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Abstract
Practical and valid instruments are needed to assess
fidelity of coaching for weight loss. The purpose of this
study was to develop and validate the ASPIRE Coaching
Fidelity Checklist (ACFC). Classical test theory guided
ACFC development. Principal component analyses were
used to determine item groupings. Psychometric
properties, internal consistency, and inter-rater reliability
were evaluated for each subscale. Criterion validity was
tested by predicting weight loss as a function of coaching
fidelity. The final 19-item ACFC consists of two domains
(session process and session structure) and five sub-
scales (sets goals and monitor progress, assess and
personalize self-regulatory content, manages the session,
creates a supportive and empathetic climate, and stays
on track). Four of five subscales showed high internal
consistency (Cronbach alphas>0.70) for group-based
coaching; only two of five subscales had high internal
reliability for phone-based coaching. All five sub-scales
were positively and significantly associated with weight
loss for group- but not for phone-based coaching. The
ACFC is a reliable and valid instrument that can be used to
assess fidelity and guide skill-building for weight
management interventionists.
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INTRODUCTION
Complex behavioral interventions implemented with
higher fidelity are associated with better clinical out-
comes [1, 2]. While several obesity interventions have
proven to be efficacious in ideal study settings, the
effects are often weakened when implemented in clin-
ical settings [3], at least in part because these interven-
tions are delivered with low fidelity. Treatment fidelity
is the degree to which an interventionwas delivered as
designed and intended [4] andmeasures of fidelity can
be used to monitor and enhance reliability and valid-
ity of behavioral interventions [5]. Assessing treatment
fidelity establishes internal validity of a research study

and helps to establish whether outcomes are caused
by the intervention or by other unmeasured factors
[5–9].
Fidelity assessment is essential for moving toward

understanding theoretical mechanisms, and more
pragmatically, identifying which components of an
intervention contribute to outcomes [10, 11]. This
knowledge reveals the necessary core components of
complex interventions that contribute to expected
benefits and thus provides guidance for adaptability
of the intervention into diverse settings [12, 13, 8]. For
example, one meta-analyses of components associat-
ed with effectiveness of parent training interventions
found that of 18 intervention components tested
across 77 published studies, 5 components were con-
sistently associated with larger effects, 3 components
were associated with smaller effects, and the remain-
der had inconsistent effects [14]. This information can
be used to help guide adaptation into clinical settings,
for example, by placing priority on implementing the
components associated with the largest effects. How-
ever, these findings are tenuous because of the lack of
indication about the degree to which these compo-
nents were actually delivered (i.e., lack of fidelity as-
sessment); the authors of this review highlight the
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Implications
Practice: The ACFC is freely available for use by
practitioners who design and deliver weight man-
agement interventions to patients who may find
this tool useful for rating the quality and delivery
of coaching in a clinical setting.

Policy: Fidelity checklists like the ACFC need to be
used in clinical practices to help ensure transparent
and high-quality delivery of weight management
interventions.

Research: Validation of the ACFC in diverse set-
tings has the promise of improving the translation
of weight management interventions.
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need for more consistent assessment of delivery fidel-
ity [14].
Despite the clear need, exceedingly few studies ex-

plicitly report assessment of treatment delivery fidelity
[5, 6, 9]. One review found only 30% of 287 published
studies over a 10-year span included a mechanism by
which to assess treatment delivery and only 6 %
assessed the presence of non-treatment specific effects
(e.g., empathy) in delivery [9].
There are few validated instruments with which to

measure and report fidelity in the delivery of behav-
ioral interventions [9]. Furthermore, despite hundreds
of published studies on behavioral treatments for obe-
sity [15], a literature search found no validated fidelity
measures for weight management treatment delivery.
Therefore, the purpose of the present study was two-
fold. The first objective was to develop the Aspiring to
Lifelong Health (ASPIRE) Coaching Fidelity Check-
list (ACFC) to measure and report fidelity in the deliv-
ery of a weight management intervention. ASPIRE is
an evidence-based treatment weight management pro-
gram using a small changes approach that has been
shown to be effective in several previous studies across
3, 6, 9, and 12 months [16–18]. The measure for the
present study was developed and tested based on the
largest and most recent study completed to date with
12-month outcomes. The second objective was to as-
sess the reliability and validity of the ACFC. While
there are many facets to assessing fidelity [5, 6, 19–21],
the focus of this study was on developing an assess-
ment instrument specifically focused on the delivery of
a behavioral intervention for weight management.

SETTING
A randomized controlled trial of the ASPIRE 12-
month weight management intervention (ASPIRE-
VA) was conducted in two Veterans Affairs (VA) med-
ical centers (VAMC). While more detailed informa-
tion on the overall study design, rationale, and out-
comes are already published, a brief description of the
ASPIRE-VA intervention sessions is provided here
[18, 22]. Two delivery modes (phone and group) were
compared to the usual care MOVE!® Weight Man-
agement Program [23] at the two study sites. Unfortu-
nately, resource constraints and logistical challenges
made it impossible assess fidelity ofMOVE! treatment
delivery. Thus, the focus of this study was on assessing
delivery of ASPIRE-VA over the phone and via in-
person groups.
The ASPIRE-VA trial recruited 481 patients [18, 22]

who were referred to MOVE! to participate in the
study. Eligibility criteria were broad [18] and included
Veterans with a body mass index (BMI)≥30 kg/m2 or
a BMI between 25 and 30 kg/m2 with at least one
obesity-related chronic health condition. Enrollment
occurred between January 2010 and October 2011 at
two VAMCs (one suburban and one urban) located in
the Midwestern US. Participants were randomized to
one of three programs: (1) individual treatment by
phone (ASPIRE-Phone; n=162); 2) in-person group

treatment (ASPIRE-Group; n=160); or 3) usual care
VA weight treatment (MOVE!; n=159). ASPIRE-VA
was a two-phased intervention that focused on work-
ing with each patient to set goals relative to current
behaviors. Following a baseline recording week to
help them self-evaluate their behavior, they were en-
couraged to self-select small, personalized, and attain-
able dietary and physical activity goals that would
induce a daily caloric deficit (e.g., 200–300 kcal/day)
sufficient to produce slow, steady weight loss [24, 25].
Participants were predominantly older (55 years on
average) males who were racially diverse (41 % Afri-
can American), with health-related disability (52 %),
low socio-economic status (43 % with annual in-
come<$20,000), and high levels of disability (55 %)
[18, 22]. Participants in both ASPIRE programs lost a
statistically significant amount of weight, but partici-
pants in ASPIRE-Group lost nearly twice as much as
participants in ASPIRE-Phone at 3 months (−2.2 kg,
95 % CI=−3.1, −1.2, in ASPIRE-Group vs −1.4 kg,
95%CI=−2.3,−0.5 inASPIRE-Phone) and 12months
after baseline (−2.8 kg, 95 % CI=−3.8, −1.9, in
ASPIRE-Group vs −1.4 kg, 95 % CI=−2.4, −0.5 in
ASPIRE-Phone)[18].
The intensive 3-month phase of ASPIRE-Phone and

ASPIRE-Group consisted of 12 weekly sessions fol-
lowing an orientation session. The follow-up phase of
the programs consisted of 13 bi-weekly sessions for
6 months followed by 3 monthly sessions for a total of
28 sessions over 12 months. Non-clinician coaches
delivered treatment and participants generally had
the same coach for the duration of the program.
Planned session duration was 20–30 min for
ASPIRE-Phone (which was delivered individually)
and 60 min for ASPIRE-Group.
ASPIRE-VA was a manualized program whose de-

sign aligned with an underlying theoretical framework
that described hypothesizedmechanisms for behavior-
al change that are essential for weight loss (Fig. 1).
Because this was a pragmatic trial with a goal of de-
signing a low-cost intervention that could be scaled up
and implemented in the future, non-clinician lifestyle
coaches were hired to deliver the program to evaluate
whether less expensive, non-credentialed coaches
could deliver ASPIRE-VA effectively. None of the
coaches had prior experience or training in delivery
of behavioral interventions; three of the coaches had
bachelor’s degrees in psychology or public health and
the fourth coach had amaster’s degree in public policy.
ASPIRE-VA coaches were to provide support to cre-
ate a reinforcing feedback loop between: self-
monitoring of food intake using a stoplight monitoring
system for daily food intake and pedometers to mon-
itor daily step counts and other topic-specific behav-
iors; setting small goals that were personalized relative
to baseline behaviors; and maintaining cumulative
changes. As shown in Fig. 1, sessions were structured
to include threemain coaching components: (1) check-
ing in to review self-monitoring and goal attainment
since the last session; (2) sharing psychoeducational
information in a patient-centered way that built self-
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regulation skills for making and sustaining behavioral
changes; and (3) action planning which included set-
ting new goals and using problem-solving techniques
to address barriers to achieving goals. A fidelity instru-
ment was needed to assess the extent to which
ASPIRE-VA was delivered as designed. Consonant
with recognized dual functions of fidelity assessment,
fidelity ratings were used to provide feedback [21] to
coach supervisors to use in improving coaching skills
[6]. Secondly, this study sought to assess the validity
and reliability of the ACFC.

METHODS
Avalid and reliable measure of fidelity was needed to
establish causality of ASPIRE coaching with weight
outcomes. Therefore, classical test theory was used to
guide development of the ACFC, which assumes that
there is a true score that can characterize delivery of
ASPIRE-VA, while acknowledging that its measure-
ment will contain error. This theoretical approach
guided our analyses in assessing reliability of ACFC
fidelity scores. Ratings based on recordings of coach-
ing sessions and outcomes from the two ASPIRE pro-
grams were used to develop and assess the ACFC.
Methods for developing the ACFC were chosen to
create an effective (scientifically validated) and effi-
cient (feasible and useful in routine care) fidelity in-
strument [26]. This study was approved by the Institu-
tional Review Boards at both of the study sites. Patient
consent to be audio-taped during coaching sessions
was obtained as part of the informed consent process
at the baseline assessment and affirmed by verbal
assent for each recorded session.

Purpose of the ASPIRE-VA coaching fidelity checklist (ACFC)
The ACFC was designed to assess the degree to which
the interventionists adhered to treatment protocol
when conducting sessions with patients in the
ASPIRE-VAweight loss program. Fidelity scores were
also used to help establish the relationship between

treatment components and outcomes, a first step to-
ward identifying the Bactive ingredients^ of the
ASPIRE-VA coaching approach [27]. This will help
determine which components can be adapted to other
healthcare settings without compromising treatment
effectiveness [12].

Identifying fidelity criteria
The three main components of coaching sessions (see
first three bulleted items in Fig. 1) were used to guide
selection of fidelity criteria. Additional criteria (the
fourth bulleted item in Fig. 1)were selected to reflect
the expectation that coaches use patient-centered com-
munication techniques throughout each session, in-
cluding complex reflections to convey empathy, un-
derstanding, and support, and open-ended questions
to support patient autonomy in a way that encourages
and sustains lifestyle changes [28–30].
Assessment items were developed that applied to all

patient sessions (not topic-specific) within both phone-
or group-based modes of delivery. An initial set of 26
items was developed. Eleven items related to session
structure, as described by the three main components
above, were developed by the coach supervisors. The
goal with these itemswas to assess whether the coaches
covered the actions prescribed by the intervention; for
example, Bprompts review of goal attainment (i.e.,
review of goals versus actual).^ An additional 15 items
were developed to assess howwell the coach delivered
each aspect of the session. These process items were
drawn from a non-validated but published checklist
with which a team member had experience in other
behavioral intervention trials [31–36]. These items are
common to many patient-centered interventions; for
example, the health coach Bcame prepared and orga-
nized^ and Bresponded empathically to individual or
group member behavior.^ Two experienced interven-
tionists (not study coaches) independently rated each
of the 26 items using session recordings. After raters
scored each session, they met to discuss differ-
ences in ratings and discussed disagreements to come

Fig 1 | Theoretical framework for ASPIRE weight management coaching
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to consensus on a final rating. The raters dropped
items if they continued to cause confusion or disagree-
ment about how to apply them, did not uniformly
apply to every session with every patient, or overlap-
ped with another item. In addition, preliminary prin-
ciple component analyses early in the trial led to drop-
ping items with poor reliability. Twenty items were
retained and included in subsequent principal compo-
nent analyses.
For each item, full fidelity was indicated when an

interventionist Bfully covered/demonstrated^ all
checklist items. Fidelity assessments were used to iden-
tify gaps in delivery that were translated into topics for
continuing coach training and skill-building.

Fidelity measurement process
The fidelity checklist was designed for use by expert
raters. An observational coding approach was used,
based on audio-recorded sessions. This approach is a
gold standard for providing objective and highly spe-
cific measures [26].
Sample size calculations, based on an assumed pro-

portion of 80 % of sessions being completed, specified
288 observations [37–40], about 5 % of total planned
sessions. Recordings were made proportional to the
number of group versus phone sessions (a ratio of
three phone recordings to one group recording) and
proportional to the number of participants expected to
be recruited at each of the two study sites. All fidelity
assessments were performed by DEG, who is an ex-
perienced rater with an educational psychology doc-
torate degree. He was not involved with treatment
supervision and therefore was a true independent rater
of treatment fidelity.
Coaches were asked to record phone and group

sessions based on a randomized schedule assigned by
study investigators. The protocol was adapted to ac-
commodate missed sessions. Coaches were asked to
record the next available comparable session.

Scoring treatment fidelity
Each fidelity item in the checklist was rated using a
three-point ordinal scale (0=did not cover/
demonstrate; 1=partially covered/demonstrated;
2=fully covered/demonstrated). The use of ACFC to
establish causality of treatment with weight outcomes
demanded valid and reliable measures. Therefore,
trained raters assessed fidelity by listening to audio
recordings of treatment sessions and ensured there
were no missing ratings.

Establishing inter-rater reliability
Inter-rater reliability was established with a second
expert rater (LG), who independently assessed 32 %
of recorded sessions. The use of two raters highlighted
the need for clearly defined criteria by which to score
each ACFC item. A manual to help guide [41, 42]
assignment of ratings is provided in Appendix 3. This
guide helped to ensure high reliability between raters.
Comparing Kappa scores across items can be

misleading when there are especially high or low rates
of specific values for ratings (e.g., a high majority of
ratings equal to 2 (fully covered)) [43]. Thus, for each
ACFC item, inter-rater agreement was assessed as raw
percent agreement rather than using a kappa score.
Percent agreement was based onwhether raters agreed
that the coach did not cover the item (ratings of 0)
versus partially or completely covered the item (rat-
ings of 1 or 2). Pearson correlation coefficients were
also computed for each ACFC scale and sub-scale
based on the full 0–2 rating scale for each item.

Development of ACFC subscales
The 20 ACFC checklist items were initially organized
within two logical domains of fidelity based on adher-
ence to: (1) session structure and (2) session process.
Within each domain, principal component analyses
(PCA) were conducted for each item using varimax
rotation to guide clustering of the items into appropri-
ate underlying constructs. The analyses were done
using pooled fidelity data of phone- and group-based
sessions for the full 12 months of the program. Sum-
mary ACFC domain and subscale scores were com-
puted as sums of item ratings (0–2) within each domain
and subscale. Item-rest correlations were evaluated to
ensure that each item measured different facets of the
subscale construct, but items with item-rest correla-
tions below 0.40 were considered for deletion. Varying
numbers of items within each subscale made it difficult
to compare fidelity meaningfully across subscales.
Therefore, standardized subscale scores were comput-
ed so that values ranged from 0 (worst) to 100 (best) by
dividing the raw score by the maximum range of
values for each subscale.

Establishing ACFC internal consistency and criterion validity
Internal consistency was established using Cronbach’s
alpha. Criterion validity was assessed by testing the
association betweenACFC subscale scores and weight
loss outcomes for the 3-month intensive phase of treat-
ment. It was hypothesized that higher fidelity by the
interventionists would be associated with more weight
loss. Analyses were done separately for the two modes
of delivery, group and phone. There were four
coaches, each of whom coached participants in the
phone- and group-based programs. Average ACFC
scores were computed for each coach, for each deliv-
erymode. Therefore, each coach was assigned two sets
of ACFC scores: one for phone- and one for group-
based coaching. Averages were based on ACFC rat-
ings during the first 3 months (the most intensive
coaching phase) of the program. Separate linear
mixed-effects models for each ACFC subscale score
were fit with participants’ 3-month weight loss as the
dependent variable, with coaches as random intercepts
to account for potential within-coach correlation, and
ACFC subscale scores as the primary independent
variables. The Bunadjusted^ estimates were obtained
adjusting only for baseline weight. Although this is not
the same as percent change, it does evaluate the
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change (loss) controlling for baseline weight, and is the
typical primary response variable in many research
studies focused on weight loss, including the
ASPIRE-VA trial [18]. The adjusted estimates were
obtained after adjusting for other baseline covariates:
age, depression diagnosis, substance use diagnosis,
Charlson index, and BMI. Significant parameter esti-
mates for ACFC subscales in the hypothesized direc-
tion indicate support for criterion validity for each of
the ACFC subscales. All analyses were conducted with
STATA 13.1.[44]

RESULTS
The 322 participants in the twoASPIRE-VA programs
completed 2,334 total sessions in their first 3 months
and 2,183 sessions in the following 9months for a total
of 4,517 sessions over the 12-month program. Overall,
185 (4.1 %) sessions were rated between January 2010
and November 2012. Recordings were made of 134
(5.4 %) ASPIRE-Phone sessions, which involved 76
(57 %) unique participants. Of those participants, 15
(9 %) were recorded three or more times. Recordings
were made of 51 (6.2 %) ASPIRE-Group sessions,
which involved 154 (84 %) unique participants, and
of those participants, 79 (51 %) were recorded three or
more times. All ASPIRE-Phone participants and all
but one group (in deference to multiple members
suffering from post-traumatic stress disorder) assented
to be recorded. All recorded sessions were rated using
the ACFC.

Reliability
Table 1 shows results of an orthogonal solution from
the factor analysis based on a varimax (orthogonal)
rotation of 10 items within each of the two logical
domains of session structure and session process. The
Kaplan–Meyer Olkin measure indicated that our sam-
ple size was adequate for the factor analyses within
each domain (scores>0.80). The ACFC checklist is
provided in the Appendix 1.
The session structure domain has two subscales. The

first subscale comprises five items, which are logically
related to goal-setting and monitoring progress toward
achieving set goals, and is labeled BSet Goals and
Monitor Progress.^ The second subscale also com-
prises five items, which are related to delivering core
psycho-educational content, and is labeled BAssess
and Personalize Self-regulatory Content.^ No items
were dropped based on the factor loading or item-
total correlation.
The session process domain has three subscales.

The first subscale comprises five items, which are
logically related to session organization and delivery
style, and is labelled BManage the Session.^ The
second subscale comprises two items, which are
related to empathic and non-judgmental interac-
tions, and is labeled BCreates a Supportive and Em-
pathetic Climate.^ The third subscale comprises two
items, which are related to keeping the session on

track, and is labeled BStays on Track.^ One item,
labeled BHealth Coach avoided delving too deeply
into psychological issues,^ was dropped because of
its low item-rest correlation (0.29).
Inter-rater agreement was reasonably high based

on percent agreement and Pearson correlations for
domain and subscale scores (Table 2). Internal con-
sistency for domains and subscales, reflected by
Chronbach alpha, were all 0.75 or higher, indicating
high internal consistency of the items within each
subscale (Table 3). The only exception was BStays
on Track^ within the session process domain, which
has an alpha of 0.66. This lower reliability appears
to be driven by the exceedingly low reliability for
phone delivery (0.19).

Fidelity summary
Standardized scores (Table 3) were lower for ASPIRE-
Group delivery compared to ASPIRE-Phone delivery
for both session structure (p<0.001, t test for unequal
variance) and session process (p<0.001). ASPIRE-
Phone sessions had less variation in ratings (reflected
by lower standard deviations) for all items, except
BDelivers didactic material in a matter of fact and
friendly way.^ Median scores were at the maximum
value for all three subscales in the session process
domain and for one of the two subscales in the session
structure domain for ASPIRE-Phone. As shown in
Table 3, standardized mean scores for ASPIRE-
Phone were generally higher than 80 for both the
session process and session structure domains, indicat-
ing that coaches partially or fully met the objective of
each fidelity item. The only exception was BAssess and
Personalize Self-regulatory Content.^ Coaches re-
ceived low ratings for the item, BAssesses self-efficacy
for change^ within this sub-scale, which most likely
contributed to the lower score (see Table 2). Session
process scores were higher than session structure
scores for both delivery modes.

Criterion validity
Table 4 presents adjusted and unadjusted beta values
based on linear mixed-effects models for each of the
ACFC domain and subscale scores from sessions de-
livered in the first 3 months. Scores for ASPIRE-
Group sessions were significantly associated with
weight loss. The beta coefficients presented in
Table 4 estimate weight loss in kilograms at 3 months
for each one-unit increase in the corresponding
subscale score. Approximately one-half kilogram
more weight was lost, on average, for each ten-point
improvement for each of the two session structure
subscales. The single strongest predictor of weight loss
was adherence to the BStays on Track^ subscale within
the session process domain for ASPIRE-Group
sessions; each 10-point increase translated to nearly
3 kg of weight loss at 3 months. ACFC domain and
subscale scores were not associated with weight loss
for ASPIRE-Phone sessions.
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DISCUSSION
The 19-item ACFC was found to be a reliable mea-
sure of ASPIRE-VA program coaching treatment
fidelity for five sub-scales across two domains. The
ACFC assessed structural aspects of coaching (ses-
sion process and session structure) and session pro-
cess quality (sets goals and monitors progress,
assesses and personalizes self-regulatory content,
manages the session, creates a supportive and em-
pathetic climate, and stays on track). All sub-scale
scores were independently and positively associated
with weight loss in ASPIRE-Group, which indicates
that these features were Bactive ingredients^ for
achieving weight loss [13].
No other published validated tools for group- or

phone-based delivery of weightmanagement interven-
tions were found, which is notable in terms of under-
standing the results from the present study in context.
Though a few recent studies have developed fidelity
assessment tools based on a self-reported measure of
behavioral health provider fidelity [45] or expert

ratings for delivering a complex intervention for
chronic pain [46] and a practice change intervention
[47] (both of the latter instruments assessed face valid-
ity and reliability only), the dearth of validated and
published instruments extends beyond weight loss
interventions and is well-recognized [48, 49, 9, 50–
53]. Clearly, there is a need for validated measures to
help determine the effectiveness of weight loss inter-
ventions when delivered as they were intended.
In the ASPIRE-VA trial, ratings were used to iden-

tify gaps in coaching skills that supervisors remediated
through targeted skill-building approaches. Lower and
more variable ratings for ASPIRE-Group compared to
ASPIRE-Phone highlighted the challenges that our
non-clinician interventionists had when coaching
groups of patients, many of whom had complex med-
ical and socio-economic circumstances. Discussions
with the interventionists led to innovations, such as
the use of a sign-in checklist for each participant to
indicate progress toward their dietary, walking, and
other goals. Supervisors guided the interventionists

Table 1 | Factor loadings using principal component factors with orthogonal varimax rotation

Checklist dimension summary score

Individual items Factor
1

Factor
2

Factor
3

Factor
4

Factor
5

Session structure
Set goals and monitor progress (factor 1)

Determines compliance 0.85 . NA NA NA
Reviews goal attainment 0.90 . NA NA NA
Discusses success and failures 0.66 0.32 NA NA NA
Prompts possible goals 0.67 0.38 NA NA NA
Agrees on goals 0.60 0.38 NA NA NA

Assess and personalize self-regulatory content (factor 2)
Elicits discussion of content . 0.85 NA NA NA
Assesses knowledge of content . 0.86 NA NA NA
Customizes content . 0.81 NA NA NA
Assesses self-efficacy for change . 0.52 NA NA NA
Identify barriers and problem-solve solutions 0.49 0.56 NA NA NA

Variance accounted for 31.8 % 31.2 %
Eigen value 4.87 1.43

Session process
Manage the session (factor 3)

Organized and prepared NA NA 0.80 . .
Times session delivery well NA NA 0.78 . .
Employs motivational interviewing NA NA 0.82 . .
Seeks clarification NA NA 0.84 . .
Delivers didactic material in a matter of fact and
friendly way

NA NA 0.61 . .

Creates a supportive and empathetic climate (factor 4)
Avoids judgmental responses NA NA . 0.82 .
Responds empathetically NA NA 0.40 0.71 .

Stays on track (factor 5)
Stays on topic NA NA 0.37 . 0.73
Modulates distractions NA NA . . 0.81

Variance accounted for 34.2 % 18.7 % 15.3 %
Eigen value 3.99 1.64 1.19

Factor loadings computed separately for adherence to content and coaching quality items

Notes: Period (.) indicates abs(loading)<0.4

NA not applicable
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about how to use this information to segue into salient
topics in an efficient but personalized way.
There are a few possible explanations for why

ASPIRE-Phone scores did not predict weight out-
comes. First, ACFC scores were significantly higher
compared to ASPIRE-Group and had much lower
variation, indicating a ceiling effect. In fact, median
scores were at the maximum value for all three sub-
scales in the session process domain and for one of the
two subscales in the session structure domain for
ASPIRE-Phone. Second, ASPIRE-Phone participants
experienced significantly lower weight loss compared
toASPIRE-Group [18]. Therefore, it would be difficult
to detect effects of coaching for this group.
The ACFC was designed to assess fidelity of coach-

ing specifically within the ASPIRE-VA program.
However, many of the characteristics and flow of the
sessions are common to other behavioral interventions
targeted to weight loss, e.g., creating a supportive and
empathetic climate. Future research is needed to de-
termine the extent to which the ACFC may be useful
for other similar interventions. Another area of devel-
opment is to evaluate the use of the ACFC as a self-

assessment tool or for use by clinical supervisors who
may not have the level of expertise of our raters. One
VAMC is currently piloting the ASPIRE-Group pro-
gram. A health psychologist supervisor is using the
ACFC to rate recordings of group sessions. The super-
visor has found the ACFC valuable for assessing and
then providing feedback and helping build skills col-
laboratively with the interventionists. This is one ex-
ample of how the ACFC could be used in a clinical
setting in a feasible and useful way. A user-friendly
version of the ACFC, with items rearranged sequen-
tially to follow the flow of each session is provided in
Appendix 2. Issues to be attentive to include receptiv-
ity of interventionists to being rated in varying con-
texts, ethical considerations for coaches and patients
(e.g., being recorded, potential distraction from treat-
ment), and exploring alternative modes of use (e.g., a
checklist for self- or peer-ratings or direct
observations).
While there are strengths of this study, there are also

several notable limitations that deserve attention.
Though ACFC ratings were associated with weight
loss, factors not measured by the ACFC may have

Table 2 | ACFC inter-rater agreement and ratings based on ratings of recordings of phone and group sessions

Inter-rater agreement Phone n=134 Group n=51

(%)a Pearson
correlationb

Mean SD Mean SD

Session structure (0–20) 0.82 16.27 3.68 12.45 5.75
Set goals and monitor progress (0–10) 0.80 8.90 1.70 6.47 3.37
Determines compliance 91.5 1.93 0.28 1.20 0.85
Reviews goal attainment 88.1 1.82 0.52 1.08 0.93
Discusses success and failures 84.5 1.75 0.58 1.31 0.73
Prompts possible goals 96.6 1.80 0.42 1.45 0.76
Agrees on goals 93.2 1.60 0.60 1.43 0.76

Assess and personalize self-regulatory
Content (0–10)

0.79 7.37 2.52 5.98 2.84

Elicits discussion of content 93.2 1.78 0.53 1.55 0.54
Assesses knowledge of content 91.5 1.63 0.61 1.37 0.69
Customizes content 84.7 1.71 0.59 1.41 0.73
Assesses self-efficacy for change 76.3 0.86 0.89 0.61 0.87
Identify barriers and problem-solve
solutions

84.7 1.38 0.76 1.04 0.85

Session process (0–18) 0.62 16.64 1.88 13.84 3.62
Manage the session (0–10) 0.65 8.95 1.62 7.37 2.53
Organized and prepared 94.9 1.89 0.32 1.47 0.58
Times session delivery well 91.5 1.60 0.56 1.24 0.71
Employs motivational interviewing 91.5 1.72 0.47 1.33 0.65
Seeks clarification 91.5 1.78 0.51 1.47 0.61
Delivers didactic material in a matter
of fact and friendly way

88.1 1.93 0.28 1.86 0.40

Creates a supportive and empathetic
climate (0–4)

0.69 3.89 0.40 3.76 0.68

Avoids judgmental responses 100 1.93 0.29 1.92 0.34
Responds empathetically 100 1.96 0.19 1.84 0.42

Stays on track (0–4) 0.53 3.81 0.51 2.71 1.33
Stays on topic 89.8 1.87 0.33 1.31 0.71
Modulates distractions 86.4 1.93 0.35 1.39 0.72

a Percent agreement between two independently rated sets of items on 0 (not covered) versus 1–2 (partially or completely covered)
b Correlation of ratings between two independently rated sets of items based on the 0–2 completion scale (not covered, partially covered, and completely
covered)
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contributed to weight outcomes. In addition, the
ACFC was not used to differentiate the ASPIRE-VA

programs from the usual care MOVE! program be-
cause it was not feasible to conduct fidelity ratings for

Table 4 | Adjusted andUnadjusted beta coefficients for association of ACFCA domains withweight loss at 3months (based onN=90
ratings of recordings)

Unadjusteda P value Adjustedb P value

Session structure Phone
Adherence to content −0.017 0.657 −0.021 0.539

Set goals and monitor progress −0.040 0.433 −0.044 0.321
Assess and personalize self-regulatory content −0.007 0.825 −0.010 0.717

Coaching quality −0.021 0.804 −0.029 0.706
Manages the session −0.022 0.653 −0.026 0.549
Creates a supportive and empathic climate 0.028 0.846 0.017 0.892
Stays on track 0.076 0.435 0.082 0.354

Session process Group
Adherence to content −0.047 0.013 −0.048 0.004

Set goals and monitor progress −0.046 0.015 −0.048 0.005
Assess and personalize self-regulatory content −0.048 0.012 −0.049 0.003

Coaching quality −0.071 0.013 −0.073 0.004
Manages the session −0.059 0.012 −0.060 0.004
Creates a supportive and empathic climate −0.049 0.024 −0.050 0.008
Stays on track −0.291 0.024 −0.294 0.009

Beta coefficients are based on standardized scores that range from 0 to 100 and are based on the interaction of fidelity by visit
a Adjusted for baseline weight only
b Adjusted for baseline weight, age, depression diagnosis, substance use diagnosis, Charlson index, and BMI

Table 3 | ACFC domain composition, reliability, and standardized means by delivery mode

Standardized scores

Number
of items

Score
range

Cronbach
alpha

Mean Standard
deviation

Group
Session structure 10 0–20 0.93 64.0 30.4

Set goals and monitor progress 5 0–10 0.92 64.4 35.0
Deliver psycho-educational content 5 0–10 0.82 63.6 28.6

Session process 9 0–18 0.82 76.2 19.1
Manage the session 5 0–10 0.91 74.4 25.2
Creates a supportive and empathic
climate

2 0–4 0.85 91.0 22.7

Stays on track 2 0–4 0.77 66.0 29.7
Phone

Session structure 10 0–20 0.80 83.1 17.7
Set goals and monitor progress 5 0–10 0.67 89.4 16.4
Assess and personalize self-regulatory
content

5 0–10 0.75 76.8 23.9

Session process 9 0–18 0.69 91.6 10.5
Manages the session 5 0–10 0.75 88.9 15.5
Creates a supportive and empathic
climate

2 0–4 0.68 95.8 12.2

Stays on track 2 0–4 0.19 94.2 15.2
Total
Session structure 10 0–20 0.88 77.8 23.4

Set goals and monitor progress 5 0–10 0.85 82.4 25.5
Assess and personalize self-regulatory
content

5 0–10 0.79 73.1 25.8

Session process 9 0–18 0.80 87.3 15.0
Manages the session 5 0–10 0.85 84.9 19.7
Creates a supportive and empathic
climate

2 0–4 0.78 94.4 15.8

Stays on track 2 0–4 0.66 86.4 23.7
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MOVE!. In addition, a relatively small sample of
sessions were recorded and rated, and coaches were
responsible for recording a sample of their own ses-
sions. Recent recommendations have specified record-
ing every session and randomly selecting recordings to
rate. Moreover, some items had lower than optimal
inter-rater agreement (e.g., the stays on track subscale).
Reliability, and the possibility of dropping these items
altogether, needs further evaluation.More exploration
is needed as to whether the ACFC performed better
for group- than for phone-based coaching due to mea-
surement error, lack of variation, or ceiling effect for
themeasure in the present study, or the fact that weight
change for ASPIRE-Phone was relatively small
(−1.4 kg at 3 months) [18]. It is also important to note
that the ACFC assesses fidelity of treatment delivery.
Other dimensions of program fidelity [5] will be eval-
uated in a future article.

CONCLUSIONS
The ACFC is the first validated checklist to assess
fidelity of a patient-centered coaching approach for
weight management. It is a reliable measure of coach-
ing fidelity for group-based coaching and for coaching
individuals over the phone. Higher ACFC ratings
were associated with significant and clinically mean-

ingful weight loss for group-based delivery of
ASPIRE-VA coaching. The ACFC assessment high-
lights Bactive ingredients^ for successful weight loss. It
can be used to reliably assess quality of delivery of self-
management support for weight loss and is an effective
tool for supervisors to build interventionist skills over
time. It is most helpful when done as close to Breal-
time^ as possible so that timely feedback can be given
to interventionists and supervisors to improve skills [9]
and enhance patient outcomes.
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Appendix 1: ASPIRE-VA coaching fidelity checklist (ACFC)
ordered by subscale

Session structure
Scoring:

0: Did not cover=this topic or focus point did not
happen at all

1: Partially covered=this happened to some extent
with the individual, or in a group setting, oc-
curred for some but not all group members, all
of the time (e.g., interventionist facilitated discus-
sion, but only among certain members of the
group)

2: Fully covered=the topic was met fully for individ-
ual or all participants in a group

Set goals and monitor progress
__a—Health Coach determines level of self-
monitoring compliance (i.e., average daily step
counts, Stoplight levels)
__b—Health Coach prompts review of goal attain-
ment (i.e., review of goals versus actual)
__c—Health Coach elicits discussion about
successes/failures since last session and initiates
problem-solving approach when necessary to ad-
dress barriers
__d—Health Coach prompts participant(s) to
identify specific small change goals for the next

week (a Bmenu of ideas^ for steps, Stoplight colors,
and/or current week topic)
__e—Health Coach and participant(s) come to
agreement on small change goals

Assess and personalize self-regulatory content
__a—Health Coach elicits discussion of a psycho-
educational topic that develops a self-management
skill or changes cognitions
__b—Health Coach assesses participant(s)’ knowl-
edge of topic and degree of relevance to their
weight management practices
__c—Health Coach customizes session content to
individual/group situation to increase knowledge
or skills
__d—Health Coach assesses participant(s)’ self-
confidence/readiness to follow-through on plan
__e—Health Coach helps participant(s) identify
barriers to success and problem-solve possible
solutions to these contingencies

Session process
Scoring:

0: Did not demonstrate=this process objective or
component was not demonstrated at all

Session Date ___/___/___     Interventionist  _____     Rater  _____    Session Number  ___   Duration  ____   Mode _____    
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1: Inconsistently demonstrated=this happened to some
extent, but not or all group members, all of the time

2: Demonstrated consistently through entire session=
objective was demonstrated consistently and appro-
priately throughout the entire session

9: NA

Manage the session
__a—Health coach came prepared and organized
__b—Time was allocated appropriately in order to
cover the appropriate content focus points for that
session
__c—Health coach delivered didactic material in a
matter of fact and friendly way
__d—Health coach facilitated discussion and inter-
action using open-ended questions, affirmations,
reflections, summaries
__e—Health coach elicits clarification of partici-
pant(s)’ engagement by seeking feedback about
didactic content

Stay on track
__a—Health coach addressed process (tangential)
issues but did not allow them to disrupt content
agenda
__b—Health coach modulated distractions (e.g.,
side bar conversations, interruptions by family
members)

Create a supportive and empathetic climate
__a—Health coach avoided judgmental feedback
on participant(s) contributions
__b—Health coach responded empathically and
accurately to individual or group member behav-
ior (verbal, nonverbal)

Appendix 2. ASPIRE-VA coaching fidelity checklist (ACFC)
items ordered for clinical use

Session core elements
Scoring:

0: Did not cover=this topic or focus point did not
happen at all

1: Partially covered=this happened to some extent,
but not or all group members, all of the time (e.g.,
interventionist facilitated discussion, but only
among certain members of the)

2: Fully covered=the goal was met fully for all
participants

Checking in on self-monitoring and goal attainment
__a—Interventionist determines level of self-
monitoring compliance (i.e., average daily step
counts, Stoplight levels)
__b—Interventionist prompts review of goal at-
tainment (i.e., review of goals versus actual)
__c—Interventionist elicits discussion about
successes/failures since last session and initiates
problem-solving approach when necessary to ad-
dress barriers

Assess and personalize self-regulatory content
__a—Interventionist elicits discussion of a psycho-
educational topic that develops a self -
management skill or changes cognitions
__b—Interventionist assesses participant(s)’
knowledge of topic and degree of relevance to
their weight management practices

__c—Interventionist customizes session content to
individual/group situation to increase knowledge
or skills

Action planning and session wrap-up
__a—Interventionist prompts participant(s)
to identify specific small change goals for
the next week (a Bmenu of ideas^ for
steps, Stoplight colors, and/or current week
topic)
__b—Interventionist assesses participant(s)’ self-
confidence/readiness to follow-through on
plan
__c—Interventionist helps participant(s) identify
barriers to success and problem-solve solutions
to these contingencies
__d—Interventionist and participant(s) come to
agreement on small change goals

Notes for coach:
Scoring:

0: Did not demonstrate=this process objective or
component was not demonstrated at all

1: Inconsistently demonstrated=this happened to
some extent, but not or all group members, all of
the time

2: Demonstrated consistently through entire session=
objective was demonstrated consistently and ap-
propriately throughout the entire session

9: NA
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Manage the session
__a—Interventionist came prepared and organized
__b—Time was allocated appropriately in order to
cover the appropriate content focus points for that
session
__c—Interventionist delivered didactic material in
a matter of fact and friendly way
__d—Interventionist facilitated discussion and in-
teraction using open-ended questions, affirma-
tions, reflections, summaries
__e—Interventionist elicits clarification of partici-
pant(s)’ engagement by seeking feedback about
didactic content

Stay on track
__a—Intervent ionis t addressed process
(tangential) issues but did not allow them to dis-
rupt content agenda
__b—Interventionist modulated distractions (e.g.,
side bar conversations, interruptions by family
members)

Create a supportive and empathetic climate
__a—Interventionist avoided judgmental feed-
back on participant(s) contributions
__b—Interventionist responded empathically and
accurately to individual or group member behav-
ior (verbal, nonverbal)

Notes for coach:

Appendix 3. ASPIRE-VA coaching fidelity checklist (ACFC)
guidelines for assigning ratings—items ordered for clinical
use
Heading information
a. Session date: enter date of session being rated
b. Interventionist: enter initials of interventionist
c. Rater: enter initials of the individual assigning the

ratings for the session
d. Session number: enter the session/topic number or

week (e.g., week 1)
e. Duration: enter the number of minutes from start to

finish
f. Mode: enter group or phone

There should be no not applicable (N/A) for any core
element. To minimize subjectivity, this checklist is
designed to determine whether a core element oc-
curred. Rather than using a dichotomous rating of
covered or not covered, partially covered is added to
refer to situations where the interventionist begins to
cover a point but is diverted from proceeding by a
tangential issue or other reason.

Checking in on self-monitoring and goal attainment
__a—Interventionist determines level of self-
monitoring compliance (i.e., average daily step
counts, Stoplight levels)

0: Did not cover=The interventionist did not
ask the patient to provide average weekly
attainment of step counts and Stoplight goals
based on their ASPIRE tracking log.

1: Partially covered=Interventionist began to
assess self-monitoring compliance but failed
to (1) obtain at least step count and stoplight
goals; (2) did not collect data from all group
members; (3) or is diverted off topic and did
not come back to compliance check

2: Fully covered=basic logging compliance
was obtained from participant or all group
participants

__b—Interventionist prompts review of goal at-
tainment (i.e., review of goals versus actual)

0: Did not cover=The interventionist did not
prompt/or review participant(s)’ actual be-
havior versus planned goal

1: Partially covered=Interventionist did not ful-
ly review actual vs. planned goal attainment
by (1) only reviewing progress for one of two
key behaviors (step counts, red goal, green
goal); (2) did not collect data from all group
members; (3) or was diverted off topic and
does not come back to compliance check

2: Fully covered=Interventionist obtained/
reviewed participant(s)’ self-reported goal at-
tainment relative to goals for phone partici-
pant or all group participants

__c—Interventionist elicits discussion about
successes/failures since last session and initiates
problem-solving approach when necessary to ad-
dress barriers

0: Did not cover=The interventionist did not
elicit participant(s)’perspective on specific bar-
riers or facilitating factors to goal attainment to
identify strategies to overcome problems to
successful goal attainment in the future; nor
did the participant volunteer these barriers out
of natural group/phone discussion.

1: Partially covered=Interventionist elicited par-
ticipant(s)’ perspective on specific barriers or
facilitating factors to goal attainment to identi-
fy strategies to overcome problems to success-
ful goal attainment in the future but did not
obtain specific response from participants(s)
because interventionist: (1) did not collect data
from all group members; (2) or was diverted
off topic and did obtain sufficient understand-
ing of barriers/feedback to offer reinforcement
to facilitators and/or problem solving re-
sponse to barriers. Score as B1: if participant(s)
voluntarily discussed issue but interventionist
did not elicit further elaboration or problem-
solving for participant(s) and passively permit-
ted unguided discussion of barriers.
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2: Fully covered=Interventionist elicited par-
ticipant(s)’ perspective on specific barriers
or facilitating factors to goal attainment to
reinforce successes and to identify strategies
to overcome problems to successful goal at-
tainment in the future for phone participant
or all group participants

Assess and personalize self-regulatory content
__a—Interventionist elicits discussion of a psycho-
educational topic that develops a self -
management skill or changes cognitions

0: Did not cover=The interventionist did not
engage participant(s) with key questions that
stimulated a discussion of a self-management
session topic that was designed to foster de-
velopment of specific behavioral skills or
awareness of psychosocial topic for self-
regulation of weight (i.e., no specific ASPIRE
session module was discussed). An undesir-
able example would be to ask an open-ended
question about a topic but not follow-up with
substantive prompts and queries that custom-
ize the topic to participant or group interests
or needs (see minimum duration).

1: Partially covered=The interventionist engaged
participant(s) with key questions to initiate a
discussion about a self-management session
topic that is designed to foster development
of a specific behavioral skills or awareness of
psychosocial topic for self-regulation of weight
(i.e., a specific ASPIRE session module was
discussed). However, after discussion is initiat-
ed, substantive engagement is curtailed due to
discussion of tangential issues, interventionist
changed topic before participant(s) adequately
expressed how topic pertains to their life situa-
tion, and/or participant(s) replies with short
answers or denied relevance.

2: Fully covered=The interventionist fully en-
gaged participant(s) in a discussion of a self-
management session topic that is designed to
foster development of a specific behavioral
skills or awareness of psychosocial topic for
self-regulation of weight (i.e., a specific AS-
PIRE session module was discussed). Inter-
ventionist skillfully uses key open-ended
questions to initiate participant dialogue us-
ing techniques like elicit–provide–elicit,
chunk–check–chunk, summaries, and reflec-
tive listing that encouraged participant(s) to
explore and draw own conclusions as to the
personal relevance of content. BSubstantive
discussion^ should last at least 5min in phone
session and at least 30min (phase I groups) or
15–30 min (phases II and III groups).

__b—Interventionist assesses participant(s)’
knowledge of topic and degree of relevance to
their weight management practices

0: Did not cover=The interventionist did not
attempt to elicit specific thoughts, assump-
tions, meanings, or behaviors related to the
current ASPIRE content in order to custom-
ize the material in a way that was relevant to
participant(s) or to help overcome resistance
to exploring the topic.

1: Partially covered=The interventionist used
appropriate techniques (e.g. open-ended
questions, reflections, metaphors) to elicit
specific thoughts, assumptions, meanings,
or behaviors related to the current ASPIRE
content but had difficulty establishing a focus
or focused on thoughts/behaviors that were
irrelevant to the participant(s)’ life situation.

2: Fully covered=The interventionist skillfully
focuses on key thoughts, assumptions, behav-
iors, etc. that made the topic relevant to par-
ticipant(s)’ weight loss efforts and which of-
fered an opportunity for change to help sup-
port progress towards healthy weight loss.
Interventionist also asked for participant(s)
understanding of session content, asking per-
mission to share information or advice to
correct misperceptions or inaccuracies.

__c—Interventionist customizes session content to
individual/group situation to increase knowledge
or skills

0: Did not cover=The interventionist made no
effort to customize ASPIRE content in par-
ticipant workbook to information elicited
from participant(s) about topic relevance
(e.g., thoughts, beliefs, available resources/
constraints, etc.) and workbook exercises are
not modified to encourage participant(s) to
consider topic as another strategy to help
achieve weight loss goals.

1: Partially covered=The interventionist ap-
propriately customizes discussion of AS-
PIRE content in participant workbook to
information elicited from participant(s)
about topic relevance but does not explore
or encourage participant(s) to take action-
able steps to integrate this information into
their weight loss efforts.

2: Fully covered=The interventionist appro-
priately customizes discussion of ASPIRE
content in participant workbook to infor-
mation elicited from participant(s) about
topic relevance and supports partici-
pant(s)’ efforts to take actionable steps to
integrate this new content information into
their weight loss efforts.

Action planning and session wrap-up
__a—Interventionist prompts participant(s) to
identify specific small change goals for the next
week (a Bmenu of ideas^ for steps, Stoplight col-
ors, and/or current week topic)
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0: Did not cover=The interventionist did not
help participant(s) identify a list of potential
ideas for daily or weekly behavior changes
(i.e., menu of ideas) that could be imple-
mented before next ASPIRE session.

1: Partially covered=The interventionist either
appropriately helped some participant(s) but
not all participants summarize a list of patient-
cited ideas for change and choose goals (group
only), or interventionist chose goal for patient
rather than patient choosing own goal.

2: Fully covered=The interventionist skillfully
focuses helped participant(s) summarize a
list of possible goals for behavior change
(from current or prior sessions) and helped
participant(s) identify specific, a behavior to
be implemented before the next ASPIRE
session. Interventionist may also query
whether there was a potential goal behavior
not on the menu of ideas list to be added.

__b—Interventionist assesses participant(s)’ self-
confidence/readiness (motivation) to follow-
through on plan

0: Did not cover=The interventionist took no
action to elicit participant motivation (self-
confidence, readiness, interest using 1-10 rul-
ers or verbal inquiry) to implement goals
selected for next ASPIRE session.

1: Partially covered=The interventionist elicited
participant motivation to implement goals se-
lected for next ASPIRE session but did not use
1–10 rulers to help identify barriers, beliefs, or
self-confidence to carry out action steps to goal.

2: Fully covered=The interventionist elicited
participant motivation and ability to imple-
ment goals selected for next ASPIRE session
by using 1-10 rulers to help identify barriers,
benefits, and solutions depending on partici-
pant response.

__c—Interventionist helps participant(s) identify
barriers to success and problem-solves possible
solutions to these contingencies

0: Did not cover=The interventionist took no
action to use problem-solving theory model
to help participant(s) identify strategies to
overcome potential barriers cited to imple-
menting their goals before the next ASPIRE
session. Patient action steps were vague and
did not fit into a coherent strategy to help
participant(s) achieve specific ASPIRE goals
for weight loss.

1: Partially covered=The interventionist suc-
cessfully elicited potential barriers/
challenges to attaining short-term goals and
encouraged participant(s) to identify strate-
gies to overcome potential barriers cited by
participant(s) to implementing their goals

before the next ASPIRE session but no agree-
ment on specific steps participants will take
for these contingencies.

2: Fully covered=The interventionist successful-
ly elicited potential barriers/challenges to
attaining short-term goals and encouraged
participant(s) to identify strategies to over-
come potential barriers cited by participant(s)
to implementing their goals before the next
ASPIRE session and encouraged exploration
of hypothetical scenarios of what steps need-
ed to be taken to be successful at making a
change and a elicited a set of specific actions
that participant(s) will take to overcome goals
to achieve their goal (what, when, where).
When applicable, interventionist asks permis-
sion to share advice onwhat others have done
or to provide expert information.

__d—Interventionist and participant(s) come to
agreement on small change goals

0: Did not cover=There was vague or poor
agreement in action steps (measureable goal)
behaviors to be implemented by participant
in interim period before next session.
Recorded goals may be interventionist initi-
ated with tacit acceptance by participant(s).

1: Partially covered=Interventionist and partic-
ipant identified ASPIRE goals to be imple-
mented before next session and tracked with
monitoring log. However, interventionist
did not summarize these goals, how they will
be achieved, and tracked and verified for
understanding and accuracy with partici-
pant(s) (e.g., Bhave I gotten that right?^)

2: Fully covered=Interventionist and partici-
pant collaboratively identified ASPIRE
goals to be implemented before next session
and tracked with monitoring log. Interven-
tionist summarized the action planning steps
to be implemented and elicited verification
from participant that what he/she has de-
scribed is accurate. Also, checks BIs there
anything else?^

Session conduct that promotes high-quality delivery

Manage the session
__a—Interventionist came prepared and
organized

0: Did not demonstrate=Interventionist
presents in a disorganized, flustered, or anx-
ious state. Session lacks focus, direction, and
interventionist is unable to speak authorita-
tively about planned session content or the
personal details of individual participant(s).

1: Inconsistently Demonstrated=Intervention-
ist was able to deliver sections of session well

ORIGINAL RESEARCH

TBM page 381 of 385



(i.e., check-in, content, or action planning)
but appears flustered and confused deliver-
ing information customized to individual
session or participant during one section of
session (e.g., lack of familiarity or ability to
customize session content with outline or
lack of participant progress in ASPIRE (par-
ticipant knowledge).

2: Demonstrated consistently=Interventionist
is able to confidently lead the session, pro-
viding a focused structure to session that
provided participant(s) with clear sense of
the session agenda, customized data (taking
from general to personally specific), and pro-
vided session specific information/or advice
when needed that fit within the personal
situation/goal progress of participant(s).

__b—Time was allocated appropriately in order to
cover the appropriate content focus points for that
session

0: Did not demonstrate=Interventionist made
no attempt to structure session time. Session
seemed aimless/without focus.

1: Inconsistently Demonstrated=Session had
some focus (topic), but interventionist had
problems with structure or pacing (e.g., too
little structure, too slowly paced, or too rap-
idly paced and ending early without ade-
quate topic discussion).

2: Demonstrated consistently=Interventionist
used time efficiently by tactfully limiting tan-
gential or unproductive discussion and by
pacing the session as rapidly as needed for
the participants(s) to cover check-in, session
content, and action planning. Adequate time
was given to ensure topics were adequately
covered to participant(s) satisfaction and un-
derstanding.

__c—Interventionist delivered didactic material in
a matter of fact and friendly way

0: Did not demonstrate=Interventionist relied
primarily on persuasion, lecturing, or debat-
ing participant. Interventionist did more
talking than participant and expert role of
telling participant(s) (imposing viewpoint)
put participant(s) on the defensive.

1: Inconsistently Demonstrated=Intervention-
ist for the most part, helped participant(s)
see new perspectives through guided discov-
ery (engaged discussion with peers, consid-
ering alternatives, weight pros/cons, etc.,
asking permission to share advice or info)
rather than taking adversarial or educational
orientation. Used opened-ended questions
appropriately but on occasions, relied too
heavily on persuasion or advice giving than
self-discovery.

2: Demonstrated consistently=Interventionist
was skillful in using guided discovery to engage
participant(s) to explore challenges with weight
loss, consider new information/skills, and to
draw their own conclusions. Participants were
treated as experts about their own behavioral
change interests and were treated with respect,
sincerity, and positive regard/optimism. Inter-
ventionist achieved a good balance between
skillful use of open-ended questioning and re-
flective listening, and use of information provi-
sion strategies to stimulate engagement in in-
tervention program.

__d—Interventionist facilitated discussion and in-
teraction using open-ended questions, affirma-
tions, reflections, and summaries

0: Did not demonstrate=Interventionist demon-
strated poor use of patient centered commu-
nication techniques (MI). Participant exhibited
a tendency to talk more than patient, relied on
closed-ended questions, and had difficulty
demonstrating active, empathetic listening
skills to encourage active discussion (affirma-
tions, reflections, and summaries).

1: Inconsistently Demonstrated=Intervention-
ist demonstrated a basic but inconsistent
ability to use patient centered communica-
tion skills to foster active discussion of ses-
sion components. Interventionist regularly
used open-ended questions to initiate discus-
sion but had difficulty using affirmations,
complex reflections, and summaries to skill-
fully guide discussion, elicit deeper partici-
pant reflection regarding a response, or to
clarifying understanding.

2: Demonstrated consistently=Interventionist
displayed skillful use of MI techniques to
engage participant(s) in collaborative discus-
sion regarding their lifestyle changes. Inter-
ventionist relied on reflections to obtain
deeper reflection from open-ended ques-
tions. Reflections were frequently paired
with affirmations to convey empathy and
understanding and summaries were used pe-
riodically during session to review key
points and verified both interventionist and
participant(s) understanding of content.

__e—Interventionist elicits clarification of partici-
pant(s)’ engagement by seeking feedback about
didactic content

0: Did not demonstrate=Interventionist did
not ask for feedback to determine partici-
pant(s)’ understanding of, or response to a
session or goal setting objective.

1: Inconsistently Demonstrated=Intervention-
ist elicited some feedback from partici-
pant(s), regarding satisfaction/buy-in to
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session topics. Interventionist inconsistently
responded to participant(s) indications of dis-
counting, resisting, or minimizing value of
content.

2: Demonstrated consistently=Interventionist
was adept at eliciting and responding to ver-
bal and non-verbal feedback through session
(e.g., elicited reactions to session, regularly
checked for participant reactions (reflections,
summaries)) to insure learning atmosphere is
positive and participant(s) are receptive to
information being presented.

Stay on track
__a—Intervent ionis t addressed process
(tangential) issues but did not allow them to dis-
rupt content agenda

0: Did not demonstrate=Interventionist made
no attempt to redirect discussion of topics
unrelated to ASPIRE or psycho-behavioral
se l f -management topics for weight
maintenance/loss. Session rambled and
some participants became visibly irritated
by digressions from main topic or monopo-
lization of discussion by one or two
participants.

1: Inconsistently Demonstrated=Intervention-
ist covered the primary focus points related
to check-in, session content, and action plan-
ning but at times, Interventionist had prob-
lems with participants getting off-topic by
telling unrelated stories or discussing issues
unrelated to ASPIRE or current discussion
point raised by Interventionist that had little
focus or benefit to other participants.

2: Demonstrated consistently=Intervention-
ist respectfully acknowledged participants’
contributions to discussion topics but skill-
fully redirected discussion of tangential
issues by asking permission to revisit the
topic later in the session (or after session)
or by cutting the participant off respectful-
ly. Session remained focused on key topics
generated by session content or problems
encountered with self-monitoring (check-
in) or action planning.

__b—Interventionist modulated distractions (e.g.,
side bar conversations, interruptions by family
members)

0: Did not demonstrate=Interventionist made
no attempt to use group management skills
to cut off side conversations that interrupted
a participant’s response to a discussion topic
or to remind disruptive participants’ that
their behavior (e.g. interrupting a speaker)
violates the group’s rules. On phone ses-
sions, interventionist made no attempt to
ask participant to manage disrupting

elements in background (pets, TV or radio
noise, or conversations with people in
background).

1: Inconsistently Demonstrated=Intervention-
ist was moderately successful at using group
management skills to cut off side conversa-
tions or disruptive participant’s actions that
violate the group’s rules. On phone sessions,
interventionist was mostly successful at man-
aging disrupting background noises or
factors.

2: Demonstrated consistently=Interventionist
respectfully acknowledged participants’ con-
tributions to discussion topics but skillfully
asked permission tomodulate distractions or
informs disruptive group members of inap-
propriate behaviors. Session is focused and
respectful of participant(s) rights.

Create a supportive and empathetic climate
__a—Interventionist avoided judgmental feed-
back on participant(s) contributions

0: Did not demonstrate=Interventionist dem-
onstrated inability to keep personal opinions
or advice out of session and was not able to
demonstrate acceptance of patient struggles,
warmth, and genuine concern for partici-
pant(s). Interventionist seemed hostile, de-
meaning, unnecessarily critical, or some
way destructive to the participant.

1: Inconsistently Demonstrated=Intervention-
ist was not destructive to participant(s)’ wel-
fare but at times, exhibited statements that
undermined patient trust that the interven-
tionist would be helpful, optimistic, warm,
concerned, and empathetic. At times, inter-
ventionist appeared inpatient, insincere, crit-
ical, or had difficulty conveying confidence
in participant(s)’s ability to make changes.

2: Demonstrated consistently=Interventionist
displayed high levels of warmth, concern,
confidence, genuineness, and professional-
ism in helping participant(s) work through
painful issues without conveying judgment
or superiority.

__b—Interventionist responded empathically and
accurately to individual or group member behav-
ior (verbal, nonverbal)

0: Did not demonstrate=Interventionist repeat-
edly failed to understand what the patient
explicitly said and consistently missed the
literal and implied emotions underlying a
point. Had difficulty reflecting or rephrasing
what patient said and often missed more
subtle communication (e.g., tone and sar-
casm of participant(s) comments).

1: Inconsistently Demonstrated=Intervention-
ist was usually able to reflect or rephrase (s)
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participant’s perspective as noted by what
but often missed more subtle communica-
tions that need to be reflected by reflections
of emotional content or what was not said.
(But often unaware of shifts in level of par-
ticipant impatience conveyed by sarcasm,
digressions, tone of voice).

2: Demonstrated consistently=Interventionist
displayed ability to understand partici-
pant(s)’ perspective thoroughly and was
skillful at expressing this understanding
through appropriate verbal reflections and
non-verbal responses to participant(s). Par-
ticipants talked less and used more reflec-
tions, encouraging statements (uh-huh, yes,
I see,), and voice to convey genuine interest
and sympathetic understanding to partici-
pant discussion.
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