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THE SUMMIT MEDICAL FITNESS CENTER
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POPULATION

HEALTH AND 

WELLNESS?
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Yellow Emperor’s Book of Internal 

Medicine: 
First described principal “human harmony with 

the world was the key to prevention & that 

prevention was the key to long life.

Principal grew into 6th century Taoism: Longevity 

through simple living”

200 BC: Tai chi chaun (Hua T’o) taught proper 

diet and physical activity are essential principals of 

daily living.

3000 BC – 200 BC

CHINA
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INDIA

“Ajur Veda”: elaborate collection of health & 

medical concepts; that around 3,000 B.C. 

developed into yoga.

Yoga’s roots may go even deeper, 5,000 

B.C.

Yoga philosophies asserted that physical 

suppleness, proper breathing & diet were 

essential to control the mind & emotions & 

were pre-requisites for religious experience.

China’s and India’s linking of exercise & health are 

considered by some to be the root of “sports medicine”. 
Snook GA. The history of sports medicine. Part 1. American Journal of Sports Medicine. 1984; 12:252-254.
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Ralph Paffenbarger, MD, DPH
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“Aha” Moment

NIH Consensus Development 

Conference on Cardiovascular 

Health and Physical Activity

Study: Mild Hypertension

Medication group

Exercise group

Who had better numbers?

Medication takers

Who had better outcomes?

Exercisers
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• 1996

“Every American 
should accumulate 

30’ or more of 
moderate intensity 
physical activity on 
most, preferably all, 
days of the week.”
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“An agent with lipid-lowering, 

antihypertensive, positive inotropic, negative 

chronotropic, vasodilating, diuretic, 

anorexigenic, weight-reducing, cathartic, 

hypoglycemic, tranquilizing, hypnotic, and 

antidepressive qualities.”
William C. Roberts, MD

Editor-in-Chief

American Journal of Cardiology 1984; 53:261
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• Ancient “laws of health”

• “To breath fresh air, eat proper foods, drink the right beverages, 

take plenty of exercise, get the proper amount of sleep 
and include our emotions when analyzing our overall well being.

• Berryman JW. Exercise and the medical tradition from Hippocrates through antebellum 

America: a review essay. In: Berryman JW, Park RJ, editors. Sport and exercise science: 

essays in the history of sports medicine. Urbana, IL: University of Illinois Press, 1992:1-56.
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1713 – BERNARDINO RAMAZZINI,

ITALIAN PHYSICIAN

• “Diseases of Workers”

• “Those who sit at their work and are therefore called 

‘chair workers’, such as cobblers and tailors, suffer from 

their own particular diseases…suffer from general ill

health…caused by their sedentary life. These workers 

should at least exercise on holidays to counteract harm 

done by many days of sedentary life”
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Cancer
Stroke

Cardiovascular Disease

Diabetes

Osteoporosis

Arthritis

COPD

Hypertension

Dyslipidemia

Peripheral Vascular Disease

Metabolic Syndrome

Low Back Pain

Obesity & Overweight

Fibromyalgia/CFSAsthma

Pre-Hypertension

Pre-Diabetes

Pre-Cancer

Osteopenia

Depression

Alzheimers

The Healthcare Challenge!

Anxiety
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A strong

dose-response 

relationship exists 

between most 

chronic diseases and 

lifestyle-related risk 

factors
20



Slide from John J. Ratey, M.D. www.johnratey.com

AND NOW IN 2017
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Genetic Risk, Adherence to a Healthy Lifestyle, and Coronary Disease

BACKGROUND: Both genetic and lifestyle factors contribute to 

individual-level risk of coronary artery disease. The extent to 

which increased genetic risk can be offset by a healthy lifestyle is 

unknown. 

CONCLUSIONS: Across four studies involving 55,685 

participants, genetic and lifestyle factors were independently 

associated with susceptibility to coronary artery disease. Among 

participants at high genetic risk, a favorable lifestyle was 

associated with a nearly 50% lower relative risk of coronary 

artery disease than was an unfavorable lifestyle. (Funded by the 

National Institutes of Health and others.)

The New England Journal of Medicine
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  Favorable lifestyle  Intermediate lifestyle  Unfavorable lifestyle 

A Atherosclerosis Risk in Communities 

 

B Women’s Genome Health Study 

 

C Malmö Diet and Cancer Study 

 

Figure 3. 10-Year Coronary Event Rates, According to Lifestyle and Genetic Risk in the Prospective Cohorts. 

Shown are standardized 10year cumulative incidence rates for coronary events in the three prospective cohorts, according to lifestyle and 

genetic risk. Standardization was performed to cohortspecific population averages for each covariate. The I bars represent 95% confidence 

intervals. 

23



NASTIE MAL ODOURS

EGGER, G. Defining a Structure and Methodology for the Practice of 

Lifestyle Medicine. American Journal of Lifestyle Medicine. vol. XX, no X. 

2016. Online at www.aji.sagepub.com
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Determinants Decreases Disease Risk Increases Disease Risk

Nutrition
Fruit/vegetables; dietary fiber; natural foods; food variety; healthy 

eating patterns; fish; low dose alcohol

High total energy; high E density; excess processed 

foods/meats; sugars; saturated/trans fats; excess alcohol; 

obesity; 

(in) Activity Aerobic/resistance exercise; stability / mobility training Sitting; sedentary work; excessive exercise

Stress, anxiety, depression Perceived control; resilence; self-efficacy; coping skills; 

exercise/fitness; healthy diet

Overload; learned helplessness; early trauma; boredom; drug 

use; excess alcohol

Technopathology Selective technology use; preventive care; limiting exposure Machinery use; TV/small screens; repetitive actions; 

excessive noise

Inadequate Sleep Sleep hygiene; healthy diet; exercise Shift work; excessive entertainment; sleep disorders; 

interactive media in room; obesity; medications; stress

Environment Political/economic structure; infrastructure for exercise; reduce 

chemical use

Political/economic structure; passive influences; second-hand 

smoke; pollution; drug immunity; endocrine-disrupting 

chemicals

Meaninglessness
Something to do; someone to love; something to look forward to Unemployment; displacement; ageing and loss of 

responsibility; depression; negative affect; early experiences

Alienation Family relationships; improved parenting; increased competencies Discrimination; early experiences; poor parental support; 

feelings of isolation; illness; emotional distress; social 

rejection

Loss of culture/identity Cultural acceptance and support; conflict resolution ;cultural 

pride/training

Warfare; domination by invading culture; displacement

Occupation
Employment; social justice; work equality; economic security Shift work; stress; hazard exposure; conflict

Drugs, smoking, alcohol
Social Support; relationships; resilience; employment Stress; anxiety; depression; peer/social pressure; addiction

Over-and Underexposure
Sunlight (adequate) light; general stimulation Climate; sunlight; excessive darkness; radiation; asbestos

Relationships
Companionship; peer support; maternal support in childhood; love Loneliness; interpersonal conflict; lack of support

Social inequity
Socioeconomic status; education; trust; economic security Poverty; Inequality; lack of welfare support 25
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Coaching

28



Health and Wellness coaches are professionals from diverse backgrounds and

education who work with individuals and groups in a client centered process to

facilitate and empower the client to achieve self-determined goals related to health

and wellness. Successful coaching takes placed when coaches apply clearly

defined knowledge and skills so clients mobilize internal strength and external

resources for sustainable change.
29



30



Health & Wellness Coaching 

Standards

International Consortium for 

Health & Wellness Coaching and 

the National Board of Medical 

Examiners are strategic 

partners…

….launching national standards 

for training, education, and 

certification of health & wellness 

coaches in 2017. Application Feb 

1, exam Sep 2-16. 

Coaching in Leadership & Healthcare Conference, Harvard Medical School, Sep 2016
31



• Health and wellness coaches work with individuals and groups in a client-

centered process to facilitate and empower the client to develop and achieve 

self-determined goals related to health and wellness. Coaches support clients in 

mobilizing internal strengths and external resources, and in developing self -

management strategies for making sustainable, healthy lifestyle, behavior 

changes. While health and wellness coaches per se do not diagnose conditions, 

prescribe treatments, or provide psychological therapeutic interventions, they 

may provide expert guidance in areas in which they hold active, nationally 

recognized credentials, and may offer resources from nationally recognized 

authorities such as those referenced in the NCCHWC’s healthy lifestyle 

curriculum. As partners and facilitators, health and wellness coaches support 

their clients in achieving health goals and behavioral change based on their 

clients’ own goals and consistent with treatment plans as prescribed by individual 

clients’ professional health care providers. Coaches assist clients to use their 

insight, personal strengths and resources, goal setting, actions steps and 

accountability toward healthy lifestyle change.
32



33



Methods Reviewed > 800 papers; 284 included 

Coaching Elements

Client-centered (guided by patient values)

Client-determined goals

Self-discovery

Accountability 

Combined with education

Ongoing relationship

Coaches trained in behavior change, 

motivational techniques

Wolever, Simmons, Sforzo et al. Systematic Review of the literature on health and wellness coaching. Global Adv Health Med J. 2013; 234-53

HEALTH AND WELLNESS COACHING JOB TASK ANALYSIS 

(JTA) DEFINED BY SYSTEMATIC REVIEW

Healthy 

Behavior 

Change

Intrinsic 

Motivation

Change Skills

34



COACHES FACILITATE LEARNING AND DISCOVERY ON THE 

CLIENT’S PART THROUGH THE CYCLE OF HEALTH 

COACHING BY:

• Establishing the alliance with trust, rapport and empathy

• Holding the client’s agenda foremost

• Evoking client values and strengths

• Evoking the client’s broader vision to support desired health outcomes

• Supporting the patient/client in seeking clarity and self-assessing readiness

• Identifying the patient-determined goals

• Supporting movement into action

• Tracking the progress in ways the patient has identified to increase their own 

accountability

• Helping the Client/Patient to articulate learning and insights

• Continuing to plan for sustained changes

35



HEALTH COACH MODEL

ARRANGE
•Referral

•Follow-up

ASSESS
•Health behaviors

•Self -efficacy

ADVISE
•Health risks

•Benefits of change

•Appropriate amount

Personal  Wellness 

Vision & Action Plan
1. Specific goals in 

behavioral terms.

2. Follow-up plan

3. Professional and social 

support

ASSIST
•Barriers and problem-

solving techniques

•Program opportunities

•Social support

AGREE
•Collaborative goals based on 

person’s interest & confidence 

to perform behavior

Adapted from:  Glasgow et al. Am J Prev Med 2004;27(2S)
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SUMMIT MEDICAL FITNESS CENTER 

COACHING STAFF BACKGROUNDS

• Primary Care Physician

• Ph.D. – Health Promotion

• Ph.D. – Clinical Exercise Physiology (RCEP)

• M.S. – Clinical Exercise Physiology (RCEP)

• M.S.W. – Licensed Clinical Counselor

• M.S. – Athletic Trainer/Exercise Physiologist

• M.S. – Licensed Dietician

• M.S. – Exercise Physiologist / Personal Trainer (ACSM) / NSCA

• B.S. – Personal Trainers (ACE and ACSM)

• B.S. - R.N.
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THE JOURNEY TO WELLNESS PROGRAM 

• Provider Referral ONLY

• 4 month program; $350

• Program Objectives: 

• Cultivate environment of successes

• Establish a pattern of regular exercise & 
mindful eating/nutrition.

• Increase overall quality of life

• Identify & target barriers 

• Measure behavioral and health/clinical 
outcomes. 39



JOURNEY TO WELLNESS

Multi-disciplinary team approach

Personalized coaching
 Wellness Vision

 Associated SMART Goals

 Focus on Positivity

RD / BSW : Body Balance Program

Unlimited facility accress

Group Activities & classes

Health education/wellness seminars 

Vector Wellness On-line Platform

Progress reporting to referring MD
40
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Survey Threshold Recommended Intervention

Exercise minutes/week >150 minutes = Lower risk

<150 minutes = higher risk

Blood Pressure <120 sys,          < 80 dias = Low 

120 -139 sys,   80-89 dias = Mod 

>140 sys,         <90 dias.      = High 

Dartmouth COOP Low risk = < 25

Mod risk =  25 – 35

High risk = >35 – 45

PHQ-9 Depression Screen 0 -4     Low 

5 -14   Moderate depression

15 -27 high depression

High risk - >9 total and/or a score of >1 on 

question #9 

Patients scoring >9 or a score of >1 on question 1i* 

be referred back to their MD for evaluation.  

*If patient is suicidal, an immediate evaluation by 

qualified personnel is recommended. 

Anxiety Screen None = < 5

Mild = 5-9

Moderate = 10-15

Severe = 16-21

A “severe” score should be referred back to MD for 

further evaluation

Nutritional Behavior Any YES answers indicate referral to RD Moderate – high risk scores indicated potential need 

for Dietitian/Body balance program referral

Mindfulness Any yes answer, ask open ended 

questions.

>1 Yes answer - indicated potential need for 

Dietitian/Body balance program referral.

Body Fat Percentage

Low 

Moderate

High

Women 

< /=   24%

25% -31%

> or = 32%

Men

< or = 16%

17% - 24%

> or = 25%

Positivity Ratio Goal of   >  3.0
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JOURNEY TO WELLNESS
 Multi-disciplinary team approach

 Personalized coaching

Wellness Vision
 Associated SMART Goals

 Focus on Positivity

 RD / BSW :Body Balance Program

 Health education/wellness seminars 

 Unlimited facility access & classes

 Vector Wellness On-line Platform

 Progress reporting to referring MD

43



Please rank your satisfaction between 1 (low) 

and 10 (high) for each pillar on the Wellness Wheel

44



This exercise will help you assess your readiness to change behavioral areas related to health 

and wellness.

1. List the behaviors you would like to work on changing or adopting (refer back to any imbalance in your 

wellness wheel and where your energy lies).

2. Rate how important making the behavioral change is on a scale of 1 to 10 

3. Rate your current level of confidence in making these changes (1 to 10) 

1. Behavior: 2. Importance 3. Confidence

A.

B.

C.

D.

E.

F.

45



MOTIVATION & CONFIDENCE 

ARE CO-DEPENDENT

Precontemplation

Contemplation

Action

Preparation

Maintenance
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Moore, 2008 46
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VISION TO ACTION COACHING TOOL

1. What is going well in your life?

2. What are 5 things that make you thrive?

3. What is your vision for your future well-being?

4. Why does this vision matter to you?

5. What strengths can you use?

6. What is a key challenge?

7. What are three strategies for overcoming your 
challenge?

8. What are your goals and first steps?

9. What insights did you have?

48
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JOURNEY TO WELLNESS
 Multi-disciplinary team approach

 Personalized coaching

 Wellness Vision

 Associated SMART Goals

Focus on Positivity
 RD/Body Balance Program

 Health education/wellness seminars 

 Unlimited facility access & Classes

 Online tracking/mentoring

 Progress reporting to referring MD
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Positive Emotions are a 

Vital Sign

51

http://search.barnesandnoble.com/booksearch/imageviewer.asp?ean=9780307393739
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Blood Type Diet

HCG Diet

Detox Diets

Atkins

Hallelujah Diet

Rosmary Conley Diet

Cabbage Soup

South Beach Diet

Biggest Loser Diet

So; What About DIETS?

Sonoma Diet

Flat Belly Diet

The Hormone Diet

Grapefruit Diet

Gene Smart Diet

Flexitarian Diet
Step Diet

Cheaters Diet

Beverly Hills Diet

Macrobiotic Diet

Mayo Clinic Diet

Martha’s Vineyard Diet Detox

SENSA Quick Weight Loss

Cookie Diet

Brown Fat Revolution

Living Low-Carb

The Full Bar Diet
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R = randomized, controlled trials; NR5 = before & after trials; NR9 = qualitative studies; other = all other non-

randomized designed studies with data; CND = coaching articles without data (e,g., commentary, opinions, reviews)

Health & Wellness Coaching: Compendium of the Literature (upcoming in 2017)
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Health & Wellness Coaching Research

• 149 empirical studies with 

outcomes data

• 71 RCTs

• diabetes, cardiovascular 

disease, obesity, non-

clinical

• large scale studies

• sustainability studies

Health & Wellness Coaching Research Compendium, coming in 2017
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Systematic Review

• 12 studies identified (2009-2013) 

• RCTs 

• Adults with chronic disease health care professionals

• improved weight management

• Improved A1C 

• Improved social support

• Increased physical activity

• improved physical and mental health 

Kivelä et al.. 97(2), 147-157, 2014.

THE EFFECTS OF HEALTH COACHING ON 

ADULT PATIENTS WITH CHRONIC DISEASES

63



The Effects of a Medical Fitness Community Wellness Program Employing a Health 

Coaching Model Brad A. Roy,  FACSM, Cathy Lisowski, Miranda Kaye, Gary A. Sforzo, FACSM  

Kalispell Regional Medical Center, Kalispell MT Penn State University, University Park PA, Ithaca College, Ithaca, NY 

Community medical fitness programs and health coaching are emerging trends in health care but very 

little information is available on the effects of combining the two.  Fitness programs are generally 

acknowledged as beneficial; when health coaching is available and used regularly is there an enhanced 

program effect?  PURPOSE: To determine the health impact of a coaching component integrated within 

a community-based medical fitness program.  METHODS: Journey to Wellness (J2W) program 

enrollees (N = 1,306) were predominately female (76%; 24% male) aged 12-87 y (53.54+14.34).  Over 

a 3-mo intervention, J2W emphasized exercise participation, offered nutrition counseling, community 

(social/emotional) events, and health coaching.  Health coaches were trained using an 18-week 

educational program.  Coaching participation averaged 4.4+2.5 sessions with 0-22 range and was 

analyzed at three levels (0-3; 4-6; 6+ sessions).  Pre and post measures were Patient Health 

Questionnaire (PHQ), Lifestyle Nutrition Behavior (LNB), General Anxiety Disorder (GAD), Dartmouth 

Quality of Life (QoL), exercise minutes, weight, waist circumference, systolic and diastolic blood 

pressure. A series of 2x3 ANOVA were used to examine data after adjusting alpha. RESULTS: J2W 

intervention significantly (p < .01) improved all outcomes with > 250% increase in exercise minutes.   

Between 20-43.17% improvements were observed for health scores (PHQ, GAD, QoL) while LNB 

improved 7.5%, and biometrics (weight, waist, blood pressures) between 1-2.2%.  Moreover, significant 

interactions (p < .01) indicated greater participation in health coaching further enhanced the J2W effect 

for PHQ and QoL (weight and GAD approached significance, p < .05 and < .1 respectively).  

CONCLUSION: By all accounts J2W was an extremely effective community wellness intervention.  

When participants participated regularly in health coaching the beneficial effects of this medical fitness 

program were enhanced.  Health and wellness coaches working in conjunction with a medical fitness 

program provide a powerful community-based health intervention.
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Primary Diagnosis N Percent

Arthritis 53 4.06

Cancer 48 3.67

Cardiac Issues 53 4.06

Chronic Pain 181 13.85

Depression/Anxiety 27 2.07

Diabetes 44 3.37

Fibromyalgia 87 6.66

Hyperlipidemia 38 2.91

Hypertension 7 5.66

Obesity 271 20.73

Orthopedic 31 2.37

Other 283 21.65

Pre-Diabetes 103 7.88

Total N 1306 100%

Gender Female = 76% Male = 24%

Age 53.54 ± 14.34 years Range 12 – 87 years 65



Outcome Pre Post Change (%)

DART (QOL) 24.98   +6.32 19.51   +5.88** -21.91

PHQ-9 (Depression) 8.06   +5.93 4.58      +4.40** -43.17  

GAD-7 (Anxiety) 6.76   +5.84 4.01      +4.31** -40.62

Pain 4.52   +2.41 3.83      +2.29** -15.27

SBP 125.19 +17.74 122.86 +17.30** -1.86

DBP 77.95  +12.05 75.97    +11.42** -2.53

Weight 209.39 +57.84 204.88  +55.09** -2.15

BMI 34.16  +8.67 33.60    +8.30** - 1.60

BF% 42.05  +13.66 40.90    +9.38* -2.73

Waist 41.77  +7.37 40.52    +7.12** -3.00

Ex min/wk 71.70  +165.05 269.47 +255.31** 281.12

Positivity Ratio 2.67   +2.97 4.05      +3.66** 51.55

NutrBeh 11.86  +8.82 10.97    +9.63** -7.51

NutrMind 1.73   +1.53 1.18      +1.53** -31.83

*p<.05 **p < .001

Program Effect: before/after J2W (N = 1306)
Every outcome variable improved over time with J2W programming
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CHANGE IN POSITIVITY ASSOCIATION WITH CHANGE IN 

CLINICAL AND BEHAVIORAL VARIABLES

Variable (+) Associated (-) Associated

Exercise Min/Week X

Dartmouth X

PHQ 9 X

GAD 7 X

Pain X

SBP X

DBP X

Body / Mindfulness X

(+) = Positivity goes up / Variable Score Goes Up

(-) = Positivity goes up / Variable Score Goes Down

**All Significant at 95% level of confidence
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Outcome Variables: Coaching Effect before / after J2W
JTW Participants with more coaching had better improvement in DART, PHQ-9 and GAD7 

68
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Diagnosis Outcome

DART PHQ-9 GAD-7 Pain SBP DBP Wt BMI BF% Waist Ex/Wk Pos NutBeh Mindf

Arthritis ** ** ** * * t ** t **

Cancer ** ** ** ** ** *

Cardiac ** * t * * ** ** **

Chronic Pain ** ** ** ** * ** ** * * ** ** ** t

Depr/Anx ** ** * ** ** t

Diabetes ** ** * ** * ** ** **

Fibromyal ** ** ** * t ** ** ** ** * *

Hyperlipid ** ** t ** * * * ** t * *

Hyperten ** * t * t * ** * ** ** ** * **

Obesity ** ** ** ** ** ** ** ** ** ** ** ** **

Orthopedic ** ** * **

Pre-Diab ** ** ** ** ** ** ** ** ** **

Note. p <.01**;      p<.05*;        p<.10t

Outcome Variables by Primary Diagnosis Presentation: 

before/after J2W
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Outcome Pre-program Post-program Post-One Year

Positivity 2.66 3.91 3.47

PhQ - 9 7.95 4.71 5.35

GAD - 7 6.60 4.14 3.41

PAIN 4.37 3.88 3.89

Exercise (min/wk) 81.96 287.85 222.23

Dartmouth QOL 24.37 19.56 20.35

Body Weight 204.65 201.77 185.88

BMI 42.28 33.11 31.09

BF % 41.41 40.49 39.87

Waist Circ. 40.87 39.85 39.33

Nutrition behaviors 18.57 16.84 3.09

Body Image 1.50 1.01 1.16

SBP 124.74 212.94 125.91

DBP 77.54 75.46 76.47

One Year Post Data: n = 76; (47 SMFC memberships)
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THE SUMMIT/BIO WELLNESS 
PILOT STUDY

Goal: 

A reduction in cardiovascular risk using BIO’s comprehensive wellness 

platform and the coordinated efforts of a physician, wellness coach, and 

dietitian to optimize the health and wellbeing of the participant. 

72



• 6 month intervention phase

• Bloodwork & urinalysis = 4 draws

• Physician assessment = 5 visits

• Wellness coach  = 13 visits

• Registered Dietitian = 6 visits

• Recipes, meal plans

• Exercise Guidance

• Online tracking of food/activity 

BETA STUDY DETAILS: 

73



Clinical ASCVD

ACS Symptoms

Hx MI/Angina Hx

CRD, PVD, TIA, 

Stroke

Pilot Screening and Enrollment Workflow

Enroll 
BIO 

Wellness CT

Metabolic 

Syndrome

© 2016 BIO Wellness, 
Inc.

Adults

>21 y/o?

LDL-C 

>190mg/dL

Statin Risk 

Reduction Tx

per 2013 CG/AHA 

Guidelines

Refer to 

personal 

Physician

Diabetes Type I 

or II Age 40—

70 y/o

LDL-C 70-

189mg/dL

Statin Risk 

Reduction

Tx per 2013 

CG/AHA 

Guidelines
N
O

Y
E
S

Complete 

BIO 

Initial 

Screen

1 3 3 4

BIO 
Reassessment
Months 1, 2, 4, 6 

Personal Eval. and 
Asses.

Diag Lab w/ASCVD 
Risk panel

Ankle/Brachial Index
CAC Score

BIO Personalized Plan 
and Lifestyle 
modifications 
interventions

BIO Real Risk Score
Residual Risk

LDL > 160 Mg/dl
LDL pattern – B 
Phenotype
Genetic 
hyperlipidemia
Lp(a)>47mg/dl
FH of ASCVD > 55
hs-CRP >2mg/l
CAC score >300 
Agatson units
Ankle/Brachial Index 
<0.9

>7.5% 

Estimated 

10 Yr ASCVD 

Risk

Statin Risk 

Reduction 

treatment per 

2013 ACC/AHA 

Guidelines

Y
E
S

5%-7% 

Estimated 

10 Yr ASCVD 

Risk
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PROJECT TIMELINE:

START

Wk 

1

Wk 

2
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Wk May 

1st

x
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C C C C C C C C C C C C C

D D D D D D

C=Wellness 

Coach

D= Dietician

Wk of 

11/14

Dec 

13th
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7th

Jan 

10th 
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1st

P= Physician

wk of 

Jan 

1st

wk 

Jan 

23rd

wk of 
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F/U 

assess at 

SMFC
Month 6

Surveys & 

Biometrics

 Lab & CV Risk 
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s

Evaluation & 

Management

Month 1 Month 2 Month 3 Month 4 Month 5
11/1 

Initial 

Asses

sat 
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SOME CONCLUDING THOUGHTS
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KEY PILLARS OF 

POPULATION HEALTH / VALUE BASED CARE

Workflows, role 
changes, people, care 

coaches, wellness 
program 

development, heath 
risk assessment 

process, population 
engagement

Business vision, 
population 

definition, policies, 
modeling, 
financials, 
contracts, 

procedures, market 
analysis, and value 

proposition

Integration and 
interoperability 
including HIE, 
patient portal, 

analytics, coaching 
tools and health 
risk assessment

Risk, incentives, 
payment 

management, 
shared savings
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*80% of what affects health outcomes is associated with factors outside the traditional boundaries 

of healthcare delivery—health behaviors (tobacco use, sexual activity), social and economic 

factors (employment, education, income), and physical environment (air quality, water quality). 

When healthcare delivery systems expand their interactions with patients to these territories, now 

the purview of the public health system, outcomes will improve.
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Cancer
Stroke

Cardiovascular Disease

Diabetes

Osteoporosis

Arthritis

COPD

Hypertension

Dyslipidemia

Peripheral Vascular Disease

Metabolic Syndrome

Low Back Pain

Obesity & Overweight

Fibromyalgia/CFSAsthma

Pre-Hypertension

Pre-Diabetes

Pre-Cancer

Osteopenia

Depression

Alzheimers

Focus on ZERO Trends:
Don’t Get Worse!!

Anxiety
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HEALTH COACH MODEL

ARRANGE
•Referral

•Follow-up

ASSESS
•Health behaviors

•Self -efficacy

ADVISE
•Health risks

•Benefits of change

•Appropriate amount

Personal  Wellness 

Vision & Action Plan
1. Specific goals in 

behavioral terms.

2. Follow-up plan

3. Professional and social 

support

ASSIST
•Barriers and problem-

solving techniques

•Program opportunities

•Social support

AGREE
•Collaborative goals based on 

person’s interest & confidence 

to perform behavior

Adapted from:  Glasgow et al. Am J Prev Med 2004;27(2S)
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LIFESTYLE AS MEDICINE
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Health Risk Appraisal

Data Analytics/Risk Stratification
EMR/Meaningful Use

Care Guidelines/Protocols

Team Model

Of Care
Patient-Centered 

Medical Home

Behavioral

Health

Prevention/Wellness  

Self-Management Support/Coaching

Patient Engagement

Acute Care

Chronic Disease

Management

Complex

OP CM

Minor/Moderate Health Challenge

At Risk

Apparently Healthy
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TAKEAWAYS

1. Evidence supports use of 
coaching and coaching skills

2. Coaching ignites professional 
well-being

3. Coaching catalyzes positive 
shifts in clients and culture

4. Coaching future is bright

5. Coaching is becoming a key 
cornerstone in healthcare
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ACSM’S HEALTH & FITNESS JOURNAL
®

THEMED ISSUE ON BEHAVIOR CHANGE
SEPTEMBER/OCTOBER 2017

THEMED ISSUE ASSOCIATE EDITOR: BRYAN BLISMER, PH.D., FACSM

• Five Feature Articles

• Affect-based Exercise Prescription: Rationale and Supporting Evidence

• Panteleimon Ekkekaks, Ph.D., FACSM; Mark E. Hartman, MS, MA; Matthew A. Ladwig, MS

• Role of Behavioral Economics in Understanding and Working with Clients

• Liz Hathaway, Ph.D., MPH, Med

• Changes in Motivation

• Anna Wasserkampf, MSc; Pedro J. Teixeira, Ph.d.; Marlene N. Silva, Ph.D. 

• Engaging the Family to Promote Physical Activity

• Keeley J. Pratt, Ph.D., LMFT; Jennifer Lotto, M.S.; Jacqueline Goodwin, Ph.D.

• Motivational Dynamics of Wearable Activity Monitors

• Elizabeth J. Lyons, Ph.D., MPH

• All Associate Editor Columns discuss an area of Behavior Change
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“WE MAKE A LIVING BY WHAT WE GET; 

WE MAKE A LIFE BY WHAT WE GIVE”
SIR WINSTON CHURCHILL
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