a key characteristic of the literature reviewed in
the Compendium of Health and Wellness Coaching 2019
focussed on the treatment or prevention of obesity,
diabetes and wellness.
The NHS Health Coaching Quality Framework reports there
could be improved health outcomes for the most prevalent
LTCs in the UK which are; diabetes (see Melko et al. 2010
and Wolever et al. 2010), cardiovascular disease (see Vale et
al. 2003), pain management such as cancer (see Kravitz
2011) and rheumatoid arthritis (see Sjoquist et al 2010).

The empirical evidence available was compiled in
order to address a number of key questions around
whether health coaching works.
1. What are the impacts of health coaching?
Table 2 shows the impact of health coaching across four key
areas of the research: self-efficacy, self-care behaviours,
health outcomes and reduced service use or cost:
Table 2
Impact

Systematic
Review

Random Trial

Other
Study

Improved
self-efficacy

0% of 1
study

75% of 16
studies

92% of 26
studies

Improved
self-care
behaviours

0% of 6
studies

59% of 36
studies

89% of 37
studies

Improved
health
outcomes

33% of 6
studies

37% of 60
studies

84% of 43
studies

Reduced
service use
or cost

25% of 4
studies

30% of 12
studies

70% of 10
studies

Source: Sforzo and Moore (2019)
The findings on whether health coaching is effective across
these four areas were:
1.

‘There is some evidence that health coaching can
support people’s motivation to self-manage’.

2.

‘There is some evidence that health coaching can
support people to adopt healthy behaviours’.

3.

‘There is mixed evidence about the impact of health
coaching on physical outcomes’.

4.

‘There is insufficient evidence to conclude whether
health coaching reduces healthcare use or costs’.

Behavioural change
The NHS in the UK commissioned a bibliographic review of
7,000 studies on whether health coaching is effective in
March 2014. A total of 275 studies were included and a
further 67 on professional training to support behavioural
change were reviewed. The resultant statement from this
research was that;
“the overall message from the evidence base is that there
are many benefits likely associated with health coaching, but
in order to be effective health coaching may be implemented
as part of a wider programme supporting education and
behaviour change”
(The Evidence Centre, 2014:59).
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Source: The Evidence Centre (2014)

• Self-efficacy
Self-efficacy means the patient’s improved confidence found
through health coaching, to make a positive change in their
life and self-manage.
Evidence from across the globe has suggested that health
coaching can lead to improvements in peoples’ confidence
and motivation to make a change.
Newman (2012) reports statistically significant
improvements in self-efficacy in a review of the health
coaching experience in NHS Midlands and East, which
researched and independently reviewed 199 patients and
360 coaching appointments:
• 98% high or very high level of satisfaction
• 86% would recommend coaching to other patients
• 74% report understanding their condition better
• 61% understand their test and treatment better
Source: Newman (2012:9)
A study in Japan in 2008 of 24 patients with spinocerebellar
degeneration who completed 10 telephone health coaching
sessions showed that it helped patients to tell their own
stories and discover more about themselves which aided
their ability to work towards and achieve, their goals (see
Hayashi et al, 2008).
In Denmark, 186 people with type 2 diabetes were given
health coaching or education about oral health. The
outcome saw greater self-efficacy in tooth brushing and the
largest improvement was seen from those the lowest
baseline self-efficacy (see Basak Cinar & Schou, 2014).
Similarly, in the Netherlands, 133 people in primary care,
with recently diagnosed type 2 diabetes from 54 GP
practices were either given usual care or assigned 3 home
visits by an expert patient peer who helped them set their
goals. The peer coach group of patients saw improved selfefficacy, ability to cope and reduced saturated fat intake.
Again, improvement was greater in those with a low
baseline self-efficacy (see Van Der Wulp et al, 2012). What is
interesting here is that peer-patients were used as coaches
which shows that positive results can be derived from a
variety of people acting as coaches.
Ngo et al (2010) completed a case study on ‘teamlets’ which
they describe as ‘a clinician (physician, nurse practitioner or
physician assistant) and health coach who work together
consistently and collaboratively’ using health coaching skills
in primary care, (Ngo et al, 2010:2). They found that the use
of health coaching bridged the gap between the physician
and patient and a ‘teamlets’ structure helped both parties in
the settings examined.
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Another primary care example was in the USA, where 250
patients with diabetes were given literacy-appropriate
educational materials, goal setting and nurse follow-up
telephone call at two and four weeks. After three months
there were ‘improvements observed in participants'
activation, self-efficacy, diabetes-related distress, selfreported behaviours’,
(Wallace et al, 2009:1).
Here we see a blended approach with health coaching and
educational integrations as having worked well.
In terms of patient satisfaction in primary care, a study of
241 with LTCs showed that following three months of
internet-based health coaching, people were more satisfied
with their healthcare and thought their clinician was more
likely to give them useful advice, (Leveille et al. 2009). Here
we see an example of improved relations between
healthcare professionals and patients with LTCs.
Despite most of the studies showing a positive impact in
terms of the effects of heath coaching on self-efficacy, it
should be noted that most the evidence gathered was from
small observational studies. It is therefore hard to prove
that health coaching made the difference in terms of the
patient’s confidence and motivations, versus it being a result
of the patient simply having regular contact with a
professional. For example, in the USA, data gathered over a
one-year period about a nurse telephone health coaching
service found that the 24 hours per day availability of a
nurse was related to higher patient satisfaction (see Licht M
et al 2007).
There is also mixed evidence about whether increased selfefficacy will indeed lead to behavioural changes or improved
health outcomes. Many studies report that the relationship
between self-efficacy and improved outcomes is more
complex and have not found a direct link (see Coulter &
Ellins, 2005). However, a number of authors have written
about the benefits of self-efficacy and empowerment.

• Positive health behaviours

Medication adherence

We have identified 6 systematic reviews, 36 randomised
trials and a combination of 37 other studies which have
assessed the impact of health coaching on patient’s
behavioural change. These studies provide evidence that
health coaching can help people adopt heathier behaviours
such as eating better, cutting down smoking, appointment
and medication adherence and increasing activity levels.
These are some of the earlier mentioned potential causes of
the LTCs being discussed. The NHS Health Coaching Quality
Framework added that health coaching can help in
‘changing certain behaviours, including weight
management, diet, nutrition and smoking cessation (see
Olsen & Nesbitt, 2010).

From an operational point of view, there are reports of
health coaching helping with appointment keeping in
primary care (Sides et al., 2012) and medication adherence.
In China, 62 older people with LTCs were given either usual
care or health coaching regarding their medication. The
health coaching group demonstrated increased knowledge
of medication safety and improved medication safety
behaviours (Wang et al., 2013).

Eating better
In France, around 1000 children and parents were given
telephone dietary coaching for eight months and a control
group given no support. The results showed the group
accessing monthly health coaching were more likely to
achieve their dietary targets to control fat and carbohydrate
intake (Paineau et al., 2008).
Despite some positive results highlighted, some research
has found health coaching to make no difference to
behaviour between the control group and health coaching
groups. For example, a review of 38 randomized trials
including over 9,000 patients in relation to dietary
adherence found that only 32 of 126 dietary adherence
outcomes favoured the intervention group which had health
coaching, (Desroches et al., 2013).

Cutting down smoking
In the USA, 3,500 smokers were asked to either receive selfhelp books by post or self-help books plus telephone health
coaching. In term of the latter group, health coaching
“almost doubled maintained quit rates”, (McAlister et al.,
2004:86) and importantly, helped maintain the cessation of
smoking for one year showing that health coaching
improved sustainable behaviour change. Furthermore, the
reported health cost saving was around $1,300 per person.
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Increasing activity levels
A study in the USA of 525 people admitted to hospital for
acute coronary syndrome, compared those who had usual
care versus those who also had heath coaching over 3
months (Holmes-Rovner et al., 2008). The results showed
the health coaching group had higher self-reported physical
activity over the first three months and this declined after
the coaching stopped. Another study which looked into
effective techniques for improved physical activity and
healthy eating, concluded that “our analyses offer clear
support for including self-monitoring of behaviour”, (Michie
et al., 2009:20). This shows that self-efficacy and
accountability is an important element in the behavioural
change process. Although positive results were initially seen
with regards to physical activity and nutrition, there is a
question about the length of health coaching needed to
provide sustainable behavioural change.

Sustainable change?
There is evidence that suggests behavioural changes may
not be sustained once the health coaching sessions end as
shown in a study by Hawkes et al. (2013) into the effects of
telephone coaching on survivors of colorectal cancer. A
limitation in the research though, is that most studies do not
directly compare the success of health coaching in relation
to lower or higher numbers of sessions accessed by patients.
The question of how many health coaching sessions is
optimal, is an area for further research as sustainable
behaviours are key to positive lifestyle changes.

Format of coaching
The majority of research has not compared the delivery
format of health coaching and what is more effective in
terms of face-to-face, telephone or online services. Most
research has not directly compared whether some formats
are more effective for supporting behaviour change than
others.

Who delivers the coaching?
Finally, in terms of who delivers the health coaching, studies
are limited into looking directly at whether better outcomes
are from health professionals, professional coaches,
volunteers or peer coaches. It has also been noted that
health coaching may be useful when incorporated as part of
a wider intervention (Yan et al 2011). In a great deal of the
research to date, it is often seen that health coaching is
offered alongside such aids as; visual prompts, reminders,
educational materials and booklets. Therefore, a blended
and integrated approach is often required and used.

• Health outcomes
The evidence is mixed on the impact of health coaching on
physical health outcomes. It has been suggested that this
could be due to the length of time it takes for positive
physical outcomes to manifest themselves and the length of
studies not being matched to this nor having the sample size
or follow-ups necessary to measure them accurately.
However, a review of 17 randomized trials which looked at
increasing the activity levels of patients with type 2 diabetes
showed that health coaching helped the behaviour
associated with the control of blood sugar. It was also noted
that the success of the approach was in the variety of
behavioural change techniques used - the more variety, the
more effective (Avery et al. 2012). Individual studies have
also shown improved blood sugar control for people with
diabetes such as for adolescents with poorly controlled type
1 diabetes (Ammentorp, 2013) and when nurses have used
coaching as an effective intervention in type 2 diabetes
(Whittmore et al, 2001).
A more recent study by Dwinger S et al. (2020) into
telephone based health coaching delivered primarily by
trained nurses using motivational interviewing, goal setting,
and shared decision-making techniques, showed some
positive effects on both patient reported outcomes and
behaviour changes. The participants in this study suffered
with chronic conditions. The results showed that health
coaching was statistically significant superior to ‘usual care’
regarding 6 of 19 outcomes including physical activity,
metabolic rate, BMI, blood pressure, patient activation, and
health literacy. Regarding stages of behavioural change, the
health coaching group also showed statistically different
results than the usual care group, however the conclusion
was inconclusive.
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In Korea, 48 survivors of breast cancer were offered usual
care or face-to-face education and telephone coaching in an
attempt to improve quality of life (‘QOL’). The health
coaching intervention resulted in ‘reported higher QOL
overall and higher emotional well-being’, (Park et al
2012:34
In contrast, in Japan 134 people with diabetes were offered
either usual care or telephone nurse health coaching and no
significant differences in blood sugar control were noted.
The blood pressure, body mass index, cholesterol and
quality of life were not changed (Shibayama et al 2007).
A similar study in Australia by Blackberry et al. (2013) of 473
people with type 2 diabetes were randomly offered their
usual care or health coaching from nurses with two days
training. After 18 months, there was no difference in blood
sugar control or other outcomes recorded between the
groups. As with any evidence gained, perhaps the length of
coach training or number of sessions (average 3 per person
in this case) could have had an impact on the results.
Finally, one study in Canada into 45 students with a body
mass index of over 30 were either offered coaching or
education from a specialist. The follow-ups showed that the
educational programme was more effective than the
coaching for weight loss but the coaching resulted in lower
calorie intake. Interestingly, the feedback from the health
coaching group showed improved self-efficacy with
comments such as feeling ‘more empowered to make
healthy choices’ (Pearson et al 2013:11). The health
coaching group also reported greater ‘self-understanding
and self-responsibility as primary outcomes of their
experience’, (Pearson et al 2013:4). Whereas, the
educational group focussed on the ‘value of the practical
knowledge gained’ (Pearson et al 2013:4). Here we see an
example whereby health coaching is having potentially more
sustainable effects on behaviour such as self-efficacy versus
other interventions such as education in this case.

• Reduced costs or service use - the financial case
Despite it being clear that more evidence is required to
research whether health coaching reduces healthcare use or
costs, there is some encouraging research which shows a
positive return on investment in relation to health coaching
and related interventions.
A study by Goetzel, Ron Z et al (2014) in Colorado, USA
lasting one year, examined ten modifiable health risks for
2,458 workers at 121 businesses that participated in a
health promotion programme which including unlimited
access to health coaching. Reductions were reported across
10 risk factors including obesity, high cholesterol, high blood
glucose, stress and depression. The resultant return-oninvestment (ROI) simulation model showed an overall
estimated savings of $2.03 for every $1.00 invested in terms
of medical savings and productivity savings for the
participants concerned. The study also referenced that the
benefits could extend beyond the direct participants of the
programme to their dependents, showing that there may be
a wider systemic impact (and ROI) of health programmes
which include health coaching.
However, the counter argument is that measuring the ROI
of coaching interventions is too inconsistent (in
measurement methodology) to be useful. Grant (2012)
suggests that by focusing on financial returns runs the risk of
the real potential of coaching to create a broad range of
positive outcomes being hidden from view. Grant’s research
also shows significant variation in reports of ROI from
coaching, concluding that comparisons are unrealistic and
somewhat meaningless:
For example, in relation to coaching ROI, Grant (2012) states
‘RIO from other studies shows estimates of 221% (Phillips,
2007), 545% (McGovern et al., 2001) and 788% (KampaKokesch & Anderson, 2001), with figures of between 500%
and 700% commonly reported as being ‘the’ ROI for
executive coaching (Anderson, 2008)’.
ROI is not just financial though. There have been some
positive results on hospital admissions, and in the context of
workplace wellbeing. Furthermore, some incremental cost
savings were found after reviewing 24 randomised trials;
‘£6,000 for smoking cessation; £14,000 for telephone-based
diabetes management, and £250,000 or more for promoting
mammography attendance and HIV prevention amongst
drug users’ (The Evidence Centre, 2014:32).

Reduced hospital admissions and readmissions
A US based study looking at patients over 65 admitted to
hospital and either given usual care or assigned a ‘transition
coach’, found that ‘hospital costs were lower for
intervention patients ($2058) vs controls ($2546) at 180
days’, (Coleman et al 2006:1822). The same randomised
trial showed fewer readmissions recorded at 30, 90 and 180
days.
A larger study of 174,120 people in the USA given either
usual care or health coaching support (called enhanced
support) depending on if they had higher predicted medical
costs or not, provided some interesting results. The
enhanced group had 4% lower monthly medical and
pharmacy costs per person after 12 months and this was
11

also due to reduced admissions to hospital (see Wennberg et
al, 2010).

Workplace wellbeing
A cost saving of $176 per person in healthcare expenses was
recorded in the USA after an analysis over 4 years of a
workplace health coaching programme. There was also a
further $182 inpatient expense reduction per person resulting
in a $1.62: $1 return on investment, (Naydeck et al, 2008). A
similar workplace study in Lebanon over the same length of
time, showed that the health coaching group, despite not
showing higher cost-effectiveness ratios, had the greatest
participant engagement scores and health outcomes
compared to the control groups, (see Saleh et al, 2010). Again,
it appears that self-efficacy improved here even if costeffectiveness did not.
In the USA, another wellbeing programme for 1,282 people
which included health coaching, personal training with 24hour fitness centre access, personal health assessments and
screening, resulted in improved health outcomes (physical
activity, healthy eating, weight loss and blood pressure) but
also absenteeism decreased by 25% (see Davis et al 2009).
This shows that the return on investment of health coaching
and other interventions extends beyond the healthcare
environment into the workplace setting. If people are more
engaged and better able to self-manage and sustain healthy
behaviours, they are less likely to take time off for sickness
which could result in higher productivity.

Limitations to research
While the research into health coaching’s impact provides
growing evidence of its efficacy, caution is needed. In many of
the studies the research hypotheses were not proven e.g.
improved health outcomes although there may have been
evidence of other positive outcomes such as self-efficacy.
Further questions can also be raised in many studies about
the sustained impact of coaching, and whether gains made
were sustained for 12 months and beyond.
Finally, a significant number of studies are emerging from the
USA, due to the growth in awareness of health coaching.
However, how transferrable these results are to other health
care systems need to be considered.

Further research
It has been suggested that potential further areas of research
include looking at what the optimal coaching ‘dose’ is, how to
select participants for coaching, whether coaching works
better for specific demographic groups e.g. ethnicity, socioeconomic groups, how to improve the sustainability of health
coaching and how to improve its cost-effectiveness.
Emerging trends in health coaching such as digital delivery
methods, Artificial Intelligence (AI) and robotics, and
individual versus group coaching are also areas of research
interest.
The NHS commented in its Health Coaching Quality
Framework that it did not cover ‘programmes involving the
informal workforce and the use of health coaching as a
referral pathway, but there’s likely to be significant overlap
which further research could identify’. This shows that the
healthcare sector in the UK is considering alternative routes to
coaching such as ‘prescribing’ or referring patients to coaching
if it cannot be provided ordinarily.

Guidance for health coaching
The Health Coaching Quality Framework has been commissioned by NHS England as a way of helping to develop
effective health coaching programmes and to ensure their ongoing quality. It contains guidance on four sections
as follows:
1. Programme Design - The background work on
which a training programme is based and the
resulting curriculum design. Identifies participants
for coaching and the fit with other selfmanagement pathways.
2. Programme Delivery - Practicalities regarding
programme delivery such as pairing, length of
session, frequency of coaching, method of delivery
including accessibility and number of sessions.

3. Monitoring and Evaluation - This seeks to ensure
the programme has achieved its aims by way of
ongoing feedback on the training’s effectiveness.
4. Sustainability - Monitoring of the ongoing
(sustained) usefulness and effectiveness of
coaching skills in the healthcare sector and how
they are being embedded into the everyday
culture.

The Review
This review of research evidence suggests that health and wellbeing coaching can make a positive
contribution to the global healthcare sector. We invite health leaders and health care professionals to
reflect on the 12-steps and what actions are appropriate to their health system context, their patients
and health care workers.

12

12 Steps: Opportunities For Action
The following 12 steps provide a range of possible
actions for the different stakeholders within the
healthcare system. We believe a collaborative
approach is one which is most likely to deliver
sustained long term impact on health and wellbeing.

Healthcare sector leaders & commissioners
1.

Commission further research to explore the
impacts of health coaching using qualitative and
quantitative methods to provide more evidencedbased data.

2.

Collaborate across the healthcare sector and with
professional coaching bodies, research centres,
and coaching organisations for coaching
programme development support and for research
purposes.

3.

Design programmes to support the development
of health coaching in appropriate settings.

4.

Develop a team of health coaching champions to
encourage routine use of coaching and build a
coaching culture within health sector
organisations.

Clinicians and healthcare professionals
5.

Use a health coaching approach and mind-set shift
to interact differently with patients and colleagues.

6.

Change roles from expert to enabler to move
responsibility away from fixing to facilitating
behaviour change.

7.

Adopt a coaching approach for own personal
development and resilience building.

8.

Contribute to the evidence-base.

Patients
9.

Engage in heath coaching to improve self-efficacy,
empowerment and ownership of one’s own health
and wellbeing.

10. Shift mind-set away from seeing healthcare
professionals as experts which have all the answers
to viewing the relationship as a partnership for
health.

Professional coaches, education centres,
coaching organisations and professional coaching
bodies
11. Share best practice with, and provide support to,
the healthcare sector.
12. Support the training, accreditation and supervision
of healthcare professionals as coaches.
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