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The purpose of this article is to report the process outcomes of a coaching methodology used in a study
designed to increase fruit and vegetable consumption and physical activity in families. Eighty-eight families
with second graders were recruited from a rural, biethnic community in Colorado and randomized to interven-
tion and delayed intervention conditions. This article reports on the 27 families in the delayed intervention
group. Families received up to 10 home visits over 10 months from a family advisor and completed activities to
improve their dietary and physical activity behaviors. Coaching conversations took place during each home
visit. Coaching process outcomes were evaluated by analysis of visit documentation, participant survey, and
qualitative interviews. Results indicated that coaching, in conjunction with family activities, engaged families in
the process of change and facilitated movement toward the achievement of their weekly nutrition or physical
activity goals. Coaching methodology may be particularly useful for participatory research.

Keywords: coaching; nutrition; physical activity; family advisors; family-based intervention; Hispanic popu-
lation; participatory research; fruits and vegetables

There has been a dramatic increase in the prevalence of obesity among adults and chil-
dren over the past 25 years, with the highest risks occurring in minority populations
including Hispanics (Kuczmarski, Flegal, Campbell, & Johnson, 1994; Troiano, Flegal,
Kuczmarski, Campbell, & Johnson, 1995). Therefore, a greater proportion of the popula-
tion is at higher risk of obesity-related morbidity, such as hypertension, cardiovascular
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disease, insulin resistance, type 2 diabetes, and some types of cancer (Burton, Foster,
Hirsch, & Van Itallie, 1985). Regular physical activity and maintaining a diet high in
fruits and vegetables have been associated with reduced risk of obesity and chronic dis-
ease (Blair et al., 1995; Farquhar et al., 1990; Farquhar et al., 1977; Knowler et al., 2002;
Lee, Sesso, & Paffenbarger, 1999; Pietinen, Lahti-Koski, Vartiainen, & Puska, 2001;
Puska, Vartiainen, Tuomilehto, Salomaa, & Nissinen, 1998; Sesso, Paffenbarger, & Lee,
2000; Ursin et al., 1993; World Cancer Research Fund, 1997). Because both dietary hab-
its and physical activity patterns are formed early in life and excess weight gain is occur-
ring at early ages, primary prevention efforts should include children as well as adults.
Family-based interventions in the home setting are a potentially effective way of reaching
these target populations.

Definitions of family-based interventions vary greatly. The family intervention may
be the major focus of the study or it may be an added component of an intervention
designed for another channel, such as schools. For example, the family component of a
school-based intervention may include assignments sent home to be done collaboratively
by parent and child, or family events held at the school (Crockett, Mullis, Perry, &
Luepker, 1989; Hopper, Gruber, Munoz, & Herb, 1992; Luepker et al., 1996; Nader et al.,
1996; Perry et al., 1989). Interventions vary in mode of delivery (some are delivered face-
to-face, others via phone or written materials), location (most face-to-face interventions
are delivered in a classroom setting outside the home), and dose. Few to date, with the
exception of maternal and child health interventions and a few obesity prevention studies,
have been delivered in the home setting (Gomby, Culross, & Behrman, 1999; Harvey-
Berino & Rourke, 2003; Olds et al., 1997; Robinson et al., 2003). Home delivery provides
several advantages, including insights into family dynamics, capacities, and resources,
enabling appropriate adjustments in the intervention for maximum effect.

Family-based interventions have been designed to address many issues, such as mater-
nal and child health (Gomby et al., 1999; Kendrick et al., 2000; Olds et al., 1997), mental
health (Diamond & Siqueland, 2001; Harrington et al., 1998), obesity (Harvey-Berino &
Rourke, 2003; McLean, Griffin, Toney, & Hardeman, 2003; Robinson et al., 2003;
Stolley & Fitzgibbon, 1997), nutrition (Crockett et al., 1989; Fitzgibbon, Stolley, Chavez,
Avellone, & Sugerman, 1996; Perry et al., 1989; Worobey, Pisuk, & Decker, 2004), phys-
ical activity (Adkins, Sherwood, Story, & Davis, 2004; Hopper et al., 1992; Williams
et al., 2004), and various chronic diseases (Fisher & Weihs, 2000; Johnson et al., 1991;
McLean et al., 2003; Nader et al., 1989; Worobey et al., 2004). The majority of interven-
tions cited above reported some level of success in changing knowledge, attitudes, and/or
behaviors.

Although researchers have invested significant effort in evaluating behavioral out-
comes related to family-based interventions, less attention has been given to systemati-
cally evaluating the manner in which interventions were delivered (Madsen et al., 1993;
McGraw et al., 1996). Several authors have indicated that more information on process
variables would be beneficial (Madsen et al., 1993; Philips, 1989). Primavera (2004)
recently stated that reports of community-based research are often presented in a
“decontextualized fashion, focused more on the content of what was done than on the
process of how the work was done and why.” The author suggests that if researchers want
their work available for replication, “communication regarding process must shift from
the anecdotal to a position of central importance” (Primavera, 2004).

This article focuses on the intervention process, with the understanding that process
data are valuable for other investigators, especially when new approaches such as coach-
ing are tried and even when overall project outcomes may be marginal or insignificant
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(Steckler & Linnan, 2002). Such information is especially salient as more researchers
partner with study participants, instead of viewing them as research “subjects.” When
participants are able to create their own path through intervention offerings, researchers
are challenged to find delivery methods that are flexible, set a consistent tone of collabo-
ration, and yet provide a protocol that can be replicated in other settings. We chose
coaching to be this method.

Our program is unique in several ways: It is a family-based intervention of equal
importance to, not adjunct to, the school-based intervention it complements; it is deliv-
ered in the home; the family is asked to partner interactively with the advisor; and finally,
conversations with the family are conducted using a five-stage coaching process, which is
a new delivery method for health interventions.

Very few health behavior studies have attempted to use coaching techniques or to ana-
lyze dialogue content between client and coach/family advisor (Hovell et al., 2002;
Hovell et al., 2003; Tidwell et al., 2004; Whittemore, Melkus, Sullivan, & Grey, 2004).

Coaching Background

Because coaching is a newly emergent and rapidly expanding field of intervention
expertise, variations in practice and definition abound. Over the past 5 years, however,
professional associations and accrediting bodies have begun to distill common critical
aims and attributes that uniquely distinguish coaching from other intervention
approaches. Thus, coaching may be broadly defined as a structured, process-driven pro-
fessional relationship between a qualified coach and a client designed to foster the
achievement of extraordinary results based on specific aspirations and goals set by the cli-
ent to reach higher levels of performance, learning, growth, or satisfaction/fulfillment in
any aspect of work or life (Flaherty, 1999; Hargrove, 2003; International Coach Federa-
tion, 2004). It is a wholistic and systematic conversational approach designed to increase
clients’competency and confidence by creating an empowering and appreciative context
(based on what’s working, existing strengths, and aspirations) for clients to clarify their
values; assess discrepancies between their ideal state and their current situation; identify
what they want to change; discover their internal motivations and hidden obstacles to suc-
cess; expand their thinking to include new and intriguing possibilities not imagined
before; and identify the strategies, action steps, and accountability measures they will
implement to produce and sustain their desired outcomes.

Coaching incorporates a variety of concepts and principles drawn from the behavioral
sciences, organizational development, learning theory, spiritual traditions, the arts and
humanities, personal development techniques, appreciative inquiry, and sports training to
increase self-awareness and awareness of others (International Coach Federation, 2004;
Skiffington & Zeus, 2003).

Coaching was first introduced as a distinctive approach to personal and professional
development in 1982 by Thomas Leonard and was commonly known as personal or life
coaching (Leonard & Laursen, 1998). By the mid-1990s, business coaching took root in
the corporate arena, where it uses similar approaches for leadership, team, business, and
human resource development. In recent years, niche or what might be called applied
coaching (Andhara, 2000) has expanded coaching into a wide variety of fields, including
health. In applied coaching, the principles and signature approaches of coaching are fol-
lowed, but certain aspects of the implementation are adapted to fit within the constraints
and purposes of the specific application. The use of coaching in the family intervention
component of this research study is an example of applied coaching.
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METHOD

Overview of the PACT Program

The study from which this article is drawn was implemented by the Rocky Mountain
Prevention Research Center (RMPRC), partnering with a rural community in the San
Luis Valley of Colorado. This community has a large Hispanic population (47%) at high
risk for diabetes, obesity, high-fat, low-nutrient dense diets, and physical inactivity
(Baxter et al., 1993; Lopez, Marshall, Shetterly, Baxter, & Hamman, 1995; Marshall et al.,
1993; Marshall, Lopez, Shetterly, Baxter, & Hamman, 1995; Marshall et al., 1999; Mayer
et al., 1991). The full study had three components: the school component, made up of a
28-week nutrition and physical activity program integrated into the second-grade curric-
ulum; the family component, made up of home visits designed to complement the school-
based intervention; and a community component to support the development of commu-
nity resources for healthy activity and nutrition. The family component was entitled Par-
ents, Advisors, and Children Together (PACT). Its purpose was to promote the adoption
and maintenance of healthy habits in diet and physical activity in families with second-
grade children through a family visitation program and to understand how families
worked on changing their habits. The primary outcomes were levels of consumption of
fruits and vegetables and physical activity, which will be reported in a separate article.

The PACT family visit program was tailored to each family’s issues and concerns, so
that families set their own goals in nutrition and physical activity, which might fall below
or exceed PACT’s target goals. The target goals were to help individuals eat at least five
servings of fruits and vegetables each day and engage in at least 30 minutes of moderate
activity 5 or more days per week. Family advisors integrated coaching with hands-on
activities to assist each family in understanding its current behaviors, underlying motiva-
tion for change, and perceived barriers to and facilitators of nutrition or activity goals.
The advisors also worked with families to develop an action plan to reach its goals and
provided information about relevant community resources.

Study Design

Eighty-eight families were recruited for the study from the cohort of second-grade stu-
dents receiving the integrated curriculum described above, representing 51% of those
students’ families. After completing baseline assessments, families were randomly
assigned to either an intervention or a delayed-intervention control condition. Families in
the intervention condition received up to 10 home visits from a family advisor, over a 10-
month period, and completed activities to improve their diet and increase their physical
activity. Family members who participated in these visits were the adult caregiver(s), the
second-grade student, and other siblings. The control families received the intervention
over a 10-month period during the second school year. Because the PACT visit protocol
was modified frequently during Year 1 to better serve the families, process measures
reported in this article are for Year 2 families who received visits.

Partnering with families, by coaching them to surface their own motivation and to cre-
ate their own goals, meant that the first year of the PACT program was largely develop-
mental. Ongoing feedback from families and family advisors was reviewed by an inter-
vention committee of investigators, who decided when it was appropriate to revise the
visit protocol, training, and tracking instruments. For example, the way in which infor-
mation was obtained about a typical day in the family was modified to keep children more
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actively engaged in the process. Because there is a steep learning curve in a collaborative
project of this nature, wait-listed controls may benefit from an improved intervention
design, rather than being deprived by the delay in receipt of the intervention.

Participants

Of the 44 families randomized to receive visits in Year 2, 27 families had at least one
PACT home visit. The other 17 families declined visits for reasons such as moving out of
the study area and time constraints. The primary caregiver in the family was defined as the
adult living with the second-grade student who took the most responsibility for preparing
food for the family and knew the most about the child’s dietary and activity behaviors.
The secondary caregiver was the other adult in the home, if there was one.

Coaching Stages and Outcomes

We used a model for coaching based on the assumptions that clients are naturally cre-
ative, resourceful, and whole; they have the best answers for meeting the challenges they
face; and they engage with a coach for the purpose of helping them to access those
answers and bring them to fruition. The model is shaped by the following principles:
coaching is a solutions-based (versus problem-driven) activity; it is a collaborative alli-
ance that engages clients as partners and operates on their behalf; it uses a systems
approach to change that addresses all aspects of the client’s world; it focuses on inquiry
versus advocacy (giving advice); and it starts by meeting people where they are and
appreciating what is of value to them (Andhara, 2000; Whitworth, Kimsey-House, &
Sandahl, 1998).

The coaching model, developed by a consultant, uniquely delineates five stages that
guide the coaching conversation and was applied within the context and purposes of the
PACT program (Andhara, 2000). The purpose, method, and outcome for each coaching
stage is as follows.

The Connect Stage. The family advisor sought to establish an interpersonal connec-
tion with the family that encouraged open communication and trust in the relationship.
This was accomplished by building rapport and establishing the shared context for the
meetings (e.g., the description and purposes of PACT; what the family wanted to gain
from the program; how the family and advisor would proceed). The outcome of this stage,
the intersection of interests, was accomplished when the family and advisor jointly de-
fined the common ground that would simultaneously make the most of the family’s inter-
ests and the program’s objectives. On every home visit, the family advisor reestablished
this intersection of interests by reinforcing the rapport that had been established and con-
tinuing to clarify new developments in the shared context.

The Discover Stage. Adopting an attitude of genuine interest and appreciation, the
family advisor used open-ended questions and other forms of “collaborative inquiry” to
help the family identify and understand the underlying factors (e.g., beliefs, cultural in-
fluences) that affected their diet and physical activity behaviors. The family advisor
sought to recognize or elicit the stage outcome of a coachable opening, which can be
thought of as a specific pathway to change—an “Aha” or the recognition of a significant
element (e.g., 30 minutes “found” in a busy day for exercise) influencing the family’s be-
haviors that they were ready, willing, and able to explore at a deeper level.
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The Create Stage. When the family identified an area of interest they wished to ex-
plore, the family advisor asked coaching questions to help the family identify an action-
able insight (i.e., some action they could take, based on what they discovered in their ex-
ploration of the coachable opening) that would help them move forward toward the goals
they set for themselves. The actionable insight emerged from brainstorming a broad list
of possible courses of action and then identifying a particular action that seemed to be
most helpful, doable, and inspiring.

The Design Stage. During this stage, the family designed a specific and doable plan of
action for accomplishing their goal or actionable insight. It was important to help the
family anticipate the likely consequences of taking this new action and to plan how they
would address potential barriers to and make use of facilitators of their desired behavior
that might appear along the way. This information formed a roadmap for the family that
previewed the journey ahead, helping them avoid “potholes” that might impede progress.

The Activate Stage. The family advisor helped the family identify the specific benefits
to be gained by adopting or maintaining a healthy habit and particular sources of inspira-
tion to stay committed to the action. Using collaborative inquiry, the advisor and family
also established a mechanism for accountability. The outcome of this stage was the fam-
ily’s commitment to action. The action they committed to might have been a learning ac-
tivity or forwarding action that deepened their understanding about themselves or their
motivations or helped them gain more knowledge about how to make desired changes. Or
the commitment might have been to take action on a specific task, referred to as a “weekly
goal” (a small step that helped the family move toward their ultimate change goal).

These coaching stages make sequential sense and provide navigational guidance
throughout the coaching conversation. They help the advisor know where he or she is at
any point in the conversation, what to focus on (the purpose of the stage), how to do it (the
methods of that stage), and when that stage is complete (the outcome). In practice, how-
ever, any conversation may touch on any of the stages in varying order. It is common to
start each visit with the connect stage, but past visits and the current conversation may
elicit any of the other stages.

Training of Family Advisors and Quality Assurance

Three family advisors with varying degrees of home-visiting experience were hired
from the local community and participated in an extensive training process. Trainers
included the coaching consultant who designed the coaching model, study investigators,
and content experts from the local community. Family advisors conducted four moni-
tored visits with “practice” families not participating in the program prior to the
beginning of the intervention. Additional coaching training was provided intermittently
throughout the intervention by the consultant, who also occasionally shadowed advisors
on family visits, reviewed audiotapes of family visits, and provided individual and group
coaching to the family advisors.

For quality assurance purposes, supervising staff listened to audiotapes of 10% of the
family visits to assess the quality of the family advisors’ preparation for and interactions
with the families relative to established visit protocols and appropriate use of hands-on
activities and coaching strategies. If necessary, a supervisor worked collaboratively with
a family advisor to design a plan for improvement.
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Family advisors were trained to complete the visit documentation form for each visit,
using standardized criteria. Quality control included 100% “chart review” of each docu-
mentation form by either the supervising family advisor coordinator or the study evalua-
tion coordinator. They assessed timely completion of documentation, completeness, and
consistency in the information recorded. Ten percent of the forms were reviewed while
listening to a tape of the corresponding visit to assess accuracy and consistency of
information documented.

Description of PACT Family Visits

Typically, PACT visits took place in the family’s home, but family visit activities
sometimes took place in a different location (e.g., a planned nature walk at a park). At a
minimum, the visits involved the primary caregiver and the second grader, although all
interested family members were encouraged to participate, including the secondary care-
giver, siblings, and other relatives such as grandparents or cousins.

Intended outcomes for family visits were based on the coaching stages, allowing fami-
lies to first discover their current interests, concerns, priorities, and values about nutrition
and physical activity before moving into action to change behaviors. At the end of each
visit, the family advisor would initiate conversation about the next visit’s focus or activity
and discuss with the family what steps they were willing to take to help them move for-
ward in their area of interest (i.e., a forwarding action or weekly goal).

At most visits, the family advisor would facilitate a fun, hands-on activity chosen by
the family at the previous visit. Depending on the nature of the activity, a family advisor
might engage the family in a coaching conversation during the activity or might wait until
the activity was completed. For example, if the activity were playing basketball with the
family, the physical effort and concentration required by the game might prevent a
conversation until after the game ended.

Measures

Process measures of the family visits were obtained from three sources: (a) the Visit
Documentation Form, which each family advisor completed following each family visit;
(b) the Family Satisfaction Survey, conducted by trained telephone interviewers with pri-
mary caregivers 6 to 8 months following their last completed family visit; and (c) the
qualitative study, made up of in-depth semistructured interviews of a sample of family
members and their family advisors.

Visit Documentation Measures. To document visits, family advisors noted time, date,
and location of the visit, family member attendance, individual degree of involvement,
and family dynamics (e.g., shared or dominated conversation and any observed conflict
between members). Prior to the visit, family advisors documented the planned hands-on
activity, the appropriateness of the activity within the context of the caregivers’ stage of
change, and their barriers to and mediators (e.g., self-efficacy) of behavior change related
to nutrition or physical activity. Following the visit, family advisors assessed the family’s
level of engagement and time spent in each of the coaching stages, whether the outcome
for each coaching stage was obtained, and the family’s reaction to the planned activity.

Setting formal, long-term goals can be intimidating to individuals. As an alternative,
families were coached toward setting small weekly goals or forwarding actions to enable
the family to experiment with a new behavior. A forwarding action might be to obtain
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more information about health clubs in the area. A weekly goal might be to add a fruit at
breakfast. Family advisors recorded weekly goals and forwarding actions and how family
members fared on those goals or actions on their next contact with the family. A summing
of these outcomes resulted in a composite measure for “achievement outcome.”

Family Satisfaction Survey. Six to 8 months after completion of the family visits, 20 of
27 (74%) caregivers who had at least one family visit completed a telephone survey to de-
termine their satisfaction with the PACT program. This survey included a series of ques-
tions related to coaching stages and outcomes and perception of personal behavior
change. The participants were also asked to assess how well they had maintained their
goals.

Qualitative Interviews. The study evaluator conducted interviews with four families
about their experience with the program following completion of the intervention. A total
of six caregivers, four second-grade children (who were third graders by the time they
were interviewed), and five siblings were interviewed. In addition, the supervising com-
munity project director and three family advisors were interviewed to reflect on the visit
intervention and the process of coaching.

Participants were selected for the interviews based on ethnicity of the caregiver, family
type, and amount of behavior change using a mixture of purposive sampling types described
by Patton (1980). Sampling for qualitative methodology differs from conventional quan-
titative sampling methods. Purposive sampling seeks to maximize information, not facili-
tate generalization. Thus, maximum variation sampling was used to document variations
that may have emerged as a result of different conditions, such as the ethnicity of the care-
givers and family type (i.e., single- or two-parent family). Extreme cases sampling seeks
to obtain information about cases at the extreme ends of a spectrum—in this case,
whether PACT participants were perceived by their family advisors to have made “no
changes in healthy habits” versus “marked improvements in healthy habits.” Determina-
tion of extreme cases was based on review of family visit documentation and brief inter-
views with family advisors about their documentation.

Semistructured interviews were used, beginning with a set of open-ended questions ask-
ing adults about their expectations for PACT; what they did and did not like about the pro-
gram; types of changes, if any, made in their diet or physical activity and to what they at-
tributed their making those changes; and the likelihood of maintaining new diet/physical
activity behaviors. Children were asked about what they liked or didn’t like about the pro-
gram. Interviews were typically conducted in the family’s home, and family members
were interviewed as a group. At the close of the interview, the inquirer checked with the
family for clarity of understanding.

Analysis of Visit Documentation and Family Satisfaction Survey

Scores for time spent in coaching conversation and level of family engagement were
averaged over visits for each family. Means and standard deviations for achievement out-
comes were computed for each family. Correlations were calculated to examine the rela-
tionships among the four process variables: time spent in coaching conversation, level of
family engagement in coaching stage, attainment of outcome for coaching stage, and
goal/forwarding action achievement outcomes. Because of differences among advisors
in the amount of time spent in coaching stages, partial correlations were also computed,
taking family advisors into account. These partial correlations were calculated by first
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running linear regression models of the process variables on family advisor. Pearson cor-
relations were then calculated on the residuals from these models. For family satisfaction
survey items, frequency distributions of responses were determined.

Analysis of Qualitative Interviews

Qualitative data analysis was conducted in two ways: Information about each family
was analyzed and described, and then information across families was analyzed and
described. Analysis of information for each family was based on a modified method of
constant comparison (Glaser & Strauss, 1967, as adapted by Lincoln & Guba, 1985, and
Skrtic, 1985). Interview transcripts were analyzed for repetitious patterns of ideas gener-
ated from participant thoughts on how PACT influenced their nutrition and physical
activity attitudes and/or behaviors. Analysis was carried out in two tasks: unitizing and
categorizing.

Unitizing is the step of identifying and recording essential information units from the
data that are relevant to the focus of the inquiry. Each unit focused on an understanding or
action.

The process of categorizing began with the first interview with a Year 1 PACT family
that was unitized. Using the modified method of constant comparison, categories that
describe the nature of groupings of units were developed, then codes for these categories
were assigned to the units. With each successive family interview, from 10 Year 1 and 4
Year 2 families, the appropriateness of each category was reevaluated as more units were
added. A final set of categories was developed that could reasonably handle the units. For
example, units of data that pertained to having an increased awareness (e.g., increased
awareness of one’s own behavior) were coded under the larger category of “awareness.”
All data were coded and retrieved via ATLAS/ti software (Muhr, 1997), using the final
category set.

RESULTS

Visit Information

In the second year of the PACT intervention, 27 families received home visits by one
of three advisors. The mean number of visits for a family was 7 (range = 1 to 11), averag-
ing 1 hour per visit. The total number of visits across the 27 families was 190: 28% (n =
54) of visits focused on nutrition and 58% (n = 110) focused on physical activity. The
remaining 14% (n = 26) of visits did not have a specific focus area because they were usu-
ally the initial home visit. Sixty percent of primary and secondary caregivers were His-
panic and the remainder was White, non-Hispanic, with the exception of 1 Native
American and 2 Guatemalans.

Time, Level of Engagement, and Coaching Stage Outcome

Table 1 shows, by coaching stage, the mean rating for amount of time spent in a coach-
ing conversation, the level of engagement, and percentage of visits in which the outcome
for the coaching stage was achieved. More time was spent in the Connect stage than in
other coaching stages. Advisors reported spending the least amount of time in the Create
and Design coaching stages. In most cases, the more time spent in conversation at a stage,
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the greater the mean level of family engagement and the greater percentage of visits in
which the outcome for the stage was achieved. An exception to this was the Activate stage
in which the amount of time spent and level of engagement were moderate, but there was
a high percentage of visits in which the outcome for the stage was achieved. These rela-
tionships held whether the visit was focused on nutrition or physical activity (data not
shown).

The level of engagement of family members was positively and significantly associ-
ated with time spent in a coaching stage in both nutrition and physical activity visits, with
the exception of the Connect stage for physical activity visits (see Table 2). In the last col-
umn of Table 2, all visits were averaged together to provide an overall description of the
coaching process over time. Estimates are adjusted for family advisor, because amount of
time spent in coaching stages varied by advisor. Across all visits, the partial correlations
(adjusting for family advisors) between time spent in each coaching stage and level of
engagement are significant for the Connect, Discover, and Activate stages. Adjusting for
advisor, we found the following correlations when data were pooled across all coaching
stages: 0.54 (p < .001) for time spent in coaching conversation versus level of engage-
ment; 0.69 (p < .001) for time spent versus attainment of coaching outcome; and 0.61 (p <
.001) for level of engagement versus attainment of coaching outcome.
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Table 1. Descriptive Coaching Variables for 190 Home Visits

Mean (+/– SD) Mean (+/– SD) % of Visits in
Rating for Amount Rating for Which Outcome

Coaching of Time Spent Level of for the Stage
Stage in Conversationa Engagementa Was Achieved

Connect 3.4 ± 0.72 3.0 ± 0.73 86.8 [intersection of interests]
Discover 2.8 ± 0.79 2.9 ± 0.85 63.7 [coachable opening]
Create 1.9 ± 0.78 2.1 ± 1.03 36.8 [actionable insight]
Design 1.6 ± 0.74 1.8 ± 0.96 22.1 [plan of action]
Activate 2.4 ± 0.76 2.6 ± 0.82 82.1 [commitment to action]

a. 1 = not tried, 2 = a little, 3 = some, and 4 = a lot.

Table 2. Correlation of Time Spent on Coaching Stage Versus Family Engagement, by Type of
Visit (Correlation Coefficients)

Time Spent Versus
Time Spent Versus Time Spent Versus Level of Engagement

Level of Engagement Level of Engagement for All Visits,
Coaching Nutrition Visits Physical Activity Adjusted for Family
Stage (n = 54) Visits (n = 110) Advisors (N = 164)

Connect 0.62 (p < .001) 0.18 (p = .06) 0.51 (p < .01)
Discover 0.77 (p < .001) 0.63 (p < .001) 0.81 (p < .0001)
Create 0.36 (p < .001) 0.42 (p < .001) 0.21 (p = .35)
Design 0.49 (p < .001) 0.45 (p < .001) 0.31 (p = .20)
Activate 0.67 (p < .001) 0.73 (p < .001) 0.69 (p < .0001)
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Achievement Outcome

There were 21 families that committed to at least one forwarding action or weekly
goal. The mean number of actions or goals per family was 7.8. The proportion of actions
and goals achieved are presented in Table 3. For only 18% of follow-up queries by the
family advisors was the goal or forwarding action not achieved. For 63% of these queries,
the goal or forwarding action was completely or partially achieved.

For these same 21 families, the mean engagement score was 2.8, ranging from 2.4 to
3.6. The average number of visits per family was 8.6. The correlation between average
achievement outcome and average engagement was 0.34 (p = .13). After adjusting for
family advisor, there was a statistically significant positive relationship (correlation =
0.51, p = .02) between outcome and engagement.

Family Satisfaction Survey

Table 4 displays the results of the family satisfaction survey for nutrition and physical
activity. The table indicates that a higher proportion of caregivers perceived that PACT
assisted with physical activity than with nutrition, although numbers are small. This per-
ception may reflect the fact that visits focused on physical activity (n = 110) were twice as
numerous as those focused on nutrition (n = 54), which in turn may indicate a higher level
of interest in making changes in physical activity.

Despite the family advisors’ perceptions that for the Create and Design stages, there
was less time spent, lower family engagement, and less attainment of coaching stage out-
come, adults in the family had very positive perceptions of outcomes related to those
stages. For example, for both nutrition and physical activity, 55% strongly agreed that
“meeting with your family advisor helped you think of new ways to get more [physical
activity/fruits and vegetables into your diet],” which largely relates to the Create stage
outcome of arriving at an actionable insight.

Just one overall question was asked about the Connect stage. All families who had set
goals reported that they had chosen their own goals for the program, suggesting that the
intersection of interests between the program and the families was achieved. In addition,
the perceptions of behavior change attributed to the PACT program were strong: 56% and
50% “strongly agreed” and 44% and 39% “somewhat agreed” that being in the PACT
program had helped them change their physical activity and nutrition behaviors,
respectively.

Similarly, when asked if PACT had increased their motivation to eat more fruits and
vegetables or to increase their physical activity, 100% of participants said yes. When
asked whether they had been able to stick with the goals they set for themselves, 53%
answered “very well” or “somewhat.”
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Table 3. Frequency Distribution of Achievement Outcomes

Achievement Outcome

2 = No,
1 = No Something Learned 3 = Partial 4 = Yes Total

Forwarding action 22 (21%) 13 (13%) 23 (22%) 45 (44%) 103 (100%)

Total 29 (18%) 31 (19%) 41 (25%) 62 (38%) 163 (100%)
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Qualitative Interviews

All four Year 2 families described program aspects found to be effective in facilitating
behavior change. These included hands-on activities, described as “eye-opening and edu-
cational;” the encouragement of and social support from the family advisor; the family
group activities; and increased awareness of their dietary or physical activity habits or
cholesterol levels from clinic lab results, interviews, and monitoring. Parents liked the
social networking they enjoyed from participating in the Family Fun Nights (hosted by
PACT at the school). One parent said, “We liked the games and meeting other families. It
was fun learning—we learned with others and learned with our family advisor.” Her hus-
band added, “It was a good way to meet people from the community. Everybody
shared. . . . Sometimes you’re so busy, you don’t get to meet other parents.”
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Table 4. Caregiver Perceptions of Nutrition and Physical Activity Coaching Outcomes

Strongly Somewhat Somewhat Strongly
Coaching Stage: Coaching Outcome Agree Agree Disagree Disagree

Connect: Intersection of interests
Your family advisor let your family 93.3% 6.7% — —

members decide what their goals (n = 14) (n = 1)
would be for the program.

Discover: Coachable opening
Being in the PACT program helped 22.2% 55.6% 16.7% 5.6%

you to understand what makes you (n = 4) (n = 10) (n = 3) (n = 1)
eat the way you do.

Being in the PACT program helped 44.4% 44.4% 5.6% 5.6%
you to understand why you get the (n = 8) (n = 8) (n = 1) (n = 1)
amount of physical activity you get.

Create: Actionable insight
Meeting with your family advisor 55% 30% 10% 5%

helped you think of new ways to get (n = 11) (n = 6) (n = 2) (n = 1)
more fruits and vegetables into your diet.

Meeting with your family advisor 55% 40% 5% —
helped you think of new ways to get (n = 11) (n = 8) (n = 1)
more physical activity.

Design: Plan of action
Meeting with your family advisor 40% 45% 10% 5%

helped you make a plan for how to (n = 8) (n = 9) (n = 2) (n = 1)
eat more fruits and vegetables.

Meeting with your family advisor 60% 35% 5% —
helped you make a plan for how (n = 12) (n = 7) (n = 1)
to get more physical activity.

Activate: Commitment to action
Meeting with your family advisor 45% 45% 10% —

inspired you to carry through with (n = 9) (n = 9) (n = 2)
your nutrition goals. —

Meeting with your family advisor 50% 45% 5% —
inspired you to carry through with (n = 10) (n = 9) (n = 1)
your physical activity goals.
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Awareness of cholesterol values, coupled with working with their family advisor, was
noted by several parents. One caregiver stated, “My first year in PACT—I had my blood
test taken. Results showed my cholesterol was high. I did menu planning with the help of
the family advisor. We went to the store and did comparative shopping.”

PACT participants found several types of social support from the family advisor to be
helpful. Caregivers appreciated the emotional support of family advisors who were per-
ceived as caring, encouraging, and nonjudgmental, as well as informational support pro-
vided in the form of discussing helpful ways to improve in order to keep forwarding the
action toward desired outcomes. In addition, caregivers particularly appreciated the value
of appraisal support in receiving constructive feedback and affirmation for their own
behavior. One caregiver talked about breaking out of denial about his lifestyle habits and
how his thinking shifted after his family advisor asked him a simple question.

I stuck with my personal goal of losing weight and changing eating habits. I found out I had
diabetes six to seven years ago. PACT helped me to address [changes]. I don’t know if I was
in denial, but I’ve changed how I think about it. I realized that by eating better, it will help me
to get better—this happened after the PACT program.
[My family advisor] asked me “What’s the difference between getting a candy bar and a
piece of fruit? They cost the same.” That made me think . . . she [family advisor] would have
you think about your choices every day.

This is an example of how the family advisor used collaborative inquiry to coach the par-
ent toward greater self-awareness, making a shift in perspective, which led to new
insights and a new framework for looking at opportunities.

Family advisors and the supervising community project director discussed how
improvement in visit protocol and refinement of their coaching skills affected program
delivery in the second year of PACT. Specifically, the following intervention aspects were
cited as being weaker in the first year of the program, due to training and protocol devel-
opment issues: the use of coaching techniques to more clearly establish a mutually bene-
ficial intersection of interests between the program and families, and to help
precontemplative persons resolve ambivalence; appropriate use of intervention strategies
that are tailored to the person’s stage of change; and providing a more concise description
of the purpose of the PACT program, research, and the family advisor’s role.

All four families interviewed in the qualitative study reported that at least one family
member in each family made positive behavior changes in diet and/or physical activity.
(This was true even though half the sample was chosen because they were perceived by
their family advisor as less successful in making behavior changes than the other half of
the sample. Thus, the qualitative study revaled positive effects perceived by participants
that were not measured in the quantitative outcome survey. Even families that family
advisors thought were not so successful could decsribe behavior changes they made.)
Caregivers described changes in dietary behavior in broader terms than just increasing
fruit and vegetable intake (e.g., trying new foods and packing healthy lunches). Although
two caregivers described making dramatic increases in their physical activity, the remain-
der either felt that they were already physically active or that they were not as successful
in making changes in physical activity as they were in making dietary changes. All but
one caregiver reported an increased awareness of their own habits in diet and physical
activity.
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DISCUSSION

For the subset of 21 families that had committed to at least one forwarding action or
weekly goal, the average number of visits was 8.6 (vs. 7 for the whole sample). The
increased average number of visits for these families may have contributed to both the
opportunity for more achievement of outcomes, as well as more time and engagement in
coaching. The data for these 21 families indicated that there is a significant positive rela-
tionship between family engagement and achievement outcomes.

The correlation for time spent in Connect and the level of engagement was low for
physical activity, most likely because these visits usually engaged the family in a physical
activity (such as playing basketball), often leaving less time for conducting a coaching
conversation. The emphasis on activities at the visits may also partially account for the
high percentage of visits in which the outcome for the Activate stage (a weekly goal or a
commitment to take action) was achieved. Because the coaching process was integrated
into the use of family activities, the two effects cannot be separated in this study.

In summary, the process data support the conclusion that the coaching model was
implemented as planned, using the coaching stages. The correlational analyses indicate a
positive association among time spent in a coaching stage, level of family engagement in
the process, and attainment of coaching outcomes when data were pooled across all
coaching stages. We conclude that coaching used in conjunction with hands-on activities
assisted families to take action through the processes of establishing an intersection of
interests, surfacing their internal motivation, deciding what action they were ready, will-
ing, and able to take, and moving toward their weekly goals. Furthermore, this conclusion
is supported by the caregivers’perspectives obtained in the family satisfaction survey and
the qualitative interviews.

Strengths of the Study

The use of the family visit enabled personal tailoring of the intervention to the family’s
situation or dynamics, increasing the program’s relevance to each family. This project
provided many opportunities for families to experience healthy activities together. Such
experiences should help achieve sustainability in families for whom spending family
time together was a mediator of diet or physical activity behaviors. The use of an applied
coaching model was valuable in providing a structured way to interact with families and a
consistent methodology to connect with families on each visit; help families identify their
internal motivation for change; and ensure that the family, rather than the family advisor,
take the lead in identifying their own change goals and path for achieving change.

Weaknesses of the Study

The coaching protocol was added to the project after a series of planned activities for
families had been designed around the stages of change model. Because activities were
introduced to families early and were used frequently, families may have moved toward
the Activate Stage before some of the more exploratory coaching stages could be imple-
mented as fully as might have been desirable (especially the Create and Design stages).
The learning curve for family advisors was fairly steep, because coaching interactions are
less proscriptive than most programs in which these advisors had previously participated.
This was reflected in the numerous changes that needed to be made in Year 1. In addition,
it was difficult for advisors to apply conversational techniques they had practiced in one-
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on-one situations to whole family units that included very young children and during vis-
its subject to the disruptions of family life. There were sometimes chaotic and/or authori-
tarian family dynamics, making coaching conversations difficult and affecting outcomes.
In addition, coaching encounters may not have been frequent enough to create adequate
momentum to reach project target outcomes.

Preliminary outcome results of the study indicate improvements in dietary and physi-
cal activity behaviors that did not reach statistical significance. Small sample size may be
a major limitation, highlighting some of the difficulties of conducting behavioral
research in rural communities. In addition, quantitative instruments may miss project
effects that fall short of the target outcomes, and our qualitative data suggest that some
behavior changes occurred subsequent to follow-up data collection.

IMPLICATIONS FOR RESEARCH AND PRACTICE

Community competence and empowerment are built through the empowerment of the
individuals within the community. It was the intent of this project to first empower indi-
viduals to experience dietary and physical activity lifestyle changes and then to leverage
their experiences into leadership for empowering the larger community. One of the strate-
gies chosen to help empower individuals was coaching, which was successful in moving
families toward more healthful outcomes, even though they may not have attained the
project target goals by the end of the study.

There were numerous advantages of using coaching in this health behavior interven-
tion, which may be applicable to other studies, especially those interested in participatory
methods.

• Coaching provided a methodology supportive of the change processes addressed by the
transtheoretical model for stages of change. For example, family advisors used coaching
techniques to explore the decisional balance or the person’s relative weighing of the pros and
cons of eating fruits and vegetables and getting regular physical activity.

• Coaching provided a method of collaborative and appreciative inquiry, versus investigative
inquiry. The appreciative style of inquiry helped create a sense of partnership between the
participants and the project staff.

• Coaching provided a methodology to standardize the manner in which family advisors com-
municated with families, while still enabling a tailoring of the intervention to the families’
interests and concerns. This systematic approach to conversational interactions engaged par-
ticipants to access their current thinking and experience; test their underlying beliefs and
assumptions against new knowledge and insight; and realign internal motivating structures
toward the achievement of new and attractive possibilities (Andhara, 2000).

This project piloted the use of coaching techniques in a family-based health behavior
intervention. More research needs to be done on tracking the coaching process and coach-
ing stage outcomes and relating these effects to behavioral outcomes. However, the detail
provided in this study should be helpful to other investigators seeking a method of part-
nering with research participants.
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