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Abstract
Objective: The aim of this project was to explore the barriers and enablers to implementation of staff training in Health
Coaching, a model of care employed in primary care to facilitate client self-management of chronic disease.
Methods: Forty six staff members from five rural community health settings were recruited to undertake training in
Health Coaching. A simple post training quantitative evaluation was conducted by surveying staff five months post
training.
Results: There was a 68% response rate to the surveys. Only 50% of staff trained in Health Coaching reported
implementing it into practice. Enabling factors to implementing the training were reported as peer and organizational
support.
Conclusion: Effective models of self-management in chronic disease should not be aimed at staff training alone. This
study suggests that implementation of new models of care requires a significant change in clinician practice which is not
readily embraced by staff.
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1 Objective
The aim of this study was to explore staff perceptions of barriers and enablers to the implementation and routine use of
health coaching training.
Health coaching is the practice of health education and health promotion within a coaching context, to enhance the
wellbeing of individuals and to facilitate the achievement of their health-related goals [1]. Effective health coaching
engages the patient as a partner in self-management, rather than being a passive recipient of care [2]. The benefits of this
approach are multi factorial, including better compliance, greater continuity of care, improvements in health status and
reduced hospital admissions [3, 4].
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Engagement of health care professionals is viewed as critical for successful application of self-management education
programs

[5]

. Self-management is becoming recognised as a vital aspect to help manage chronic disease

health policy now having self-management as an intervention
self-management strategies aimed at improved health outcomes

[7]

[6]

with public

. Numerous studies have investigated the benefits of

[8-11]

. Investigating staff uptake, integration and delivery of

self-management tools and training appears limited. There is even more limited evidence of the use of self-management
techniques and staff uptake in rural settings, despite the high prevalence of chronic disease. One Australian study of staff
implementation of self-management of chronic disease suggested that maintaining ongoing capacity, especially in rural
areas, requires planned and structured professional development opportunities [12].
A previous study suggested that areas to investigate include slow embracing of self-management concepts, reluctance to
develop care plans, and the need to evaluate the contributions of the roles of the health professional [13]. Other authors [9, 14]
suggest further research to address mechanisms that make coaching successful and ultimately facilitate its integration into
routine health care through a wide range of health professional groups. Recently, a report in the UK called for the need to
explore clinicians’ attitudes, behaviors and beliefs of self-management principles, if we hope to integrate it into routine
health care [15].
Background
Early Intervention in Chronic Disease (EIiCD) is an Australain government initiative which forms an integral part of the
Victorian Government Department of Health’s Integrated Chronic Disease Management strategy [16].
Three year recurrent funding was received for an EIiCD program in a rural local government area. This was a partnership
consortium involving four small rural health services and one home and community care (HACC) agency. The purpose of
the funding was to facilitate effective models of self-management for clients with chronic disease. In Australia, people
living in rural areas tend to have shorter lives and higher levels of illness and disease risk factors than those in major
cities [17, 18]. It is therefore imperative that rural health practitioners are knowledgable about efficient and effective chronic
disease management strategies.
The rural health services in this study were a combination of integrated primary care services and outreach models.
'Integrated services' offer a range of integrated primary health care services from the hospitals located in the communities
they serve. Integrated services provide single point access to a range of services and sufficient numbers of health
professionals to ensure mutual professional support. Because these communities cannot usually sustain necessary allied
health and specialist services in a discrete form, this model enables the population to sustain such a service [17]. The HACC
service was an integrated primary care service, but was not co located at the community’s hospital.
'Outreach models' are characterized by the periodic supply of services from one location which has services to other
locations which do not. The arrangement involves centrally located services providing services to satellite communities
though a 'hub and spoke' arrangement, such as where an allied health professional or expert clinician in one community
may visit a second community for short periods. Outreach services thus improve access to health services for widely
dispersed and isolated populations and often co-exist with other integrated and comprehensive primary care services [17].
Three of the rural health services and the HACC service were located in similar size towns of approximately five thousand
people who rely primarily on agriculture, at least 30 minutes from the nearest major regional centre. The staffs employed
at each service are a similar mix of nurses and allied health staff. One rural health service was located in an agricultural
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town of approximately 1,500 people, 45 minutes from the nearest regional centre. This service has smaller numbers of
allied health staff, working under an outreach model.

2. Methodology
2.1 Training Model
The training model chosen to facilitate client self-management was Health Coaching Australia. Health Coaching (HC) is
described as a model that incorporates a number of well-regarded health behaviour change theories and principles into a
structured 10 step process that guides health practitioners in facilitating agenda-setting, decision making and behaviour
change planning [19].

2.2 Participants
A total of 46 staff members across the five sites undertook the training. The training places were allocated in relation to the
amount of effective full time positions per organisation working with the likely EIiCD target population. There were four
staff from site 1, twelve staff from sites 2 and 3, eight staff from site 4 and 10 staff from site 5.

2.3 Evaluation
Quantitative data collection was chosen to evaluate implementation of the training. The project manager identified staff
members who had undertaken HC training, and distributed surveys via managers at each site. Management was not aware
which participants returned surveys.

2.4 The survey tool
As no specific validated tool existed, the formal survey tool was constructed by the project manager and a researcher,
based on staff feedback, to elicit information relating to perceived barriers and enablers to converting HC training into
everyday clinical practice. The survey consisted of 11 questions and areas explored by the survey included the time taken
to commencement of implementation of the health coaching principles into practice, barriers to implementation, and the
percentage of clients that staff used HC with, and the most common element/s of the HC tools used.
Basic demographic data was collected including participant age, years in allied/nursing health workforce and current
position’s held. The survey also sought to determine staff’s perceptions of the level of support, both within their own
organisation and across the health services in the LGA. Finally two open ended questions provided opportunity to express
opinions not covered by the survey and possibly unearth enablers or positive aspects not identified.
The survey was pretested to ensure clarity and participant understanding. As no other relevant and validated tool was
available in the literature, and because the information was sought to determine local rural barriers with an aim of
facilitating local solutions, the tool was developed and validated this way. Consistent responses during the pretesting phase
and obtained from the study participants indicated reliability of the tool. Psychometric testing of the tool is not appropriate
in this case, as a resulting score that implies an outcome, is not the aim of this tool or this study.

2.5 Ethics approval
Ethical approval for the project was granted by Goulburn Valley Health Research and Ethics Committee, approval number
GVH 07/10.
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3. Results
Forty four formal surveys were distributed with 30 respondents, giving a 68% return rate. The respondent return rate was
fairly evenly distributed across the sites, with a 75% (3 and 9 respondents respectively) return rate from sites 1 and 2, 66%
(8 respondents) at site 3 and 61-2% (5 and 6 respondents) at sites 4 and 5 respectively.
There was a wide age range and years of service represented in the group. The basic demographic data was combined to
produce the described sample represented in Table 1. Although not represented in the table, the characteristics of the
non-respondents did not differ greatly from those who did respond.
Table 1. Demographic information of survey respondents
Participant details

Demographic details

Age range of respondents
Average age of participants
Range of total years in AHW
Average total years in allied health workforce
Respondent positions in health service:
Dietician
Diabetes educator
Counsellor
Podiatrist
Physiotherapist
Community Health Nurse
Occupational Therapist
Assessment Officer
Allied health assistant
Intake officer
District Nursing Service
Registered Nurse Acute
Health Promotion Assistant
Health Promotion Officer
Not stated
Total (1 respondent listed 2 professions)

24-61 years
44 years (1 missing data)
1-35 years
13.4 years
1
1
3
3
1
6
2
2
1
1
6
1
1
1
1
31

There were no major differences when the results were stratified by site and so the results are pooled for presentation.
The majority of respondents to the survey (73%) described their attendance at the HC training as being nominated and
directed by their manager, as opposed to voluntary (13%) or actively sought by the employee (13%).
When respondents were asked how long it took them to commence implementation of the new skills learned in training,
40% identified that they immediately implemented it. Smaller numbers responded that they were still not using it, or that it
took two weeks to two months to commence implementation. There were 4 staff members (13%) who nominated differing
time frames. There was no correlation between respondent’s age or years in the workforce to the time frame for
implementation. Similarly, when a Pearson correlation coefficient was computed to assess the relationship between
organizational support and the time taken to implement the new skills, no correlation was found (r=0.06, n=31, p=0.74).
Staff was asked to report on limitations to the use of HC into practice as a whole. The items for consideration were:
relevance of the training to practice, the time required to implement training, colleague’s opinions and support, manager’s
opinions and support, knowledge, how to implement training, where and what documentation to use, and experience and
confidence in using HC. The percentage responses are shown in Figure 1. The greatest limitation to use of HC is reported
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as the time required using it and how to implement training into work practice. In all other domains, no limitations to use
are predominant.

Figure 1. Reported limitations to the use of HC in the workplace (30 responses)
Half of respondents (50%) to the survey reported using HC with 50% of their clients. 3% of respondents reported that they
were still not using it when surveyed 5 months post training, with the same number reporting that they used it with all their
clients. Pearson correlation coeeficient was computed to assess the relationship between peer support within their
organisations and staff’s use of skills (based on categorised percentage of use). There was no correlation between the two
variables (r=-1.5, n=31, p=.40).
HC teaches a number of techniques/processes to staff to facilitate client self-management. The major tools and their
descriptor are shown in table 2 with responses to which form of HC was most commonly used by participants. Staff were
asked the most common form of HC used, and were instructed that they could choose more than one.
Table 2. Principles of Health Coaching and their description [Source: (19)]
Process

Description

Ask Readiness, Importance,
Confidence
Start of goal setting

RIC® helps to prioritize health goals & to identify potential motivational barriers to
health behavior change
As above – may have done so at agenda setting process
Asked at the specific goal level, when you know exactly what client intends to do
and when
Ensures the client is pursuing a goal they perceive will have benefits for them and
confident of achieving
Ensure clients are aware of all their major health issues, medical & lifestyle risk
factors
Help clients to become aware of the general goal they could pursue to address or
manage their health
Problem solving process to organize & prioritize options for health behavior change
so clients can focus on one issue at a time
Without a decision there is no action
Purpose to form an intention to take action
Involves client to examine the trade - offs associated with making a decision
Aim is to generate a list of specific goal options client can pursue to achieve general
goal/s
Maps out how client will take action
Set of instructions detailing what client will need to do & how to do it in order to
achieve their specific goal
Tracking options (behavior change) increases clients chance of success
Can act as visual cue and reminder to keep up behavior changes
To identify client’s barriers to health behavior change
Behaviors, Emotions, Situations, Thinking
Used to address thinking barriers during action planning
Use cognitive change strategies to increase client’s confidence

End of goal setting

Health Profile tool

Agenda setting tool

Decisional Balance tool

Goals setting process

Healthy goals action plan

Habit change tool
Explore barriers to change and
address them using BEST
Thinking strategies to help clients
make change (ANTS into PETS)
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Nominated as being used
by respondents n (%)
19 (63%)
13 (43%)

3 (10%)

2 (7%)

2 (7%)

6 (20%)

12 (40%)

7 (23%)

3 (10%)
4 (13%)
7 (23%)
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The Readiness, Importance, Confidence (RIC®) principle was the most frequently used principle with 19 respondents
declaring they commonly used this tool. Using RIC® at the start of goal setting, and the goal setting process were the next
most frequently used tools to facilitate client self-management, with 13 respondents and 12 respondents respectively
reporting use of these.
The level of support was the next section explored by the survey. More than half of the respondents felt there was a good
level of support within their organization, and this is depicted in Figure 2. As previously reported, this did not influence the
time it took to implement the skills, nor the percentage of clients they used HC with.

Figure 2. Reported level of peer support within own organisations
The final section of the survey included 2 open ended questions. Because the responses were brief written answers, a
simple content count was conducted, essentially a quantitative presentation of qualitative responses. In the first, staff was
asked to list any factors that they felt assisted with the implementation of HC. There were 3 clear areas discussed by the 12
participants (40%) who elected to respond. It was mentioned 7 times that the HC principle of goal setting was favourably
received by clients with responses such as;
“Clients like goals” and “[Health Coaching] Enables you to focus more on clients goals and ask them what they feel as
important rather than assuming.”
Peer and management support was also expressed as an important factor in applying HC principles. Four responses listed
networking and meeting with peers as being important factors in implementing HC, with responses such as;
“Networking” and “…….meeting and talking to others, giving ideas” and “Regular meetings to discuss HC and to
demystify fears”
Staff also reported that utilising the RIC® principle also assisted implementation. Three responses were that RIC® assisted
in applying the principles, with statements like;
“Feel that I ask RIC which helps me most in counselling” and “Having an action plan with RIC prompts”.
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Fourteen staff members (47%) responded with other comments regarding HC training or implementation. Time
constraints related to paperwork was reported most often as a predominant barrier in implementing the training, in keeping
with the quantitative responses in the survey. Responses included;
“Time constraints associated with paperwork…” and “Paperwork is time consuming”

4 Conclusions
The age range of participants and years of experience in the workforce was broad. Although staff worked in various
disciplines, the majority had a background in nursing. This is consistent with other findings [20] that the majority of those
who are trained in health coaching are nurses and the remainders are non-psychologists from allied health fields.
Most staff reported that they had been nominated and directed to undertake the training, rather than voluntarily seeking it
out. There is a great deal of literature concerning mandatory versus voluntary training and the subsequent transfer of
training into practice [21, 22] with most suggesting that voluntary training is preferable for successful outcomes. Conversely,
earlier authors [23] argue that training success was associated with mandatory attendance.
Kirkpatrick’s model of training analysis in attempting to assess training effectiveness describes four levels: (1) trainee
reactions, (2) trainee learning, (3) trainee transfer and (4) organizational outcomes [24]. This study focused on the third
level. As trainee transfer directly influences organizational outcomes (in this instance client self-management) this
element was the major focus. It stands to reason that without good uptake of trainee transfer there will be little influence on
client results.
Despite workplace incentives to undertake further training in Australia, the uptake is poor in rural areas. Staffs rarely
self-nominate to undertake further education, citing lack of replacement for their clinical load and therefore impacting
directly on clients and coworkers [17].
Training implementation in the work environment occurred immediately for 40% of respondents. Organizations which
provide training to staff seek transfer of the training into the workplace [25], but the success of this is dependent on many
factors, including support from supervisors and peers and opportunity to use the newly acquired skills [22]. Feedback from
staff in this study supports this finding, suggesting that the successful implementation of the training was dependent on
organisational support. It did not however influence the time frame for implementation nor how many clients’ staff used
HC with. Other earlier studies [23, 26] echo that successful transfer of training into practice is reliant on the perceived level of
organizational and management support for the training.
The two major limitations identified through surveys were the time required and how to implement health coaching as a
tool to self-management. Time was understood as the perceived ‘additional’ time required by staff to use learnt training
skills. Staff reported being unable to fulfill preexisting consultation requirements and conduct ‘perceived’ additional
health coaching. Appointment times were increased to allow time yet this appears to have had minimal impact. Training
providers and others [27] promote health coaching as a brief intervention that can be incorporated into preexisting structure,
while conversely other authors [28, 29] cite lack of time as a significant challenge for practitioners to implement lifestyle
interventions into routine practice, which supports the findings from this study. Time constraints appear to be particularly
concerning in rural health settings, where the small numbers of staff make release periods for study and implementing the
skills into practice more difficult [30]. Taking time off clinical work, or taking longer times to consult when the health
professional is the sole practitioner, as is common to rural settings, increases waiting times for clients because there is no
colleague to ‘take up the slack’ in delivery time [31, 32]. Ironically this under resourcing of staff in rural areas intensifies the
need and importance of clients to self-manage, rather than relying on under resourced services to manage their care [33].
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23

www.sciedu.ca/jha

Journal of Hospital Administration, December 2012, Vol. 1, No. 2

Staff reported they had HC knowledge but did not know how to implement this newly acquired training. Butterworth [27]
discusses the absence of current standards for health coaches and the inference is the great variation in the quality and
capability of those trained. Additional resources such as material guides, increased appointment times and support group
meetings appeared to have had minimal impact in this study, in assisting clinicians to implement all or part of their new
skill set. A previous rural Australian study suggested that to be effective a whole-of-system approach that includes system
redesign to focus on continuity of care among service providers and practitioners may assist with integrating the
self-management philosophy and principles into everyday practice [12].
Participants also reported a low level of confidence in their ability to implement the training, despite perceiving it as
important. When considering RIC® (a HC acronym for readiness, importance, confidence), staff reported that their
readiness and the perceived importance of HC were high. HC encourages participants to rate each RIC® principle on a
numerical scale, with 1 being the lowest and 10 the highest. The confidence level of 90% of respondents was reported at
less than 7. HC uses the rule of low confidence (considered to be scores below 7) and recommends strategies to reduce the
magnitude, number or complexity of goals and or help the patient to address their barriers to change [19]. If applied to the
trainees of HC, the clinical staff themselves would be identified as not being prepared for change.
Other research [34] cites a range of barriers and enablers not explored in this study, such as including clinician beliefs and
attitudes and self-efficacy. It supported previous findings [34] of the perceived effectiveness of intervention, congruence
with their role and structural and organizational factors including lack of time, reimbursement or organisational support.
Responses to the survey suggest that respondents valued the training, and in theory view it as effective tool in client
self-management of chronic disease, but perceive time as the major limitation to its introduction. A large study undertaken
in the UK found that the best predictor of success of self-management in chronic disease was the time staff dedicated to
implementing the skills [35].

5 Limitations
Although 50% of respondents reported that they had implemented HC with clients, survey responses are most likely biased
toward those who have implemented the training, and those who have not implemented it did not respond. The real uptake
of transfer of training into practice would be presumed to be much less than that reported.
Due to the small scale of the study, common to rural research, and associated financial constraints no pretesting of staff
knowledge, motivation to undertake training or change workplace practices was attended. Evaluation was limited to the
research aim of identifying perceived barriers and enablers of implementing HC by staff following training.
This small exploratory study is not intended to be generalisable, but may provide some beneficial insight for other small
rural organizations.

6 Recommendations
Screening of individuals prior to training to determine participants’ motivation to transfer training in practice is
recommended. Many such validated pre training questionnaires are readily available.
A key strategy to consider, which has been identified by other studies is to promote the perceived value of the training, by
clearly articulating benefits to employees, and rewarding implementation of the training and commitment to the
organizational values. These recommendations are equally applicable in any training setting, not confined to rural
workplaces.
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7 Implications
This small, local post training evaluation has confirmed what may have been previously assumed but not often
articulated-staff training does not equate to implementation. Health coaching training, in this study, appears to have had
minimal impact upon clinician change in practice. HC is not routinely conducted with clients and attempts by
organisations to lessen barriers to implementation have had limited success. While there is some evidence of progress this
appears random, isolated and infrequent. Pre training investigation needs to be more intensive and undertaken with
participants and management, so an agreed expectation of post training progress can occur.
Australia has recently moved to national registration for all health professionals with mandatory continuing professional
development, which equates to approximately three study days. Although staff members are remunerated for further
education, the policy ignores the difficulty rural clinicians’ face in securing release time in addition to the evidence that
little of the further education is translated into practice.
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