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Half of primary care patients 
have at least one chronic 
condition.1 Managing and 

preventing these diseases are cor-
nerstones of primary care, but prac-
tice constraints impede quality care.2 
Of those with chronic disease, many 
neither take medications as pre-
scribed nor implement lifestyle rec-
ommendations.3,4 

Team-based strategies are being 
developed to address these issues. 
One successful model uses health 
coaches to support self-manage-
ment.5-7 Health coaches have been 
shown to improve the quality and 
cost-effectiveness of managing chron-
ic diseases like diabetes, hyperten-
sion, hyperlipidemia, mental health, 
and obesity.5,8-14 

Health coaches are behavior 
change specialists who partner with 
patients to identify goals and bar-
riers, reinforce recommendations, 
and coordinate care. They can be 
established team members (such 
as registered nurses [RNs], medi-
cal assistants [MAs], and psychol-
ogists) or can be unlicensed, such 
as health workers. Training varies, 
but generally consists of active lis-
tening, nonjudgmental communica-
tion, motivational interviewing, and 
encouragement of self-management 
skills.15 Visits can occur in person 
or telephonically.16 Health coaches 
differ from health educators as they 
develop goals and plans, and differ 
from case managers, as they may be 
unlicensed.8  

As payment becomes population 
based, residencies have an oppor-
tunity to prepare residents to work 
within teams, and understanding 
current trends can enhance curri-
cula.5 There have been no previous 
studies related to health coaches in 
family medicine residencies. The 
purpose of this study was to char-
acterize the involvement of health 
coaches in family medicine resident 
education.

BACKGROUND AND OBJECTIVES: Team-based care with health coaches 
has improved the quality and cost effectiveness of chronic disease manage-
ment and prevention. Clinical health coaches partner with patients to identify 
health goals, create action plans, overcome barriers to change, reinforce physi-
cian recommendations, and coordinate care. It is important to train resident 
physicians to practice in team-based settings. To date, there have been no 
studies of resident family physician exposure to health coaches.

METHODS: We surveyed 465 residency directors through a larger omnibus 
survey sent out by CERA; the response rate was 53.7%. Directors were asked 
about resident exposure to health coaches, the types of patients seen by 
health coaches, and the training background of the health coaches. We used 
chi-square tests to examine the relationship among these variables and pro-
gram characteristics including status as a patient-centered medical home. 

RESULTS: Almost two-thirds of the programs reported at least some resi-
dents had exposure to health coaches. Residents who trained in continuity 
sites with a PCMH certification of level 3 were more likely to have any ex-
posure to health coaches (P<.05). There were multiple significant relation-
ships between populations of patients seen and the training background of 
health coaches.

CONCLUSIONS: To improve quality, reduce costs, and become more pa-
tient centered, primary care is rapidly transforming into a team sport with a 
broadening roster of new players, including health coaches. This study docu-
ments positive rates of resident exposure to health coaches but also great 
variability in types and amount of exposure that merit further investigation 
and exploration of ways to grow family medicine residency contact with a di-
versifying practice team.
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Methods
The Council of Academic Family 
Medicine Educational Research Al-
liance distributed a survey (Appen-
dix A) from July to August 2016.17 
The American Academy of Fami-
ly Physicians Institutional Review 
Board approved the project. Emails 
were delivered to directors for the 
495 Accreditation Council for Grad-
uate Medical Education-accredited 
family medicine residencies. Nonre-
spondents were encouraged to partic-
ipate with four follow-up emails. We 
excluded those opting out, with un-
deliverable emails, who were no lon-
ger program directors, or who failed 
to answer the health coach exposure 
question.  

In addition to a set of recurring 
questions regarding demographic 
and organizational information, sec-
ondary outcomes included resident 
opportunities to observe and work 
with health coaches.17 Respondents 
were asked about plans to incorpo-
rate health coaches in the next 1 
to 2 years. Respondents identified 
the specific populations addressed 
by health coaches and up to three 
training backgrounds. We grouped 
programs where all residents had ex-
posure and programs where some 
residents had exposure into an “any 
exposure” category. Patient-centered 
medical home (PCMH) status was 
divided into five categories (Na-
tional Center for Quality Assurance 
[NCQA] levels 1-3, not certified, or in 
the process of certifying).18 

We conducted chi-square tests 
among programs with any health 
coach exposure to determine if 
health coach utilization for a spe-
cific population was associated with 
training backgrounds and if residen-
cy exposure to health coaches varied 
by characteristics. 

Results
The overall response rate was 53.7% 
(245/465), though five were exclud-
ed for failing to answer the health 
coach question. Of the remaining, 
158 (65.8%) reported some residents 
had exposure to health coaches. Of 
these, 109 (69.0%) reported that 

all residents had exposure, and 49 
(31.0%) reported some did. Ninety-
nine programs offered opportuni-
ties to observe or work with health 
coaches; of these, 89.9% reported all 
residents had exposure. In residen-
cies without health coaches, 14.9% 
of programs reported that all res-
idents were exposed, and 57.4% 
reported that no residents had ex-
posure (P<.01). Of the 109 programs 
where all residents were exposed, 79 
(72.5%) offered training on working 
with health coaches. This was true 
of four (8.2%) of the programs where 
some were exposed. 

There were differences in program 
characteristics (Table 1). For exam-
ple, residencies in midsize communi-
ties and with a lower percentage of 
international medical graduate resi-
dents were more likely to be exposed 
to health coaches (P<.05). Residents 
training in level 3 NCQA PCMHs 
were more likely to have any expo-
sure compared to those who are not 
(P<.05, Table 2). Residents training 
at sites which were not PCMHs and 
were not applying for PCMH status 
were less likely to be exposed (P<.1). 
Of the 118 programs without health 
coach exposure, 41 (34.75%) planned 
to incorporate health coaches into 
residency training in the next 1 to 
2 years. 

The backgrounds of health coach-
es varied based on how they were 
used. Programs with health coach-
es available to all patients were 
less likely to use licensed practical 
nurses (LPNs) (P<.01,Table 3). Pro-
grams where health coaches support-
ed chronic disease management were 
more likely to use RNs (P<.05), LPNs 
(P<.05), or those with health coach 
certificates (P<.05). Programs using 
health coaches for obesity were more 
likely to use MAs (P<.05) or trained 
health coaches (P<.01). Programs us-
ing health coaches for mental health 
were more likely to use psychologists 
(P<.05) or coaches without specified 
backgrounds (P<.1). 

Discussion
We found high exposure to health 
coaches, with residents in a level 3 

PCMH more likely to be exposed 
than their peers. Health coaching not 
only embodies the residency rede-
sign project goal of the P4 (Preparing 
the Personal Physician for Practice), 
but also fulfills requirements for the 
NCQA Standards for PCMH Recog-
nition for which practices can be 
reimbursed for providing this team-
based service.19 Programs in medium 
to large communities had greater ex-
posure than densely or sparsely pop-
ulated ones. One explanation may 
be that small practices are often in 
rural settings, and the likelihood of 
having PCMH certification increas-
es with practice size.20 Finally, there 
was variation in the level of train-
ing of health coaches, reflecting the 
diversity of possible backgrounds.7

These results are important be-
cause they provide the only national 
assessment of training with health 
coaches in family medicine residen-
cies. This wide adoption builds on 
a long tradition in family medicine 
education that values a multidisci-
plinary approach.21,22 Furthermore, 
this study may be viewed as a proxy 
for resident exposure to new types of 
patient-centered practice workforce, 
and begs further investigation and 
work on increasing exposure, team 
training, and curricula focused on 
how best to work and train with new 
team members to improve patient 
outcomes.

Future work includes surveying 
the knowledge and attitudes of team-
based care delivery and likelihood of 
using coaches after graduation. Stud-
ies that model the impact of health 
coach exposure on resident burn-
out, retention, and patient outcomes 
would inform future training models. 

This study has several limitations 
including self-selection bias. Nonre-
sponders may have lower or higher 
rates of health coach exposure and 
recall bias may skew results in favor 
of more exposure to health coaches. 
These results are only applicable to 
family medicine training programs. 
In summary, residents are widely ex-
posed to health coaches, and those 
in level 3 NCQA PCMHs are most 
likely to be exposed. 
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Table 1: Characteristics of Residency Programs Surveyed by CERA and 
Proportion With Resident Exposure to Health Coaches 

Distribution Within 
Category (%)

% of Programs Where Residents Had 
Any Exposure to Health Coaches

Type of Residency Program

University-based 2.5 66.7

Community-based, university-affiliated 16.9 56.1

Community-based, nonaffiliated 64.5 70.5

Military 11.2 55.6

Other 5.0 75.0

Region of the Country

Puerto Rico 0.8 100.0

New England 5.3 76.9

Middle Atlantic 12.3 60.0

South Atlantic 13.1 75.0

East South Central 3.3 62.5

East North Central 16.8 63.4

West South Central 10.2 56.0

West North Central 11.1 70.4

Mountain 8.2 65.0

Pacific 18.9 67.4

Size of the Community**

Less than 30,000 7.0 58.8

30,000 to 74,999 16.0 59.0

75,000 to 149,000 17.3 78.6

150,000 to 499,999 28.0 75.0

500,000 to 1 million 16.5 67.5

More than 1 million 15.2 45.9

% of Graduates From Non-US Medical Schools**

0% to 24% 57.0 69.6

25% to 49% 16.1 76.9

50% to 74% 13.6 51.5

75% to 100% 13.2 53.1

No. of Residents

Less than 19 33.3 63.0

19 to 31 49.4 67.5

More than 31 17.3 69.0

Chi-square test if amount of resident exposure varies across the group: ***=<.01, **<.05, *<.1.

N=240 family medicine residency programs. 

Data source: 2015 CERA survey.
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