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besity poses a substantial threat to the US health and

healthcare system.! Among adults, higher morbidity in as-

sociation with being overweight or obese has been observed
for hypertension,”* type 2 diabetes,’® coronary heart disease, stroke,
respiratory problems, and some types of cancers.” !¢ Epidemiologic stud-
ies have shown that mortality increases with body mass index (BMI)
values above 30.1" Consequently, obesity has conferred a significant
economic burden for the nation.?® A wide variety of programs have
been developed to-addtess theobesity issue in the United States, in-
cluding wellness €oaching programs.

In wellness coaching programs, wellness coaches assist individuals
to establish and work toward health-promoting goals using techniques
such as motivational -interviewing.?! Telephonic |wellness coaching
offers the personalized focus and discussion, while avoiding common
barriers for on-site consultations such as inadequate transportation or
lack of childcare. Telephonic coaching programs have been used to ad-
dress a variety of health behaviors including smoking, nutrition, and
weight.???

Evidence for the effectiveness of telephonic coaching on weight
loss is limited, with only a few studies having demonstrated a small
but positive effect.?#?¢?7 Previous published studies have largely not
provided details on participant or intervention factors that may medi-
ate the outcomes of such coaching programs. The goals of this study
are to estimate the effect of telephonic coaching on weight loss in
a large, commercially insured population and to evaluate how a par-
ticipant’s initial stage of change, motivation level, and intensity of
coaching program received impact weight loss among wellness coach-

ing participants.

METHODS

Telephonic Wellness Coaching Program
This study assesses a health plan-administered telephonic wellness
coaching program that consists of 4 telephone calls designed to help
participants reduce risk factors through health education and behavior-
change counseling. During the initial telephone contact, health coaches
review the top 3 risk factors iden-

tified on each participant's health
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Objective: To estimate the effect of telephonic
wellness coaching on weight loss in a commer-
cially insured population.

Study Design: Pre-post evaluation design.

Methods: Self-reported weight was obtained
from 2 annual health assessment questionnaires
administered during 2008 and 2010. Baseline (T1)
information from these questionnaires was used
to identify overweight/obese individuals and to
determine targets for a 4-call wellness coaching
program. Overweight/obese individuals identified
atT1 were classified into following groups: (1)
targeted for wellness coaching (N = 1448, includ-
ing 1050 participants and 398 nonparticipants); (2)
not targeted for wellness coaching, but targeted
for other telephonic wellness care management
(WCM) programs (N = 1270); (3) not targeted for
any WCM programs (N = 7586). Weight reported
on questionnaires a year later (T2) was used
to calculate weight change betweenT1 and T2.
Paired t-tests were used to detect significant
weight changes over time. Multivariable linear
regressions were used to compare weight
changes between the groups. Stratified analysis
was conducted to determine the effectiveness
of telephonic wellness coaching for subgroups
based on participants’ selected health goals,
intensity of the intervention received and initial
stage of change.
Results: The group targeted for wellness coaching
reported an average weight change of -0.44 kg
(95% confidence interval [Cl], -0.76 to -0.16) atT2,
significantly more weight loss than reported by
the group not targeted for any WCM programs.
Participants who started in preparation stage and
completed the program reported weight change
of -1.43 kg (95% Cl, -2.17 to —0.68), highest
among program participants.
Conclusions: Small weight loss was observed for
obese/individuals targeted for telephonic well-
ness coaching.
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Take-Away Points

Telephonic wellness coaching programs are popular interventions for a large population

because of their versatility and convenience.

B This large retrospective study observed small weight loss among telephonic well-
ness coaching participants more than 6 months after they finished the program.

B [t evaluated factors that impact weight loss among wellness coaching partici-
pants, including participants’ initial stage of change, motivation level, and intensity of

coaching received.

This information can assist decision making of whether to offer telephonic wellness

1-on-1 instruction, and mentoring by an
established coach. Third, fidelity to the
program is assessed through randomly
recorded phone conversations between
health coaches and participants to ensure
that the delivery of the program is con-
sistent across health coaches and follows
established policies and procedures.

coaching programs to a population. The analysis on successful elements of wellness
coaching programs can help compare telephonic wellness coaching programs or im-

prove program design.

motivation to change, and perceived barriers to adopt healthy
lifestyle behaviors.

Initial stage of change is determined by asking partici-
pants how ready they are to make changes to improve their
health on a scale of 1 to 10. If participants respond with a
score between 1 and 4 and show characteristics of not consid-
ering change, feeling no control, or believing consequences
not to be serious, the health coach will classify them as pre-
contemplation. If participants respond with a score between
5 and 7 and have considered the benefits and costs of their
health behaviors as well as proposed changes in behaviors,
the health coach will classify them as contemplation. For par-
ticipants who respond with a score between 8 and 10, having
experimented with small changes will lead to classification as
being in the preparation stage; having demonstrated defini-
tive actions to change will lead to classification as being in the
action stage; and having definitive actions over an extended
time period will lead to classification as being in the mainte-
nance stage.

After the assessment, health coaches work with each par-
ticipant to create an action plan that includes personalized
health-related goals, actions the person will take, strategies
for coping with perceived barriers, and identification of who
might support them with their efforts. The action plan is
mailed to the program participants. During subsequent calls,
the health coach discusses progress, barriers and action items
with the participant. The length of each phone call ranges
between 10 and 20 minutes.

The health coaches that deliver the intervention can be
registered nurses, registered dietitians, exercise physiologists
or health educators. Several approaches are taken to ensure
quality and consistency of interventions being delivered. First,
health coaches are required to have a bachelor's or master's
degree with additional training in motivational interviewing
and certification such as Chronic Condition Professionals
from the Health Sciences Institute. Second, health coaches
receive ongoing trainings which utilize cognitive behavioral

therapy modules. The trainings include classroom training,

Program Participants
Employers purchase the wellness
coaching program benefit for their em-
ployees from the health plan. The eligible employees are
required to complete an annual health assessment ques-
tionnaire at the beginning of each benefit year in order to
receive program-related incentives provided by employer
groups. The incentives vary across employers from lower of-
fice visit and prescription co-pays to gift cards. Health assess-
ment questionnaire respondents are first prioritized for case
management or disease management. Disease management
is a nurse-administered, telephonic program that targets pa-
tients with 1 of 5 chronic diseases: asthma, ischemic heart
disease, chronic obstructive pulmonary disease, diabetes, or
chronic heart failure, and focuses on chronic disease self-
management. Case management is a nurse-administered, tel-
ephonic program that targets patients with complex medical
needs and focuses on coordination of care. The prioritizing
processes for disease management and case management are
separate from the health assessment. For respondents who
neither need disease management nor case management but
have 3 or more risk factors identified via questionnaire, these
respondents will receive outbound calls from an engagement
specialist to enroll them in the wellness coaching interven-
tion. Individuals who have few risk factors identified via
questionnaire do not receive outreach to participate in the
wellness coaching program, but are encouraged to use the
health plan’s online health tools to maintain good health.

Health Assessment Questionnaires

During the course of the study period, there was a change
in the health risk assessment questionnaire administered by
the health plan. The University of Michigan Health Risk Ap-
praisal (HRA) was used through May 2009%; afterward the
StayWell Health Media Health Assessment (HA) was used.”
This change in health assessment questionnaires reflects a
business decision of the health plan and not of the authors,
who conducted the evaluation retrospectively. The HRA
consists of 47 questions while the HA consists of 150 ques-
tions. Common health risks assessed by the 2 questionnaires

include body weight, existing medical conditions, physical
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B Figure. Flow of Study Population for Individuals Who Completed 2 Health Assessment Questionnaires (T1 andT2)

at Least 6 Months Apart Between 2008 and 2010

Total number of members with 2 surveys

at least 6 months apart
N = 40,222

Members overweight or obese at T1

N =16,178
(40%)

v

Members with referral to WCM
betweenT1 and T2
N = 5653
(35%)

Members with complete survey
data at T1 andT2
N =2718
(48%)

Members without referral to WCM
program between 2008 and 2010

Referred to WCM program but
not betweenT1 and T2

N = 1603
(10%)

N = 8922
(55%)

Members with complete survey
data at T1 and T2
N = 7586
(84%)

Y

Targeted for wellness coaching
N = 1448
(53%)

Y Y

Participated in wellness coaching
N = 1050
(73%)

N =398
(27%)

Did not participate in wellness coaching

Y

Targeted for some other WCM program
N = 1270
(47%)

Intervention group

Control groups

T1 indicates baseline; T2, follow-up; WCM, wellness care management.

activity, nutrition, alcohol, smoking, stress, safety belt use,
skin protection, absenteeism at work, perceived health, and
overall life satisfaction. On each instrument, respondents
also report their race/ethnicity, gender, level of education,
and motivation to lose weight. Although both questionnaires
assess similar health risks, the wording of the questions and
answers differ markedly. For example, the HRA asks “Do you
have heart problems? (Never/Have Currently/In the Past)”
while the corresponding HA question is worded as “Have you
been diagnosed with coronary heart disease? (Yes/No).” For
this evaluation, we only used questions from the 2 question-
naires that could be reconciled to allow consistent measure-

ment over time.

STUDY DESIGN

As shown in the Figure, 40,222 individuals responded to 2
questionnaires at least 6 months apart from 2008 to 2010 for
our pre-post evaluation. The average time between baseline
(T1) and follow-up (T2) questionnaires was 385 days (approx-
imately 1.05 years) with a standard deviation of 70 days. BMI
was calculated from responses to height and weight questions
on these surveys. Overweight was defined as a BMI between
25 kg/m? and 29.9 kg/m? and obesity was defined as a BMI
of 30 kg/m2 or greater. Among respondents, 16,178 (40%)
were considered overweight or obese at baseline. Of the over-

weight and obese respondents, 5653 (35%) were referred for a
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wellness care management (WCM) program during the study
period between baseline and follow-up; 8922 (55%) did not
receive any referral during the study period, and 1603 (10%)
received a referral, but outside of the period, and thus were
excluded from the analysis. Two percent (2%) of the adults
who reported a more than 2-inch difference in their height
across the 2 time periods were excluded from study popula-
tion due to potential data quality concern. Respondents with
complete data on weight, height, age, gender, race/ethnicity,
level of education, motivation to lose weight, smoking status,
and comorbidities were used for the analysis. The final study
population was divided into 3 groups. The intervention group
consisted of obese or overweight respondents targeted for the
telephonic wellness coaching program (N = 1448, including
1050 participants and 398 nonparticipants). The 2 compari-
son groups were overweight or obese respondents: (1) not tar-
geted for any telephonic WCM program (N = 7586) and (2)
not targeted for telephonic wellness coaching, but targeted for
other WCM programs, primarily disease management (N =

1270).

Statistical Analysis

Differences in the distribution of demographic character-
istics, self-reported chronic disease status, smoking status, and
motivation to lose weight at baseline among the study groups
were tested using y’ test, while differences in baseline BMI
among the groups were tested using ANOVA. Paired t-tests
were used to detect whether significant weight changes were
reported for each group between baseline and follow-up.

To illustrate the impact of outliers, we reported the 1-year
weight change for each group after removing outliers in 2
ways: a) statistically, by calculating upper and lower fences
based on mean and standard deviation of the weight chang-
es between T1 and T2 using “outer fence” formula (mean +
4.72* standard deviation),’® and b) by removing 4% of the
study population that had more than an 18-kg (40-1b) dif-
ference (increase or decrease) in self-reported weight based
on health coach suggestions of what constituted a substantial
weight change.

The association between self-reported weight change and
the wellness coaching program was determined using multi-
variable linear regression, adjusted for sex, race, education,
motivation to lose weight, and comorbidities. P values less
than .05 were considered statistically significant. Analyses
were performed in SAS 9.2.3!

In addition to our primary analyses among targeted mem-
bers, we also conducted stratified analysis among wellness
coaching program participants. We examined the average
weight change stratified by: a) wellness coaching objective;

b) the number of phone calls with the wellness coach; and ¢)

the initial stage of change. Since wellness coaching partici-
pants could establish multiple goals upon program initiation,
we applied a hierarchy to make these categories mutually ex-
clusive. The hierarchy was: weight loss > physical activity >
nutrition > smoking > others. Due to sample size concerns,
the intensity of intervention (ie, number of phone calls the
participant received) was dichotomized into 1 to 3 calls and
4 or more calls. Although the program is designed to consist
of 4 calls, on rare occasions participants (<1%) may have had
more than 4 calls with a health coach if additional coaching
was requested by the participant. Participants who received
4 or more phone calls with health coaches were considered
program completers. We used a paired t-test to determine
whether weight changes were significant for each group be-
tween baseline and follow-up, with 95% confidence intervals

(ClIs) for weight changes were reported.

RESULTS

Demographic Characteristics for Study Population
Table 1 shows the characteristics of the study population.
This population was well educated, with 70% of them having
had at least some college education. The majority of the popu-
lation was Caucasian; 55% of the population was male. The
distributions of gender, race/ethnicity, and education were not
different among the groups. More than 70% of respondents
reported having motivation to lose weight in all study groups.
The average age was 45 years or above for all 3 groups, with
the group targeted for other WCM programs having the high-
est average age (50 years). The groups were significantly differ-
ent in their smoking and chronic disease status. Respondents
targeted for other WCM programs had consistently higher
rates of diabetes (40%) and asthma (27%) compared with
respondents targeted for wellness coaching (12% and 9%, re-
spectively). The group targeted for wellness coaching program
had the highest prevalence of ever smoking (smoking some-
time during their lifetime, may or may not smoke currently).
As expected, the group not targeted for any programs had the
fewest risk factors. Overall, the group targeted for wellness
coaching was more similar to the group not targeted for any

program than to the group targeted for other WCM programs.

Average Weight Change for Intervention
and Control Groups

Table 2 provides the changes in self-reported weight be-
tween baseline and follow-up at 1 year by group, removing
outliers using the 2 methodologies. After excluding 4% of
individuals who reported a more than 18-kg (40-1b) weight
change between baseline and follow-up, the average weight
change was —0.44 kg (95% CI, —0.76 to —0.16) among respon-
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H Table 1. Baseline Characteristics by Group

Overweight or Obese Individuals

Targeted for Wellness Coaching Oveor\l;v:slgej ht/ Ov%r\ll)v:slght/
D= ] Individuals  Individuals
Non- Targeted for Not Targeted
Total partici- Other WCM for Any WCM
Targeted Participants pants Programs Programs
Variables (N =1448) (N =1050) (N = 398) (N = 1270) (N = 7586) P
Age in years (mean, SD) 47 (10) 47 (10) 46 (11) 50 (10) 45 (10) <0.01
Gender-male (%) 54 52 59 53 55 0.74
Race/ethnicity-white (%) 89 91 85 84 87 0.63
Education (%)
Some high school/high shool graduate 29 26 35 30 29 0.37
Some college 34 36 31 8 30 0.87
College/post graduate 37 38 34 37 41 0.52
Self-reported chronic disease?®
Asthma 9 10 6 27 9 <.01
Diabetes 12 12 10 40 <.01
High blood pressure 38 38 38 48 26 <.01
High cholesterol 33 35 29 46 28 <.01
Self-reported being ever-smoker (%) 55 55 54 47 38 <.01
BMI at baseline (mean, SD) 33(6) 33 (6) 32 (6) 34 (b) 32 (b) 0.07
Motivated to lose weight-yes (%)
Yes 91 91 91 70 84 0.31

BMI indicates body mass index; SD, standard deviation; WCM, wellness care management.
aThe percentages do not sum to 100 because a person can report multiple diseases.

dents targeted for wellness coaching and —0.74 kg (95% CI,
—1.06 to —0.15) specifically among wellness coaching partici-
pants. There was no statistically significant weight loss report-
ed by either comparison group.

Table 3 shows the comparison of weight changes among
the groups from the multivariable model. After excluding
4% of respondents who reported more than 18 kg (40 Ib)
weight changes, respondents targeted for wellness coaching
reported —0.59 kg (95% CI, -0.88 to —0.30) more weight
loss than respondents not targeted for any program. The
unadjusted model and the full model adjusting for age,
gender, education, and self-reported comorbidities yielded
similar coefficient estimates for being targeted for wellness
coaching. The respondents targeted for wellness coaching
reported a 0.28-kg greater weight loss than the respondents
targeted for other wellness programs, but the difference was

not statistically significant.

Stratified Analysis Among Wellness Coaching Pro-
gram Participants

Table 4 shows the results of average weight change strati-
fied by participants’ goals, number of phone calls between the

health coach and the participants, and the participants’ ini-
tial stage of changes. Based on the results of the paired t-test,
individuals who set goals of weight loss and physical activity
benefited most by losing 1.51 kg (P = .001) and 0.99 kg (P =
.01), respectively with no significant weight change reported
for participants that set other goals. Participants who started
in the preparation stage report an average weight change of
—1.43 kg (95% CI, -2.17 to —0.68) if they completed the 4

phone calls.

DISCUSSION

Overweight or obese health assessment respondents tar-
geted for wellness coaching reported an average of .44 kg
weight loss, .59 kg more weight loss than health assessment
respondents not targeted for any wellness care management
programs. Among wellness coaching participants, we ob-
served that individuals who set goals of weight loss and physi-
cal activity reported significant weight loss while individuals
who chose other health goals did not. Participants who start-
ed wellness coaching in the preparation stage and completed

the 4-call program reported the most weight loss (-1.43 kg).
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H Table 2. Changes in Self-Reported Weight (kg) by Group

Average weight change,
No exclusion
(kg, 95% CI)

Average weight change,
outlier exclusion
method 12 (kg, 95% ClI)

Average weight change,
Outlier exclusion
method 2° (kg, 95% Cl)

Overweight or Obese Individuals Targeted Overweight/
for Wellness Coaching (N = 1448) Obese Individuals
Not Targeted
Total Program for Any
Targeted Participants Nonparticipants WCM Programs
(N = 1448) (N = 1050) (N = 398) (N = 7586)
-1.54 (-2.00 to -1.85(-2.37 to -0.77 (-1.63 to -0.19 (-0.36 to
-1.11) -1.33) 0.12) -0.04)
-1.08 (-1.45 to -1.37 (-1.81 to 0.30 (-0.97 to 0.06 (-0.07 to
-0.71) -0.91) 0.36) 0.19)
-0.44 (-0.76 to —.74 (-1.06 to 0.29 (-0.24 to 0.16 (-.04 to
-0.16) -0.15) 0.81) 0.27)

Cl indicates confidence interval; WCM, wellness care management.
2Removed statistically by calculating upper and lower fences based on mean weight change and standard deviation. Numbers of exclusions for each

group were: wellness coaching participants n = 12; targeted for wellness coaching but did not participant n = 7; not targeted for any WCM programs n
= 56; targeted for other WCM programs n = 12.
bWeight decrease/increase more than 40 Ib (18 kg) are excluded as outliers. Numbers of exclusions for each group were: wellness coaching participants
n = 47; targeted for wellness coaching but did not participant n = 18; not targeted for any WCM programs n = 208; targeted for other WCM programs n

= 36.

Overweight/
Obese Individuals
Targeted
for Other
WCM Programs
(N = 1270)

-0.87 (-1.35 to
-0.45)

-1.15 (-0.52 to
-0.16)

—-.27 (-0.56 to
0.02)

H Table 3. Compare Weight Changes Between the Groups Using Multivariable Linear Regressions

Overweight/Obese Individuals Targeted
for Wellness Coaching vs Not Targeted
for Any WCM Programs?®

Overweight/Obese Individuals Targeted

for Wellness Coaching vs Targeted
for Other WCM Programs®

Coefficients (Cls)
Intercept

Targeted for wellness coaching
Age
Gender

Education (reference = some
High school/high school grad)

Some College

College grad or higher
Diabetes
Hypertension
Motivated to lose weight

Model 2
Model 1 (adjust for Model 1
(raw model) covariates) (raw model)

0.33 (-0.15t0 0.81)
-0.59 (-0.88 to —0.30)

0.29 (-0.27 t0 0.86)

-0.59 (-0.88 to —0.30)
-0.01 (-0.02 to 0.00)
0.26 (0.04-0.48)

-0.02 (-0.29 to 0.25)
0.08 (-0.18 t0 0.33)
-1.04 (-1.57 to —0.56)
0.57 (0.31 t0 0.83)
0.07 (-0.24 to 0.38)

-0.16 (-0.58 to 0.25)
—-0.28 (-0.59 to 0.02)

Model 2
(adjust for
covariates)

0.86 (-0.45 10 2.18)

—-0.30 (-0.73 to 0.14)
-0.01 (-0.03 to 0.01)
0.41 (-0.01 to 0.83)

0.28 (-0.24 to 0.80)

0.65 (0.14-1.16)
-0.53 (-1.09 to 0.02)

0.53 (-0.06 to 0.95)
-1.15 (-1.90 to —0.40)

(reference = no)

Cl indicates confidence interval; WCM, wellness care management.

#\Weight decrease/increase more than 40 Ibs (18 kg) are excluded as outliers. Numbers of exclusions for individuals targeted for wellness coaching
participants n = 55; exclusions for individuals not targeted for any WCM programs n = 208. For model 2, other variables tested but not significant, thus
not included in the final, were self-reported high cholesterol, self-reported being eversmoker, and interaction between comorbidities and whether
being targeted for wellness coaching.

Weight decrease/increase more than 40 Ib (18 kg) are excluded as outliers. Numbers of exclusions for individuals targeted for other WCM programs n
= 36. For model 2, other variables tested but not significant, thus not included in the final were self-reported high cholesterol, self-reported being ever
smoker, and interaction between comorbidities and whether being targeted for wellness coaching.

The strengths of this study are the large sample size and  completed all 4 calls reported the most weight loss while
collection of program participation information among pro-  those who did not complete the 4 calls reported no significant
gram participants that allowed stratified analysis using fac-  weight loss. Meanwhile, the weight loss reported by partici-
pants who started in the action stage did not differ by whether

they completed the 4-call intervention or not. This suggests

tors such as initial stage of change, wellness goals set, and
program completion. It is interesting that among participants

who began the program in the preparation stage, those who  that if health coaches are able to increase the motivation
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and confidence for participants in the prepara-
tion stage, and provide them necessary tools to
act on, these individuals may benefit from the
program while participants in other stages may
realize little benefit from the program as it is cur-
rently designed. Interventions may need greater Goals
customization according to the participants’ ini-
tial stage of change to maximize program ben-
efits for all participants.

These results should be interpreted conserva-
tively, since this is a retrospective study with limit-

M Table 4. Average Weight Change Stratified by Goals Set by
Participants, by Number of Phone Calls Completed, and by
Number of Calls and Initial Stage of Change

Average weight

N? change (kg, 95% Cl)

Weight loss 135 -1.51 (-2.42 to -0.60)
Physical activity 451 -0.99 (-1.78 to -0.15)
Smoking 150 -0.95 (-1.74 to —0.60)
Nutrition 126 —0.06 (-0.81 t0 0.91)
Others 141 -0.13 (-1.00 to 0.73)

ed information collected for the study population.
There are many additional unobserved factors

could have had an impact on weight loss among

Number of Phone Calls

1 to 3 calls 470

4 or more 533

-0.16 (-0.64 to 0.32)
-1.13 (-1.66 t0 -0.67)

program participants. For example, motivated par-
ticipants might enroll in wellness or weight loss
programs in addition to the employer-sponsored
and health plan-administered wellness coaching
programs. It is unclear whether these unobserved
factors were distributed differentially among the
groups and whether this impacts the comparison
among the 3 groups. Despite the large sample size, Action
another limitation of this study is the generalizabil-
ity of the findings. Our study population includes
commercially insured individuals with education
levels higher than those of the general population.
The findings may not be generalizable to minority,
younget, or less educated populations. Using self-
reported weight is another limitation of this study.

The respondents targeted for telephonic wellness coach-
ing reported a small but significant weight loss. It is unclear
whether weight loss can be sustained beyond 1 year and
whether the small weight loss observed has meaningful long-
term health benefits. Sustaining weight loss is a persistent is-
sue in weight loss programs.”> We only identified 1 published
study that followed telephonic weight loss program partici-
pants for up to 2 years, and that study reported no significant
weight loss among telephonic coaching participants at 2 years
compared with participants who received a mail intervention
or usual care.”** It is worth noting that in this HealthPartners
clinical trial, participants who received either phone, mail, or
usual care were all highly motivated volunteers who respond-
ed to mail or a clinic poster about the trial. Because a major
technique in telephonic wellness coaching is motivational
interviewing, the benefit of intervention may be limited to
participants who are already highly motivated. As shown in
this study, wellness coaching participants who started in the
preparation stage benefited significantly from the program.
Participants who were already in the action stage reported

weight loss, but showed no additional benefit from complet-

Pre-contemplation

Contemplation

Preparation

Maintenance

Initial Stage of Change and Number of Phone Calls

1-3 calls 29 1.563 (-0.17 to 3.33)
4+ calls 23 -2.01 (-4.43 to 0.40)
1-3 calls 101 -0.22 (-1.18 t0 0.75)
4+ calls 122 —0.38 (-1.30 to 0.54)
1-3 calls 161 0.11 (-0.67 t0 0.91)
4+ calls 214 -1.43 (-2.17 t0 -0.68)
1-3 calls 145 -1.17 (<2.15 t0 —-0.27)
4+ calls 158 -1.21 (=2.01 to —-0.46)
1-3 calls 34 1.86 (-0.10 to 3.69)
4+ calls 16 -0.64 (-3.96 to 2.65)

Cl indicates confidence interval.
2\Weight decrease/increase more than 40 Ib (18 kg) are excluded as outliers. Total
number of participants excluded was 55.

ing the program. Additional studies with different popula-
tions and additional settings are needed to fully address the
impacts of telephonic wellness coaching on both short-term
and long-term weight loss.

Research suggests that a moderate amount of weight
loss has potential benefits for obese patients.”*¢ But the
amount of weight loss observed in this telephonic wellness
coaching program is less than 1% of total body weight and
among a healthier population. Future studies on telephonic
wellness coaching and weight loss may need to also report
details on nutritional and physical activity components of
the programs that could be associated with weight loss and
the sustainability of these behaviors. If the lifestyle changes
adopted through wellness coaching result in a sustainable,
small amount of weight loss, this may improve health out-

comes in the long term.
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