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Abstract

Background: Many patients do not engage in health behaviors that can control common, 

chronic illnesses. Clinicians have opportunities to promote health behaviors yet may lack skills 

for coaching effectively about health behaviors.

Objectives: Our aims are to: present definitions of coaching, propose concepts for coaching 

about behavior change from two theories, share theory-guided research on behavior change 

relevant to ambulatory care settings, and delineate how concepts from these theories can guide 

coaching.

Methods: In our discussion, we explain how two behavioral theories are complementary and 

applicable to coaching, present empirical support for these theories, and describe applications of 

these concepts for practice.
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Conclusions & Practice Implications: Self-determination theory can guide clinicians in how 

to interact with patients to meet patients’ psychological needs, to promote health behaviors, and 

subsequent health status. Self-regulation theory can guide coaches in what concepts to address for 

behavior change. These complementary theories have been supported in rigorous research with 

adult populations in ambulatory care settings.

Key words from MeSH headings:

Behavior; Health promotion; Disease; Secondary Prevention; Psychosocial intervention; Primary 
prevention

1. Introduction

Chronic illnesses (CIs), such as hypertension and diabetes, are major threats to morbidity 

and mortality [1]. The top twenty reasons for U.S. ambulatory visits reflect issues regarding 

CIs. These include progress visits for monitoring CIs, completion of exams or tests for CIs, 

discussion of test results, monitoring of side effects of medications, and counseling [2].

Differences continue to exist between clinicians’ recommendations for health behaviors to 

control CIs and patients’ actual health behaviors [3–5]. Only about 22.5% of U.S. adults 

have met physical activity guidelines for aerobic and strengthening activity; only 6–9% of 

U.S. adults have met dietary recommendations to eat 2 cups of fruit daily [6]. Patients 

report knowing health recommendations yet experience barriers to initiating and sustaining 

health behaviors [3, 7]. Diverse barriers can inhibit health behaviors including personal, 

interpersonal, socio-cultural, and environmental factors (e.g., affordability, accessibility, and 

acceptability of services). Social determinants of health interfere with health behaviors, such 

as economic stability, health care access, and social and community contexts [3, 8]. Because 

people have feelings, beliefs, and values about what is important in life and these aspects 

can influence health behaviors, clinicians need to understand and discuss these aspects with 

patients [3].

Many clinicians – including exercise physiologists, nurse practitioners, pharmacists, 

physician assistants, and physicians -- work in ambulatory settings. Clinicians have 

opportunities to discuss health behaviors that are associated with CIs (e.g., diet, stress 

management). With evidence-based, communication skills, clinicians can be effective in 

promoting patients’ health behaviors and controlling CIs [9]. Yet, clinicians do not engage 

patients in substantive discussions about health behavior change as often as desired for 

CI control; they may have organizational, structural, and professional barriers to doing so 

[10]. Busy clinicians tend to inform patients about what they should do for health, rather 

than engaging patients in discussions about their beliefs, behaviors, and health goals. We 

acknowledge increasing demands for efficiency in ambulatory settings. Nevertheless, CI 

control is needed to maximize people’s health and minimize clinicians’ demands in the long 

term.

Scholars have identified effective communications that can promote patients’ health 

behaviors [9, 11–13]. In this paper, we share concepts that clinicians can use to guide 

such communications. Having a set of concepts to guide coaching could improve clinicians’ 
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efficiency and effectiveness in promoting health behaviors. Our aims are to: 1) present 

a definition of coaching drawn from literature, 2) propose concepts to guide coaching 

about behavior change from two, complementary theories; 3) share theory-guided research 

on behavior change, and 4) describe how concepts from theories can guide coaching in 

ambulatory care. We use the term “clinician” to refer to health practitioners in general and 

“coach” to refer to one who has communication skills for behavior change.

1.1. Coaching in health care contexts

The term “coaching” has been used frequently in health care, yet inconsistently [9]. 

Coaching has been described as an approach or service that is patient-centered [14, 15] 

as well as an integration and application of health education and promotion skills [12]. 

Coaches facilitate patients in taking actions towards healthy behaviors, using education 

and motivational strategies [10, 12, 16–19]. The desired outcomes are for patients to 

reach their feasible health goals and improve overall health [12, 17, 18]. We propose that 

health coaching involves clinicians working collaboratively to support patients in reaching a 
mutually agreed upon health goal, with “health” broadly defined.

For effective coaching, clinicians and patients have respect for each other [13, 16, 19]. 

Clinicians respect patients’ expertise about themselves, their life context, preferences, 

and values; patients’ respect the professional expertise of clinicians. Skillful coaches are 

sensitive to potential status or power differences, have knowledge about the frequency 

of, and rationale for, health behaviors, as well as mastery of concepts for effective 

communication and behavior change [19]. Ethically, patients have moral autonomy to decide 

how to address health threats from CIs (including non-action) if they are cognitively intact 

and mentally stable [20, 21].

1.2. Challenges to coaching in practice

We recognize demands for efficiency that influence clinicians’ capacity to offer meaningful 

coaching [22]; these are beyond the scope of this paper. For example, building rapport 

with patients is critical and can take time that clinicians may not perceive they have. 

However, clinicians can build rapport in a time-efficient manner by modifying their 

communication patterns. Clinicians can pose open-ended questions at the start of visits 

to gather patient-centered information and then collaboratively discuss setting agendas for 

visits and long-term care plans. Clinicians’ communications – such as clarifying information 

and acknowledging patients’ feelings -- can influence patient satisfaction and health status 

[23, 24]. Patient satisfaction can be fostered by clinicians intentionally listening and/or 

clarifying meanings of issues. Time spent “upfront” to understand patients’ concerns can 

“pay off” later when discussing steps to control CIs. In ambulatory settings, there are 

challenges to improving quality of care and clinicians’ discussions with patients about 

recommended preventive behaviors, including screening [22]. Time constrictions are one 

example of this, however time per visit should not be the only important outcome in 

providing healthcare.

For instance, imagine a clinician who has completed their assessment of a patient who 

has CIs that are not well-controlled. If they were to discuss all the ways the patient could 
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improve their health, then the patient could be overwhelmed, and they could run late. 

Instead, they can pose a focused, open-ended question: “Given your conditions and situation, 

what step(s) would you be willing to take now for your health, if any?” Responses to this 

question can direct the clinician’s conversation mindful of the patient’s goal(s) [3, 19]. 

Clinicians can support many patient-chosen steps (e.g., eating less fat or sugar) and focus on 

one behavioral step at a time. They can address essential medical content and ask the patient 

to return for follow up.

2. Applying behavioral theories to coaching

As interdisciplinary clinicians in ambulatory care, the authors sought ways to improve 

communications with patients for behavior change. Because theories can be useful roadmaps 

in practice and research, the last author had reviewed behavioral theories critically for 

usefulness, clarity, adequacy, parsimony, and empirical support. From this review, two 

theories were identified as promising to guide coaching: self-determination theory and 

self-regulation theory [14, 25, 26]. We discuss these two theories and their corresponding 

concepts, that is, “key ingredients”, in relation to coaching. Thus, we answer a scholars’ 

call to clarify theoretical foundations for coaching [15]. We present concepts from self-

determination theory (SDT) because they can guide clinicians in how to communicate 

effectively to elicit patients’ autonomous motivation for health behaviors and outcomes. 

We present concepts from self-regulation theory (SRT) because they reflect what type of 

information patients need to adopt new behaviors and monitor progress.

2.1. Self-regulation theory

In self-regulation theory (SRT) [17, 18], self-regulation refers to one’s abilities to initiate, 

monitor, persist and/or alter one’s behavior, emotions, and cognitive strategies, with 

new stimuli or information, and reach one’s personal goals. Concepts in SRT include 

information, reference points, comparisons, feedback, decision points, and actions [12, 17]. 

Figure 1 presents self-regulation processes. For example, consider people hearing that they 

should “be more active” or “maintain a normal blood pressure”. For people to interpret 

whether activity or BP levels are desirable, they need to know specific recommendations for 

such. The recommendations serve as reference points, that is, standards, for comparison [17, 

27].

Many peoples’ behaviors are discrepant with recommendations [3–5]. When peoples’ 

current states are moderately or markedly discrepant with recommendations, coaches 

and patients can collaborate to set short-term, learning, or proximal goals to strive to 

achieve longer-term, performance, or distal goals [28, 29]. When this situation exists, 

patients compare their behavioral states to their behavioral goals, rather than to actual 

recommendations.

By making such comparisons, patients receive feedback about whether their states are 

congruent with their behavioral goals. If patients’ states are congruent with their goals or 

recommendations, they can affirm their behavioral efforts, decide to maintain or revise their 

goals, and monitor their progress again. If patients’ states are discrepant with their goals, 

Sinaise et al. Page 4

Patient Educ Couns. Author manuscript; available in PMC 2024 January 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



then they can discuss with coaches what to do next, such as: try harder, address barriers, or 

revise their goal for feasibility.

Coaches collaborate with patients to establish behavioral goals with certain criteria because 

these goals are likely to be met. These SMART criteria are: (S)pecific, (M)easurable, 

(A)ttainable, (R)ealistic and (T)ime-bound [7, 29]. Although some discrepancy between 

ones’ current and ideal states can be motivating, high levels can be inhibiting [17]. Effective 

coaches also facilitate patients in making coping plans to deal with expected barriers 

goals (see Table 1) to maximize behavioral progress. The SRT process repeats as patients 

maintain, or strive to improve, health behaviors, refine goals, or deal with relapse [17, 29].

2.2. Empirical support for self-regulation theory

Scholars have conducted rigorous reviews about intervention efficacy on health behaviors, 

guided by SRT. In a meta-analysis, Epton and colleagues examined the efficacy of 

interventions with goal setting components on health behaviors [30]. They found goal 

setting had a unique effect on promoting different behaviors, consistent with another meta-

analysis [31]. This approach was most effective when goals were moderately difficult, 

set in front of others (vs. online), and shared by a group (vs. an individual). Harkin’s 

team found the frequency with which coaches monitored patients’ goals was associated 

with patients’ behavioral progress [18, 30], especially when contacts were recorded [18]. 

Monitoring progress is analogous to comparing current and desired states (c.f., Figure 1). 

Clinical interventions incorporating electronic devices were associated with more frequent 

monitoring and goal attainment [18, 30].

Michie and colleagues identified theoretically-based, intervention components that improved 

activity and eating behaviors [32]. These included prompting of self-monitoring and self-

monitoring with another SRT component (e.g., goal setting, feedback). Other researchers 

[31] reported that individualized feedback, along with other SRT component, can support 

behavior change [31, 32]. Cochrane reviewers [33] concluded feedback can be helpful when 

it is individualized, behaviorally specific, shared non-judgmentally, more than once, verbally 

and in writing, with particular plans. Suls and team [12] documented that monitoring 

has been associated with improvements in blood pressure, activity, and eating. In another 

review, the interventional approaches that improved physical activity were goal setting, 

self-monitoring, and problem solving [29, 31]. Problem-solving about barriers can involve 

incorporating social supports into one’s coping plans [34].

2.3. Self-determination theory (SDT)

Psychologists [35] developed and tested SDT, based in part on humanistic assumptions. 

SDT includes the concepts of relatedness, autonomy, perceived competence, which 

are psychological needs, and type of motivation. According to SDT, when peoples’ 

psychological needs are met, they are likely to be autonomously motivated to engage in 

corresponding behaviors [14, 35]. See Figure 2.

“Relatedness” refers to peoples’ experiences of others as responsive and sensitive as well as 

having abilities to be responsive and sensitive to others [35]. Relatedness is characterized as 

feeling close and connected with significant people, including clinicians [36]. “Autonomy” 
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refers to peoples’ sense of willingness or volition regarding goals and behaviors. Autonomy 

is characterized by people choosing freely, without pressure, from within or outside 

themselves [35, 37]. “Perceived competence” refers to feeling effective and capable as 

well as having some mastery regarding behaviors that correspond with goals [36, 37]; it 

is analogous to self-efficacy. Perceived competence has been consistently and positively 

associated with starting new behaviors when behaviors had been adopted for people’s own 

motives [13]. Figure 3.

People can experience controlling or autonomous motivation or amotivation. Controlling 

motivation refers to feeling pressured to act, from within oneself or from others; autonomous 

motivation refers to having the abilities to choose freely. Whereas in SDT, motivation refers 

to a type or quality of motivation [37], in common usage, motivation refers to the degree 

of reasons for action. Experiencing controlled motivation can inhibit people from engaging 

in a corresponding behavior [35, 36]. When patients are amotivated, clinicians can discuss 

deferring behavioral changes until patients’ motivation or situations improve [8].

2.4 Empirical support for SDT

In experimental studies based on SDT, researchers interacted with adults to meet their 

psychological needs, set health behavior goals, and observe health outcomes. Williams’ team 

[38] created a supportive environment and addressed autonomous motivation and perceived 

competence with patients who were smokers and had elevated cholesterol levels. Compared 

to usual care, intervention participants had a) higher scores on autonomous motivation and 

perceived competence at 6 months; b) higher smoking cessation and medication use rates, 

and lower LDL-C levels, at 12-months. Silva’s team [39] interacted with women to improve 

weight control. Compared to controls, intervention participants had higher autonomous 

motivation and activity scores, and weight loss one year later. In another intervention 

guided by SDT, researchers demonstrated improved autonomous motivation and perceived 

competence for dental care among patients post-intervention and subsequently less gingivitis 

and plaque in these patients [40]. In a systematic review, researchers [24] reported that 

autonomous motivation and perceived competence in activity predicted physical activity. In 

another systematic review, researchers concluded that interventions based on SDT improved 

health outcomes [13].

3. Integrating & Applying complementary concepts to coaching in 

healthcare

At the start of patient interactions, coaches use open-ended questions and assess patients’ 

current situation, beliefs, and values [3, 7, 19, 41]. Establishing relatedness, coaches 

demonstrate concern, use silence, and listen empathetically when collecting histories [36, 

37]. Supporting relatedness and autonomy, coaches assess patients’ issues and reasons for 

seeking care now [7, 34]. Coaches share their clinical assessments and recommendations 

with rationale [36]; they ask patients for their questions.

Coaches can support patients’ autonomy when discussing diagnoses and plans [36, 37]. 

Coaches ask permission to share relevant information (e.g., “Would it be alright if I shared 
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more …?”). Coaches offer a set of good options (e.g., medications, tests, or watchful 

waiting). To avoid conveying control, coaches make more open-ended questions than 

declarative statements [19, 37]. Patients may express ambivalence to proposed plans or 

behaviors. If so, coaches assess patients’ perceived advantages and disadvantages regarding 

behavior change to understand patients and tailor discussions [3, 9, 41, 42]. If patients prefer 

to take approaches that clinicians consider risky, then clinicians explain their concerns for 

patients’ safety (i.e., rationale) if they were to take these approaches. By doing so, clinicians 

can act beneficently and respectfully [20, 21].

Coaches elicit from patients what behavioral goals they would be interested in pursuing for 

health (i.e., assessing autonomous motivation]. When asked about goals, patients typically 

offer general statements (e.g., “to avoid medicines” or “to lose weight”). These desired 

states are relatively abstract, reflect patients’ values, and can be motivating, yet are not 

specific enough to guide behavior effectively [17, 27, 32]. Coaches typically need to clarify 

what specific type of short-term, proximal, behavioral goal would be realistic and aligned 

with patients’ long-term, distal, health goals. Coaches strive to be as specific in clarifying 

patients’ goals as clinicians are when writing prescriptions. Patients need to know the type, 

intensity, frequency, and duration of activities that could result in improved outcomes (e.g., 

lower weight, blood pressure) for self-monitoring purposes, consistent with SRT [17, 43].

Coaches assess patients’ perceived competence in implementing their plans and explain that 

lacking competence can interfere with adopting new behaviors. Providing some structure, 

coaches collaborate on identifying behavioral goals with patients; goals likely to be met are 

achievable, moderately difficult, yet psychologically challenging [17, 35, 36]. By identifying 

feasible goals with patients, coaches foster patients’ perceived and actual competence at 

new behaviors. Coaches ask about realistic barriers (e.g., “What might stand in your way of 

taking your planned steps?”). Coaches elicit from patients how they would deal with barriers 

and discuss coping plans [7, 17]. Withholding suggestions, coaches encourage patients to 

problem-solve ways to deal with barriers. When patients have identified realistic solutions 

to their barriers, they may be likely to overcome barriers because they have mentally 

rehearsed how to do so. If patients’ barriers are, “I haven’t gotten around to it yet” or 

lack of motivation, coaches can ask something such as, “What would it take to change this 

situation?”. Coaches can also assess patients’ past experiences with similar barriers and how 

patients dealt with them. Coaches acknowledge patients’ feelings related to barriers (e.g., 

discouragement), unsuccessful attempts, or uneasiness about changing an undesired habit [3, 

4, 17].

By identifying patients’ short- and long-term health goal(s), coaches and patients have 

standards (per SRT) against which to monitor progress [17, 27]. Patients can compare 

their current behaviors to short-term goals (e.g., “fitting in a black dress”), long-term goals 

(e.g., maintaining a healthy weight), and/or clinical recommendations (e.g., recommended 

BMI). If patients’ weights are discrepant with recommendations, then patients may be 

motivated to improve their behaviors and meet their goals (“fitting in a black dress”). When 

coaches collaborate with patients on behavioral goals that meet SMART criteria, then goal 

attainment may be likely [42].
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At follow-up visits, coaches continue to apply SDT concepts to meet patients’ psychological 

needs. Coaches prompt patients to monitor their behaviors against their goals or clinical 

recommendations, consistent with SRT [17, 27]. If patients have met their goals, then 

coaches acknowledge progress objectively and specifically (e.g., “What you did is 

impressive!”), rather than generally or with evaluative comments (e.g., “You’re awesome!”) 

[33, 35, 36]. This approach can support patients’ continued efforts [33]. To support patients’ 

perceived competence with new behaviors, coaches can ask, “What worked well for you?”. 

When patients’ behaviors and goals are discrepant, coaches can ask, “How does your 

behavior of X fit with your health goal of Y?”. Coaches re-assess patients’ barriers and 

feasible ways of dealing with them. If patients’ goals were too difficult, then coaches 

non-judgmentally ask about barriers or revision of goals. Coaches can make reflections 

rather than asking many questions; they avoid asking questions beginning with “Why didn’t 

you…?”; to avoid defensiveness. By acting neutrally, coaches can foster patients’ autonomy 

in choosing new behaviors [24].

4. Conclusions

In this paper, we presented an innovative integration of SRT and SDT to guide coaching to 

promote recommended health behaviors. The SRT and SDT concepts are complementary 

and useful to clinician interactions with adult patients who are cognitively intact [14, 

25]. Guided by SDT concepts, clinicians create supportive environments in which to meet 

patients’ psychological needs. In turn, coaches foster autonomous motivation for patients’ 

behavioral goals and health. Guided by SRT concepts, clinicians can offer the type of 

information that patients need to adopt, monitor, and self-regulate their efforts towards 

behavioral goals and health. By applying this integrated set of concepts in coaching, 

clinicians can support patients in improving their health behaviors and corresponding CIs.
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Figure 1. 
Concepts and processes of self-regulation theory
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Figure 2. 
How clinicians can guide discussions with patients to create supportive environments for 

behavior change, based on self-determination theory
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Figure 3. 
Combining concepts reflecting “what” to address and “how” to discuss topics in health 

coaching;

Integrating concepts from self-regulation & self-determination theories to health behavior 

coaching
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Table 1.

Content to address in health coaching, according to self-regulation theory

1 Coaches share with patients relevant health recommendations. A behavioral recommendation for activity could be to engage in 
moderately paced activity of 150 minutes/week; a clinical recommendation could be for blood pressure (BP) to be <130/80. 
These recommendations are needed to serve as reference points, that is, standards, against which people can compare their current 
behavioral and/or clinical states.

2 Patients can compare their current states to the corresponding health recommendations. For example, some patients’ current 
activity levels may be walking 10 minutes/day on 3 day/week; some patients’ current BP may average 148/82.

3 By making comparison(s), patients receive feedback about whether their current states are congruent or discrepant with 
recommendations. In the examples above, the patients’ activity levels are too low and BPs are too high; the states are discrepant 
with recommendations.

4 Many peoples’ behaviors are discrepant with recommendations. Given that coaches create supportive environments and 
collaborate to set feasible goals, coaches and patients collaborate to set goals that are short-term goals, proximal to clinical 
recommendations. If this is the case, then patients compare their current states to their goals, rather than to the more distal 
recommendations.

5 After comparing their current states to their goals, patients receive feedback. If their states are congruent with their goals, then 
patients can affirm their progress, decide whether to maintain efforts, and plan to monitor their states again.

6 If patients receive feedback that their states are discrepant with their goals, then patients can decide whether to alter their efforts 
so their current states meet recommendations. They could do so by:

• Increasing their efforts, for example, so their a) behavior/output corresponds with activity recommendations or b) BP 
levels decrease

• Decreasing their barriers, for example, to a) activity or b) BP reduction, by asking friends to join activities or by using 
less salt at the table

• Revising their goals for feasibility

7 Coaches can provide some structure for patients in a discussion about identifying short-term goals and action plans that 
correspond to patients’ abstract goal/value. Coaches collaborate with patients to identify SMART goals because these are most 
likely to be achieved:

(S)pecific,

(M)easurable

(A)ttainable

(R)ealistic

(T)ime bound

8 Coaches elicit from patients the likely barriers to the proposed SMART goals; coaches collaboratively problem-solve with 
patients about coping plans to deal with external and personal barriers (e.g., inclement weather, social gatherings, feeling tired).

9 Coaches and patients monitor goal progress as patients strive to meet SMART goals.

10 At a pre-determined time, coaches and patients assess whether patients met SMART goal(s). They can repeat the process 
described here with revised, feasible goals, increasingly difficult goals, or with maintenance of goals.
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