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ABSTRACT
A University of Michigan National Poll on Aging (2022) found that more than
half of adults aged 50-80 (54%) stated that they have helped an adult aged 65 or older
with health, personal, or other care-related tasks in the past two years. The National
Alliance for Caregiving (NAC) and AARP (2020) note in a recent report that family
caregivers are often in poor health with 23% finding it hard to take care of their own

health and another 23% indicating that caregiving has made their health worse.

Research is limited on caregivers of adults ages 65 and older and receptivity to
health and wellness coaching. The purpose of this study was to examine receptivity of
this population to health and wellness coaching as a strategy for promoting healthy
lifestyle behaviors and reducing chronic disease. The Social Cognitive Theory and the
Transtheoretical Model were used as frameworks for the study. Facilitators, barriers, and
challenges to receiving health coaching were examined as they relate to caregiver
receptivity through a descriptive study which will add to the limited body of literature in

this area.

An 88-question survey was developed that included questions from the American
Medical Association (AMA) Caregiver Self-Assessment Questionnaire (2009) and the
Centers for Disease Control and Prevention (2019) “Healthy Days Measures.” A total of
202 participant surveys were used for data analyses. Participants were recruited through
social media, electronic listservs, and other electronic communications, as well as

through targeted outreach to organizations having contact with caregivers.



Study findings indicate that facilitators to caregivers participating in health and
wellness coaching: motivation, virtual coaching, health insurance coverage, and caregiver
support. Barriers and challenges were identified as lack of time, lack of financial
resources or cost, and physical environment (including isolation), caregiver health, and
lack of awareness of health and wellness coaching. Findings also indicate that having fair
or poor health was a significant predictor of receptivity to health and wellness coaching.
There were statistically significant differences in facilitators, barriers, and challenges
based on income, region of residence (south) and health status. There was a statistically
significant difference in receptivity based on barriers and challenges and a marginally

significant difference based on facilitators.

Health and wellness coaching is an emerging field demonstrating positive
outcomes and which may be an effective strategy to facilitate improved health outcomes
for caregivers, a generally unhealthy population. By understanding and addressing
facilitators, barriers, and challenges to health and wellness coaching for this population,
this group may be more effectively reached and opportunities to participate in a

promising strategy for improved health behaviors and outcomes.
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CHAPTER ONE: INTRODUCTION
Health and wellness coaching is an emerging field which has only recently been
well-documented in the literature, yet one that creates opportunities for positive lifestyle

change at the individual and population health level.

The American Psychological Association (2011) states that caregivers operate as
extensions of the healthcare system and may perform medical and therapeutic tasks as
well as ensure the care recipients adherence to medical directives and regimens. These
tasks may not be possible if the caregiver develops health problems and has poor health,
which may put the health of the care recipient at risk. As healthcare costs and utilization
continue to rise (American Psychological Association, 2011), caregivers have an
important role in the care of individuals needing care who may be increasingly dependent

on unpaid family or informal caregivers for their health and well-being.

The American Academy of Family Physicians (2023) notes that multiple research
studies indicate caregivers have an increased risk for alcohol, tobacco, and drug abuse,
anxiety disorders, cancer, diabetes, heart disease, high blood pressure, high cholesterol,
heartburn, infection, obesity, and pain (muscles, joints, headaches) (American Academy
of Family Physicians, 2023). The National Alliance for Caregiving and AARP research
found that family caregivers are in worse health compared to the previous five years
(National Alliance for Caregiving and AARP, 2020). Twenty-one percent of caregivers
reported fair or poor health, 23% indicated that they find it hard to take care of their own

health, and 23% indicated caregiving has made their health worse. The recent COVID-



2
19 pandemic has only exacerbated poor caregiver health Beach et al., 2022; Gallagher &

Wetherall, 2020; Strzelecki et al., 2022).

Health and wellness coaches have an opportunity to reach this growing population
who are often at risk of being unhealthy. Research focusing on health and wellness
coaching for unpaid caregivers of older adults, ages 65 or older, is limited and is the
focus of this research. Few studies identify variables that influence caregiver receptivity
to receiving health and wellness coaching for those who care for adults ages 65 and older.
For health and wellness coaches to effectively engage this population, there is a need to
understand factors associated with receptivity to health and wellness coaching. This may
be accomplished by examining facilitators, barriers, and challenges to health and

wellness coaching for this unique group.

The evolution of health and wellness coaching as an emerging field and specific
to receptivity to coaching by unpaid caregivers of older adults ages 65 and older has been
explored as an opportunity to support improved health and well-being for this growing
and frequently disproportionally unhealthy population. Theoretical frameworks and
theories underlying this research have been identified and will be presented. A literature
review has been conducted in three categories: health and wellness coaching, caregivers,

and health and wellness coaching for caregivers.

Health and Wellness Coaching — Overview
Health and wellness coaching is becoming more prominent in the literature as an
emerging field with origins in sports, business, and psychology (Hayes & Kalmakis,

2007). Olsen (2014), as part of a concept analysis, cites the value of coaching in athletic



success which has been documented by Carter and Bloom (2009) and others in the
literature. Expanding the concept of coaching to other areas, including health, is a
strategy which has been documented more frequently in the literature since 2000 (Olsen,
2014). Olsen reports that a literature search of a variety of computerized databases
revealed only one article referencing the concept of health coaching prior to 1970, when
it was briefly recommended as part of a geriatric examination by Crampton (1950). From
that point forward, there was no mention of health and wellness coaching in the literature
until the year 2000, with multiple articles on health coaching published between 2000-

2006. Significant increases occurred in later years.

Health and wellness coaching has experienced multiple definitions in the
literature over the years, changing as the field continues to evolve. The definition of
health and wellness coaching given by the National Board for Health and Wellness
Coaching (NB-HWC) (2023), which sets the standards for the health and wellness
coaching industry includes this definition on its website (2023): “Health and wellness
coaches partner with clients looking to enhance their well-being through self-directed
lasting changes, aligned with their values. In the course of their work, health and wellness
coaches display unconditional positive regard for their clients and a belief in their ability
to change, honoring the fact that each client is an expert on their own life while ensuring
that all interactions are respectful and non-judgmental. Successful coaching takes place
when coaches apply clearly defined knowledge and skills such as psychology,
motivational interviewing, and effective communication strategies such as active
listening, so that clients mobilize internal strengths and external resources for sustainable

change.”



The term health and wellness coaching will be used throughout this paper as the
focus of the research goes beyond physical health, unless specifically citing a study that
was limited to health and/or wellness coaching. The evolving field of health and
wellness coaching including multiple definitions that have appeared in the literature over
the years and lack of standardization of the field will be discussed as part of a literature
review, along with discussion of efforts to operationalize how health and wellness

coaching is defined and to standardize the field.

Health and Wellness Coaching for Caregivers — Overview

Just as with health and wellness coaching, there are multiple definitions of
caregivers throughout the literature with a lack of consensus in how informal caregivers
are defined in national surveys (Kent et al., 2016). With some definitions being broad
and others more restrictive, research is influenced by who is eligible to participate based
on a given definition for a specific research study. The American Psychological
Association (APA) (2020) suggests that to most accurately identify informal caregivers, it
may be helpful to measure caregiving status objectively (e.g., “During the last 12 months
have you, yourself, given personal care for a period of one month or more to a family
member or friend because of a physical or medical condition, illness or disability?’’) and
subjectively (e.g., “Are you currently or have you been in the last year a caregiver for a

family member or friend?”).

This research has used the APA’s objective definition of a caregiver for
participation in this research project. “Caregiver” for purposes of this study is defined as

“An adult age 18 or older who in the last 12 months has personally, themself, given
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personal care (e.g., hygiene, chores, errands, providing financial support) for a period of
one month or more to an older adult (age 65 or older) because of a physical or medical

condition, illness or disability.”

While using this more restrictive definition which is still somewhat broad (i.e.,
some studies require a minimum number of hours of care, or that the caregiver be
considered the primary care provider) and might yield a smaller sample size as noted by
the APA, a higher threshold is set by using this objective definition and will eliminate
those who may be doing little actual hands-on caregiving, which is important for this

particular research study.

Caregivers make up a large portion of society. The National Alliance for
Caregiving (NAC) and AARP (2020) note in a recent report that family caregivers now
include more than one in five Americans, that the number of caregivers is increasing, and
that they are often in poor health with 23% finding it hard to take care of their own health
and another 23% indicating that caregiving has made their health worse. A University of
Michigan National Poll on Aging (2022) found that more than half of adults aged 50-80
(54%) said they have helped an adult aged 65 or older with health, personal, or other
care-related tasks in the past two years. Given these findings, this population is one that
may benefit from health and wellness coaching yet there is limited research on caregivers
and health and wellness coaching (Alpajora et al.,2021; Ferré-Grau et al., 2021: Lin et al.,
2020; Oliveira et al., 2019; Riegel et al.,2020; Smith et al., 2022; Williamson et al., 2014)

but none were identified specific to caregivers of older adults ages 65 and older.



Caregivers Excluded from this Research

Caregivers are a diverse group with some providing care for individuals outside of
the older adult demographic. There are opportunities for research that extend beyond the
focus of this research of caregivers of older adults aged 65 and older. Adults below the
age of 65 with conditions requiring a caregiver such as cancer (Smith et al., 2022) where
multiple physical, psychological, and emotional challenges exist but where favorable
outcomes have been demonstrated, is another example of caregivers excluded from this
research and noted later in review of literature. Another example is caregivers of those
with heart failure, where one study (Riegel et al., 2019) with outcomes expected in 2024 is
also later discussed.

Caregivers for children with disabilities may be another population for further
study and is noted in the literature as an emerging practice (Ogourtsova et al, 2019).
Overall, there is an insufficient to limited level of evidence regarding the effectiveness of
health and wellness coaching approaches for this population. Health and wellness
coaching for parents of children with medical complexity (CMC) is another population
which might be studied. Sprecher et al. (2022) conducted research in this this population
and concluded that health coaching was associated with a decrease in emergency
department use but not in changes in activation, patient experience, or health-related
quality of life, but noted that more research is needed in this area to determine whether
health coaching is an effective modality for improving care for children with medical

complexity.



There are many caregivers outside of those caring for older adults aged 65 and
older that are not included in the current study, but which present additional future

research opportunities.

Purpose of Study

The purpose of this study was to examine caregiver receptivity to health and
wellness coaching as a strategy for promoting healthy lifestyle behaviors and reducing
chronic disease for caregivers of older adults, those ages 65 and older. The Social
Cognitive Theory and the Transtheoretical Model were used as theoretical and conceptual
frameworks for the study. Facilitators, barriers, and challenges to receiving health
coaching were examined as they relate to caregiver receptivity through a descriptive
study which will add to the limited body of literature in this area. Receptivity to health
and wellness coaching may be related to facilitators, barriers and challenges experienced

by an individual.

Receptivity is defined as “able or willing to receive especially ideas” (Merriam-
Webster, n.d.). or similarly, “willing to listen to and accept new ideas and suggestions
(Cambridge University Press and Assessment, n.d.) In reviewing the health and wellness
coaching literature, the word “receptivity” is used in multiple contexts, though is not
frequently defined. Keller et al. (2023) in their work examining receptivity to mobile
health interventions define receptivity as “conditions under which individuals are able to
receive, process, and use support,” a definition that has been used in the area of
receptivity research which is still in its infancy. They note that detecting and predicting

states of receptivity is important because it can close the gap between intended use and



actual use of mobile health interventions and by making support relevant at opportune
moments, vulnerable individuals will likely build positive attitudes towards mobile health

interventions.

It makes sense that the concept of receptivity might apply similarly to any
intervention including health and wellness coaching. The words “willing” and “accept”
or “receive” are noted in multiple dictionary (Cambridge Dictionary, n.d.; Merriam-
Webster Dictionary, n.d.) definitions of “receptivity” as well as the more scientific
definition of Keller et al. (2023) who note that there may be conditions that support
receptivity. For purposes of this research, facilitators, barriers and challenges are
examples of conditions that might impact an individual’s willingness to work with a
health and wellness coach and ability to receive health and wellness coaching, or in other
words, their receptivity to working with a health and wellness coach to receive health and

wellness coaching.

Research Questions
The following research questions were addressed through this study for caregivers

of older adults aged 65 or older:

1. What are the facilitators, barriers, and challenges to receiving health and wellness
coaching for caregivers?

2. Is there a relationship between caregiver health status and receptivity of health and
wellness coaching?

3. Is there a relationship between facilitators, challenges, and barriers and receptivity to

health and wellness coaching?



4. Do facilitators, barriers and challenges to receiving health and wellness coaching
differ by sex, age, race, ethnicity, income, employment, area of residence, or health

status?

Hypotheses
In is anticipated that findings will support earlier limited studies of caregivers and

health and wellness coaching. Hypotheses for this study include:

1 a. Facilitators to health and wellness coaching will include availability of remote or

virtual coaching and caregiver support.

1 b. Barriers and challenges to health and wellness coaching will include lack of time and

physical environment (isolation).

2. Itis predicted that people with “fair” or “poor” self-reported health will be less
receptive to health and wellness coaching than those with “excellent” or “very good”

health.

3 a. As the number of facilitators increases, so does the receptivity to health and wellness

coaching.

3 b. As the number of barriers and challenges increase, receptivity to health and wellness

coaching will decrease.

4 a. There will be differences in the number of facilitators, and the number of barriers and

challenges, to receiving health and wellness coaching by sex.
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4b. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by age.

4 c. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by race.

4 d. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by ethnicity.

4 e. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by income.

4 f. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by employment.

4 g. There will be differences in the number of facilitators, and the number of barriers and

challenges, to receiving health and wellness coaching by geographic residence.

4 h. There will be differences in the number of facilitators, and the number of barriers and

challenges, to receiving health and wellness coaching by health status.

Problem Statement

Research focused on health and wellness coaching and caregivers is limited, with
most research conducted on patients or those receiving care and not the caregiver. There
are a limited number of studies that focus on the caregiver (Alpajora et al.,2021; Ferré-
Grau et al., 2021: Lin et al., 2020; Oliveira et al., 2019; Riegel et al.,2019; Smith et al.,
2022; Williamson et al., 2014) though there were no studies identified specific to

caregivers of adults aged 65 and older and health and wellness coaching. There are also
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no identified studies with a primary focus on facilitators, barriers, and challenges to
health and wellness coaching for this population, though there is secondary discussion as
part of studies with other areas of focus. It remains challenging to compare and contrast
studies given the limited published research in the literature on this topic. There are,
however, studies with relevant findings that can be discussed and are included in the

Review of Literature section of this paper.

Given the lack of literature specific to this population and receptivity to health
and wellness coaching, there are opportunities for further exploration. Studies found in
the literature on caregivers and health and wellness coaching with different populations
and areas of focus may contribute to a better understanding of the research questions

addressed in the current study.

Significance of Study

The current research focuses on caregivers of older adults ages 65 and older and
health and wellness coaching, a population and topic which when studied together, is
currently limited in the published literature. Specifically, there is a lack of research that
focuses on facilitators, barriers and challenges to health coaching that might exist for this
population. There is also not adequate research to compare and contrast with other studies
as there are no consistencies with the target population, diagnosis or health condition of
the care recipient, and modality of health and wellness coaching represented in the
literature, leaving other gaps. This study will fill a gap in the literature and will offer
health and wellness coaches, caregivers of older adults ages 65 and older, and health care

providers insight on facilitators, barriers, and challenges to health and wellness coaching
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for caregivers of older adults ages 65 and older. This insight may be helpful in designing

outreach strategies for improved engagement of the older adult caregiver population so

that they can address their own needs while caring for others.
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CHAPTER TWO: REVIEW OF LITERATURE

Introduction

This chapter presents a review of the relevant literature regarding health and
wellness coaching, caregivers, and health and wellness coaching for caregivers. Social
Cognitive Theory (Bandura, 1986) and the Transtheoretical Model (Prochaska &
DiClemente, 1982) will also be briefly discussed as both form the theoretical framework

for the current study.

In the review of health and wellness coaching, a history of how the field has
evolved over a period of decades, including discussion of the multiple definitions of
health and wellness coaching, will be discussed. Lack of standardization and progress
towards addressing efforts to standardize the field will be discussed, along with a review
of research that focuses on health and wellness coaching and chronic disease, which
represents most current research will be discussed. Facilitators, barriers, and challenges,

to health and wellness coaching identified in these studies will be noted.

In the review of caregivers, an overview of caregivers in the literature ranging
from studies published decades ago to current research will be discussed along with
caregiver health which may ultimately impact not only the caregiver, but the health of the
care recipient as well. Caregiver health is examined in the current study as a barrier or
challenge to health and wellness coaching. Variables impacting caregiver health such as
race, ethnicity, and geographic residence will be discussed, as well as studies

documenting the impact of COVID-19 on caregiver health.



14

A review of studies specific to health and wellness coaching for caregivers will be
discussed. While studies are limited which focus on health and wellness coaching and the
caregiver, particularly those who provide care for older adults aged 65 and older, there
are caregiver studies that have been identified and will be discussed. These studies did
not directly address facilitators, barriers and challenges to health and wellness coaching
for this population but are often noted in the studies and will be included in the

discussion.

Conceptual or Theoretical Framework

The theoretical frameworks used for this study were Social Cognitive Theory
(SCT) (Bandura, 1986) and the Transtheoretical Model (Prochaska & DiClemente, 1982).
The constructs within these models are demonstrated in studies on the topic of health and
wellness coaching and are embedded in current definitions. Bandura’s (1986) Social
Cognitive Theory states that people learn from their own experiences and observing those
of others. Personal experiences, behavior, and environment are the three major
components of social cognitive theory (Bandura, 1986). Prochaska and DiClemente’s
(1982) Transtheoretical Model, sometimes referred to as the Stages of Change Model
describes the process of behavior change and accounts for an individual’s readiness to
make and sustain behavior changes with 5 stages of change — pre-contemplation,
contemplation, preparation, action, and maintenance (Prochaska & DiClemente, 1982).
This theory was first used in tobacco cessation interventions. The current study was

grounded in both theories.
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Social Cognitive Theory

Bandura’s (1986) Social Cognitive Theory identifies four determinants of
behavior: self-efficacy, outcome expectations, goals, and socio-structural factors. It is
based on the belief that behavior results from continuous interactions among environment
(e.g., social support, access to needed resources), individual factors (e.g., prior
experience, age, gender), and the behavior itself (e.g., competence with behavior,
outcomes achieved by accomplishing the behavior). Successful efforts to change
behavior are contingent upon identifying facilitators, barriers, and challenges in each of

these three areas.

Social cognitive theory purports that while environment can alter an individual’s
behavior, people can alter their environments to achieve desired outcomes (Bandura,
1986). Throughout the limited research on caregivers and health coaching, environment
is a noted barrier to receiving health coaching (e.g., isolation in caring for a loved one in
the home, environment that lacks support for caregiver self-care). Social cognitive theory
can be used to better understand how to reach caregivers with health coaching

interventions to facilitate health behavior change.

One of the key constructs of social cognitive theory is reciprocal determinism
(Bandura, 1986). This construct is the central concept of social cognitive theory and
refers to the dynamic and reciprocal interaction of people. Individuals have learned
experiences through multiple contexts including their environment, social settings, and
behavior which contribute towards achievement of goals. The main principle of this

construct is that people seek to exert control over important events in their lives by
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having a sense of agency which is impacted by self-efficacy, outcome expectations,
goals, and self-evaluation. This construct is relevant to health and wellness coaching
which is goal-focused and promotes self-efficacy, involves outcome expectations, goal

setting, and self-evaluation.

In addition to reciprocal determinism, Social Cognitive Theory has four other
constructs: Behavioral capability, reinforcements, expectations, and self-efficacy
(Bandura, 1986). Behavioral capability refers to a person’s ability to perform a behavior
using their knowledge and skills (a person must know what to do and how to do it).
Reinforcements are responses to a person’s behavior that affect the likelihood of
continuing or discontinuing the behavior and can be positive or negative, and direct or
indirect. Expectations are anticipated consequences a person has of their behavior and
come largely from previous experience. People may anticipate the consequences of their
actions before engaging in a behavior which may influence whether they complete the
behavior successfully. Self-efficacy is a person’s self-confidence that they can
successfully perform a behavior and is influenced by a person’s own capabilities as well
as other individual and environmental factors known as barriers, challenges, and

facilitators.

Transtheoretical Model

The Transtheoretical Model, sometimes referred to as the “Stages of Change
Model,” describes the process of behavior change through 5 stages: precontemplation,
contemplation, preparation, action, and maintenance (Prochaska & DiClemente, 1982).

Initially developed for use with individuals for tobacco cessation, this model emphasizes
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recognition of an individual’s readiness for change. Depending on the stage the
patient/client is in, the health coach may use different strategies. For example, in the
precontemplation phase, the client states “I am not willing to start an exercise program at
this time,” requiring a different strategy from the preparation phase, “I am going to start
thinking of safe places to walk,” or the maintenance phase, “I need to continue walking at

least 3 times a week™).

To move through the stages of change, individuals apply multiple processes. Ten
processes have been identified and vary in relevance during varying stages of change
(Prochaska & DiClemente, 1982). These stages may be seen in the health and wellness
coaching process as patients or clients experience self-discovery and are guided to self-

reflect.

1. Consciousness Raising - Increasing awareness about the healthy behavior.

2. Dramatic Relief - Emotional arousal about the health behavior, whether positive
or negative arousal.

3. Self-Reevaluation - Self reappraisal to realize the healthy behavior is part of who
they want to be.

4. Environmental Reevaluation - Social reappraisal to realize how their unhealthy
behavior affects others.

5. Social Liberation - Environmental opportunities that exist to show society is
supportive of the healthy behavior.

6. Self-Liberation - Commitment to change behavior based on the belief that

achievement of the healthy behavior is possible.
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7. Helping Relationships - Finding supportive relationships that encourage the

desired change.

8. Counter-Conditioning - Substituting healthy behaviors and thoughts for unhealthy
behaviors and thoughts.

9. Reinforcement Management - Rewarding the positive behavior and reducing the
rewards that come from negative behavior.

10. Stimulus Control - Re-engineering the environment to have reminders and cues
that support and encourage the healthy behavior and remove those that encourage

the unhealthy behavior.

It is noted that the Stages of Change model is a model and not a theory. Other theories
and constructs might be applied to the model as appropriate depending on the stage an
individual is in and where they might be most beneficial and effective. The model is
relevant and useful to address many health behaviors. In examining barriers, challenges,
and facilitators for caregivers receiving health coaching, the Stages of Change model is
important to consider as interventions are developed depending on the individual’s
readiness for change, as well as at the individual level with health and wellness coaches

working with patients or clients.

Review of Research
History of Health and Wellness Coaching

Health and Wellness Coaching Defined. In reviewing the literature, defining

health and wellness coaching proved to be challenging, with multiple definitions
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appearing in published work as the field has evolved and become more prominent in the

literature (Olsen, 2014).

“Health coaching” is noted throughout the literature, as is “wellness coaching,” in
addition to the two terms combined as “health and wellness coaching.” There is evidence
in the literature that health coaching and health and wellness coaching are considered
different (Huffman, 2016), though sometimes seem to be used interchangeably. Health
coaching is more clinical, focused on patients with chronic disease, and with a nurse most
commonly administering the coaching. The Health Coaching Institute (n.d.) separates the
terms into health coaching and wellness coaching, with wellness coaching encompassing
multiple domains (i.e., physical, mental, emotional, and spiritual), and health coaching
specific to physical health and/or managing chronic conditions and diseases. The
National Board for Health and Wellness Coaching (NB-HWC) as an international, well-
known, and respected certifying body in the field is inclusive of both terms and
represents coaches -and patients or clients- in fields of healthcare, employee wellness,

government, and private practice (2023).

Because the field is an evolving field and as noted above, there have been
variations in definitions of health and wellness coaching. Palmer et al. (2003) defined
health and wellness coaching as “the practice of health education and health promotion
within a coaching context, with a goal of enhancing the wellbeing of individuals and to
facilitate achievement of health-related goals.” Similarly, Butterworth, et al. (2006) cite
coaching as “a service in which providers facilitate participants in changing lifestyle-

related behaviors for improved health and quality of life, or establishing and attaining
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health promoting goals,” a definition introduced by van Ryn and Heaney (1997). In this

study, motivational interviewing-based health coaching (Miller & Rollnick, 2013) was
incorporated into 3-month health and wellness coaching sessions for 276 employees of a
medical center who self-selected into either the control group or the coaching sessions.
Butterworth’s emphasis on the differences in motivational interviewing-based health
coaching and the “information model” (i.e., health education) is reflective of the choice

of definition used to describe health and wellness coaching.

Another study by Butterworth et al. (2007) again uses the Van Ryn and Heaney
(1997) definition as the context for their research noting limitations of earlier definitions
of health coaching (Palmer, 2003) that emphasize health education. Chapman et al.
(2007) describe health and wellness coaching in the context of worksite health promotion
as “the personal coaching process applied to issues of health, health management, and
wellness,” and though their definition does not include specific mention of goals or goal
setting like that of earlier researchers, goals and goal setting are acknowledged in their
discussion and they noted that their working definition provides flexibility in application

of coaching technologies to the needs of working and health plan populations.

Olsen (2014) proposes an operational definition that “health coaching is a goal-
oriented, client-centered partnership that is health-focused and occurs through a process
of client enlightenment and empowerment,” another definition similar to that of the
earlier research cited in that goals are included in the definition, though this definition
also puts the emphasis on the client-centered process unlike some of the earlier

definitions.
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With each definition there are similarities as well as differences, and there is a
lack of consistency. Commonalities in these definitions include health education
(passive receipt of advice), which is one part of health and wellness coaching, goals or
goal setting, and a health and wellness emphasis. Differences include more emphasis on
health education being the focus of the coaching process with earlier definitions of health
and wellness coaching, and a more patient- or client-centered process (self-discovery and

active learning) in the later definitions.

The varying definitions of health and wellness coaching have likely made it
challenging for the public to understand what a health and wellness coach is and the role
of a coach. Because health and wellness coaches are not required to be licensed or
certified, anyone can call themselves a health and wellness coach. The numerous
definitions also have likely contributed towards delays in developing and implementing a
national certification process which culminated when the first National Board for Health
and Wellness Coaching (NB-HWC) exam was given in 2017 (National Board for Health
and Wellness Coaching, 2023). In addition, it is difficult to build a robust research
knowledge base when there is no consistent definition of health and wellness coaching
among studies, making it challenging to assess effectiveness of coaching interventions in

bringing about behavior change and health outcomes.

Wolver et al. (2013) conducted a systematic review of the operational definitions
of health and wellness coaching published in medical peer-reviewed literature. There
were eight hundred abstracts identified through PubMed with 284 full-text articles that

were included in the study. While there have been disparities in the operationalization of
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health and wellness coaching over time, Wolever et al. (2013) observed that there was an
emerging consensus with several common themes specific to health and wellness

coaching.

Themes commonly noted in the systematic review included that of health and
wellness coaching being a patient-centered process, based on behavior change theory,
includes patient-directed goal setting, self-discovery, and health education,
accountability, and using processes, techniques, and skills such as Motivational
Interviewing and communication strategies. Those themes were incorporated into an
operational definition of health coaching from Wolever et al. (2013), which is stated as
“A patient-centered approach wherein patients at least partially determine their goals, use
self-discovery or active learning processes together with content education to work
toward their goals, and self-monitor behaviors to increase accountability, all within the
context of an interpersonal relationship with a coach. The coach is a healthcare
professional trained in behavior change theory, motivational strategies, and
communication techniques, which are used to assist patients to develop intrinsic
motivation and obtain skills to create sustainable change for improved health and well-
being” (Wolever et al., 2013). The health and wellness coach may be a valuable tool to

assist individuals in creating lasting behavior change for better health and wellness.

With Wolever et al.’s efforts to operationalize a working definition for health and
wellness coaching, the definitions of health and wellness coaching have evolved to be
more consistent. With this comprehensive and systematic review, a foundation has been

established for defining health and wellness coaching that is consistent, broadly accepted,
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and can be used in future studies and practice. As an example, the definition of health and
wellness coaching given by the National Board for Health and Wellness Coaching (NB-
HWC), which sets the standards for the health and wellness coaching industry includes

components of the operationalized Wolever et al. (2013) definition.

The NB-HWC definition cited on the website (2023) is: “Health and wellness
coaches partner with clients looking to enhance their well-being through self-directed
lasting changes, aligned with their values. In the course of their work, health and wellness
coaches display unconditional positive regard for their clients and a belief in their ability
to change, honoring the fact that each client is an expert on their own life while ensuring
that all interactions are respectful and non-judgmental. Successful coaching takes place
when coaches apply clearly defined knowledge and skills such as psychology,
motivational interviewing and effective communication strategies such as active
listening, so that clients mobilize internal strengths and external resources for sustainable
change.” This definition is greatly expanded from that of earlier definitions of health and
wellness coaching which placed more emphasis on health education (passive receipt of
advice) and were much less patient- or client-focused (self-discovery and active learning)

with the coach as the “expert” and leading the process.

Operationalizing a definition of health and wellness coaching supports the
standardization of health and wellness coaching as a profession and facilitates research
that can more accurately assess the effectiveness of a given approach or strategy for

eliciting changes in health behaviors, health outcomes and associated costs. This
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evolution towards a standard definition also supports better understanding by other

professionals and laypersons as to what health and wellness coaching is and is not.

Health and Wellness Coaching and Standardization of the Field. Much work
is needed in the area of standardization of the health and wellness coaching field
including definitions, competencies, and job and task analysis. Standardization of the
field with national standards provides a clear, consistent, and standardized definition of
health and wellness coaching and uniformity in accepted practice standards (Jordan et al.,
2015). By standardizing the field there, minimal benchmarks are set for education,
training, and knowledge and skills assessment of those seeking to become professional
health and wellness coaches. This is even more important as there has been a rapid
growth of individuals and training programs using the term “health and/or wellness

coach” (Jordan et al., 2015).

As noted above, efforts have already been made to operationalize a definition for
health and wellness coaching. The NB-HWC (2023) has provided a job task analysis,
though not a competency framework for health and wellness coaches. The job task
analysis was the first step towards developing the NBC-HWC credential and was
completed by 60 health and wellness coaching subject matter experts in 2014. This
analysis of a health and wellness coach’s role and required knowledge and skills was
validated by more than 1,300 practicing health & wellness coaches. The job task analysis
became an important part of developing criteria to evaluate health and wellness coaching
professional training programs and later in 2015, for approving these training programs

with the addition of faculty and practical skills assessment standards.



25

Singh et al. (2022) have suggested a competency framework based on a
systematic review of the literature to evaluate the competencies of healthcare
professionals who engage in health coaching patients with chronic conditions. They have
identified nine key competencies specific to the practice of health coaching
interchangeable amongst identified health professional groups, though the professionals
did not include public health practitioners, health educators, or others who at times work
in clinical settings and may function in a health and wellness coaching role and may be
credentialed professionals. Perlman’s et al. (2020) work, similar to that of other
published studies, states that there is inadequate clarity among healthcare professionals in
understanding the definition, roles, and types of coaching. In their published primer,
health and wellness concepts and history are presented and types of coaching are

compared, including health and wellness coaching and health coaching.

Jordan et al. (2015) discuss certification in their article on national training and
certification standards and how it relates to standardization. It was noted that the general
public is often confused about what certification means. Without standardization of the
field, there have been numerous organizations offering “certifications” in the absence of
national standards, which may not always best serve individuals seeking health and

wellness coaching.

Another step towards standardization is a professional certification. The National
Board for Health and Wellness Coaching (2023) offered its first certification exam in
2017. This certification may be held by individuals such as physicians, nurses, or other

medical professionals who have the clinical expertise and credentials to function in a
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more clinical setting with patients who are high risk or have complicated conditions and
diseases similar to that described by Huffman (2016), while others who may hold the
certification may be non-clinical, providing coaching outside of a clinical setting with
emphasis on areas of wellness that go beyond physical health. Much work is needed in
the area of standardization of the field including definitions, competencies, and job and

task analysis.

Health and Wellness Coaching and Chronic Disease. Prior to 1970 there was
only one article referencing the concept of health coaching found in the literature
(Crampton, 1950), which was focused on the essentials of a geriatric medical
examination for ages 50 and older. From that point forward, there were no articles
published on health coaching in the literature until 2000, with multiple articles on health

coaching published between 2000-2006, and a dramatic increase in later years.

Most current research on health coaching centers around health and wellness
coaching as an intervention for chronic disease management. According to the Centers
for Disease Control and Prevention (2022), six in 10 adults in the United States have a
chronic disease, such as diabetes, heart disease, or obesity and four in 10 have two or
more conditions. Therefore, it is not unexpected to see a large portion of health and
wellness coaching research dedicated to coaching for individuals with chronic disease.
Tobacco use, poor nutrition, lack of physical activity, and excessive alcohol use are cited
as key lifestyle risks for chronic disease (Centers for Disease Control and Prevention,
2022). Each of these areas can be addressed through behavior change and are the

primary focus of much of the health and wellness coaching research in the literature.
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It is noted that there may be health disparities based on socioeconomic status
which should be considered with health and wellness coaching strategies and
interventions. Kim et al.’s (2023) recent research of the general population spread across
three age groups - children, young and middle-aged adults, and older adults - confirmed
socioeconomic disparities in respondent’s self-reported poor health across all age and
race/ethnicity groups using four nationally representative datasets. Results suggest a
critical need for action to address pervasive health disparities by socioeconomic status.
Other studies suggest more subtle differences in disparities due to socioeconomic status.
The Blue Cross Blue Shield (2020) study of its insured population found that household
income was associated with smaller differences in caregiver health, but race and ethnicity
were stronger determinants. For low-income communities, the BCBS Health Index
difference between low-income and middle- or high- income communities and the

benchmark population was only slightly higher.

The Blue Cross Blue Shield (2020) Index differences based on race and ethnicity
were more pronounced with the health impact of caregiving being larger in communities
with a greater Black population, and to a lesser degree to those communities with a
greater Hispanic population, as compared to communities with a predominately White
population. There is evidence that caregivers from ethnic minorized groups provide more
care than White caregivers and report worse physical health (McCann et al., 2000) and
poorer health outcomes (Williams et al., 2010). There has been documented evidence of
the physical and mental toll of caregiving on the caregiver over a period of decades

(Pinquart & Glajchen, 2012; Schulz & Sherwood, 2008, Vitaliano et al., 2003). It is
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possible that the additional care provided by minoritized groups translates into worse

physical health (McCann et al., 2000) and poorer health outcomes (Williams et al., 2010).

Not all studies have had similar findings. Haley et al. (1985) noted a deficit in the
literature surrounding caregiving stress and the impact on minoritized families and
conducted a study examining psychological, social, and health variables of 175 Black and
White caregivers of dementia patients and non-caregivers. Findings were such that there
was no support for a negative impact of caregiving on physical health. And that
caregivers did not show significantly poorer health on any of the measures of health
symptoms, self-reported health, or health behaviors. Differences in ages and health status
of participants and the challenges associated with self-reporting health status may be

factors in these findings. It was noted that other studies have had inconsistent findings.

Gierisch et al. (2017) conducted a literature review in an attempt to quantitatively
synthesize the evidence on health coaching for adults with chronic medical conditions.
The study, part of the Veteran’s Affairs (VA) Evidence-based Synthesis Program which
provides analysis of targeted healthcare topics important to clinicians, professionals, and
policymakers as they work to improve the health and healthcare of Veterans. The
systematic review of literature from 2000 and forward yielded 2,627 citations and
identified 41 randomized control trials evaluating the effects of health coaching
interventions for those with chronic medical conditions, to address clinical, behavioral,
and self-efficacy outcomes. The study also explored if the intervention effects varied by
program elements such as patient chronic disease status, intervention dose (i.e., the

number of coaching sessions), mode of coaching delivery, and individuals conducting
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health coaching (e.g., healthcare providers, peers, health coaches) and if effects varied by
intervention based on an a priori list of key elements of health coaching (i.e., patient-
centeredness, patient-determined goals, self-discovery process). The studies were not
limited to VA patients or facilities. Women (65% of the population) with a median age
of 59.2 years were the primary focus of the study. Of 18 trials reporting race, 58% were
white. Of these 41 studies, 18 recruited populations with type 2 diabetes, with the
remaining studies including patients with mixed diagnoses of diabetes and heart disease
or renal disease (n = 4), obesity (n = 7), or heart disease only (n = 4). Other trials
addressed cancer (n = 2), theumatoid arthritis (n = 2), systemic lupus erythematosus (n =
1), multiple sclerosis (n = 1), metabolic syndrome (n = 1), or chronic medical conditions
in general (n = 1). The median number of participants was 201 (range 32 to 1835 per
trial) with most studies conducted in the United States (61%). The majority of included
trials used inactive interventions (n = 31) (i.e., control groups or wait lists), only one trial
was conducted in a VA setting with VA user. Overall study quality was not high with
over 50% of trials (» = 21) having an unclear risk of bias and 34% of trials (n = 14) with

a grade of high risk of bias.

The synthesis of literature on the evidence on health coaching for adults with
chronic medical conditions suggests that health coaching may be an effective self-
management approach for individuals with chronic disease, and that health coaching
interventions have the potential to produce small yet positive, statistically significant
impact on Alc (decreases), BMI (decreases), physical activity (increases) dietary fat
(decreases), caloric intake (decreases) and self-efficacy (increases) when compared to the

control group in the study. However, these results do not extend to studies with more



30

active control group members. In examining outcomes for program elements, there is
evidence that a midrange dosage of coaching sessions, with six to 15 sessions, may be
more beneficial than those with smaller or larger numbers of sessions. It was also found
that telephone health coaching and in-person coaching yielded similar small to moderate
positive effects for various patient outcomes, but not all were statistically significant.
They were not able to effectively study the profession of the person delivering the

coaching due to lack of consistency.

Gierisch et al. (2017) noted several limitations including variability in the
included studies, lack of consistency in what constitutes health coaching, and inclusion of
multiple non-coaching components as part of the overall intervention (i.e., the “program”
included things other than coaching). This parallels the experience of Wolever et al.
(2013) as they sought to operationalize health and wellness coaching. A large number
of studies had high or unclear risk of bias, and studies self-identified as providing health
coaching (i.e., no standard set of criteria applied, and individual authors may have vastly
different definitions of what constitutes a health coaching program) again similar with the
work of Wolever et al. (2013). Gaps in the literature for other areas were noted
(smoking, medication adherence, physical function) and it isn’t clear how health
coaching compares to other behavioral interventions. It is not prudent to make definitive
conclusions considering the study limitations. As stated in the published study, results
should be interpreted with caution. More research is needed to include more rigorously
designed studies to examine the central elements that distinguish health coaching from
other behavioral counseling and self-management approaches, and how specifically these

elements may impact clinical and behavioral outcomes.
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The Gierisch et al. (2017) study was important because it was the first study to

quantitatively synthesize the evidence on health coaching for adults with chronic medical
conditions for clinically significant improvements in key clinical and health behavior
outcomes. Given the prevalence of adults in the United States having chronic disease,
such as diabetes, heart disease, or obesity and 4 in 10 having 2 or more conditions

(Centers for Disease Control and Prevention, 2022), this study is meaningful.

It is this researcher’s opinion that additional study is needed in this area as many
of the comparisons of Gierisch et al.’s (2017) study were based on a small number of
studies which were noted to be of poor quality or unclear, as well as other limitations
noted in the study (i.e., many of the studies had non-coaching components such as meal
replacements, pedometers, and supervised exercise, making it hard to separate the impact
of coaching, variability in the studies, lack of standardization of the field, limited to
randomized controlled trials only). It is also this researcher’s opinion that the lack of
standardization in the field as discussed earlier in this paper and consistency in defining
health and wellness coaching as well as study variability provide an over-arching
rationale for future study and that while including only randomized controlled studies
serves a purpose, health and wellness coaching is an intervention that can be extremely

personal and not easily conducted in a controlled, laboratory setting.

Bennett et al. (2010) included telephone coaching, diabetes coaching and asthma
coaching and patient outcomes within a literature review. The review found studies
demonstrating mixed results on the efficacy of coaching on patient outcomes.

Researchers noted that the studies were heterogeneous regarding who performed the
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coaching, the nature of the coaching intervention and the chronic conditions studied.
Findings are similar to the Gierisch et al. (2017) review and the experiences of Wolever
et al. (2013) in an effort to operationalize health and wellness coaching. As the field of
health coaching evolves and there is more standardization, research will likely become

more consistent.

Most recently, Wolever, Yang, et al. (2022) conducted a study which found that
10 sessions of health coaching for people at risk for coronary heart disease (CHD), type 2
diabetes (T2D) or both led to increased physical activity which was sustained six months
after the intervention ended. The study of 200 participants, one of the largest trials to
address the impact of health coaching on health behaviors, is one of the few that
addresses the sustainability of health coaching beyond the coaching period. Compared
with those not receiving health coaching, the health coaching group was 3.6 times more
likely to report moderate to intense physical activity at 6-months (p = .0009), and 2.9
times more likely to report such at 12-months (p =.0065). This study examined remote
health coaching which might be an effective delivery method to address the isolation
issues noted by Gallagher and Wetherall (2020) and Riegel et al. (2019) and in other
studies (Hajek et al., 2021; Kim & Given, 2008; Families of Cancer Survivors; Family

Caregiver Council, 2023; National Council on Aging, 2023; Stenberg et al., 2010).

While the Wolever, Yang, et al. (2022) study was not specific to caregivers,
caregivers are included in the chronic disease statistics (CDC, 2022) and may be
represented in the Wolever et al. study population.  Sustainability of health behaviors

beyond the coaching period is relevant to the period of time spent as caregivers.
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Caregivers often provide caregiving for an extended period of time, with the average
duration of a caregiver’s role being 4 years (National Alliance for Caregiving (NAC) and
AARP (2015), with 24% of caregivers providing care for more than 5 years and 15% of
caregivers providing care for 10 or more years. Long-term and sustainable behavior
change similar to the outcomes with Wolever, Yang, et al. (2022) would be beneficial to

caregivers given the statistics of those providing long-term care.

Health Coaching and Special Populations. While general chronic disease is the
most common area in health coaching literature, there are documented studies conducted
with specific populations that appeared somewhat frequently. Some examples of
populations and studies include, but were not limited to, minoritized populations and
chronic disease (Smart et al., 2022; Nyenhuis et al., 2021), pregnant women (Rissell et
al., 2019; Skouteris, 2008; van Dijk et al., 2017; Clements et al., 2016), women in
menopause (Almeida et al., 2016; Fujimoto,2017; Senette, 2018; Stelter et al., 2018;
Leemrijse, 2020) and women experiencing low-SES status (Thom, 2013; Margolius et

al.,2018 Willard-Grace et al., 2015).

One interesting finding from the Rissell et al. (2019) study is that the women who
were overweight or obese at pre-pregnancy were more likely to withdraw from the
program than women with normal pre-pregnancy body mass index (BMI). This may in
part be due to lack of education and awareness of the individuals’ health condition or
motivation. Findings from the Rissell et al. (2019) study suggest that education and
awareness about the importance of healthy weight for this population is still needed given

that those with unhealthy BMIs were more likely to withdraw from the intervention than
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normal pre-pregnancy BMI. The need for education and awareness on a given area of
health may translate into other populations — including caregivers — and their individual
health conditions. Health coaches may include health education as part of the process of
health coaching. Education is noted in the operationalized definition of health and
wellness coaching by Wolever et al (2013). Though coaching does not center on
education alone, it may be an important element for some receiving coaching for

improved health coaching retention and any related improved health outcomes.

Within studies on the topic of health coaching and chronic disease, the most
common chronic diseases studied were diabetes or heart disease. Examples of the few
consistencies between studies include inconsistencies in modalities, definition of who is
doing the health coaching, length of intervention, and type of intervention. The field is
now becoming more standardized, which is helpful for intervention design. There were
also very targeted research studies that appeared unique with few if any that were similar,
such as physical activity health coaching and ambulatory adults (Barrett et al., 2020), and
adolescents and mental health (Aschbrenner, 2019) to name a few. These studies are
examples of health and wellness coaching for non- caregiver populations with findings
that may provide insight on physical activity and mental health, frequent areas for

coaching that may be applied to the caregiver population.

Health and Wellness Coaching Literature Synthesis — The Health and
Wellness Coaching Compendium. As of 2017, there have been few summaries or
organized synthesis of literature in health and wellness coaching research available to

researchers and clinicians. In 2017, the Health and Wellness Coaching Compendium
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(Sforzo et al.,2017) was developed as a tool for practicing health and wellness coaches,
clinicians, and researchers. This readily available resource allows providers to determine
if health and wellness coaching might be a beneficial adjunct treatment for their patients.
Sforzo et al. (2017) supported the most recent definition of health and wellness coaching
and used this operationalized definition of other researchers with studies whose
definitions agreed with one another (Wolever, Simmons, et al., 2013; Olsen, 2014), a
literature search was conducted using five inclusion criteria: training, professionals,
goals, accountability, and relationship to develop the Health and Wellness Coaching
Compendium (HWC). The search yielded 219 articles which met inclusion criteria and

were compiled into The Compendium.

The Compendium (Part A only) spreadsheet columns addressing results identify
nine commonly studied clinical disorders and diseases and outcomes in health and
wellness coaching research including body weight (or BMI), systolic blood pressure
(SBP), low-density lipoproteins (LDL), hemoglobin A1C, health risk appraisal (HRA),
pain, psychological factors, exercise behaviors, and nutrition behaviors. The HWC
Compendium includes 219 articles of which 150 are data-based and the remainder
categorized as opinion, commentary, or reviews. Of the 150 articles in the Compendium,
32 articles are on diabetes and 31 are on obesity, representing the largest patient
populations. The wellness category is the largest in the Compendium with 38 studies,
though the population for each of the studies vary. Of all eight categories, cancer with 13
articles is the least reported category, although the research represented is adequate for

the effect of health and wellness coaching in this population. Because the categorization
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is by disease or condition and not by population, studies that included caregivers were not

identified specifically.

The HWC Compendium Part A is data-based health and wellness coaching
articles with HWC Compendium Part B (HWC articles without data and devoted to
review, summary, and/or commentary). Full citations for each included article are in
spreadsheet rows, while the columns address Population, Intervention, Comparators,

Outcomes (PICO) items, other descriptors, study quality criteria, and results.

A summary is provided below in Table 1. The HWC Compendium is useful in
identifying and quantifying the existing literature in an organized and clinically
categorized manner while simultaneously bringing forth areas of strengths, weaknesses,
and gaps in the literature such as caregivers and health coaching. A summary of results
indicates health and wellness coaching as a promising intervention for chronic diseases,
however additional research is warranted in most categories. The 2019 Addendum to the
HWC Compendium (Sforzo, Kaye, et al., 2019) extends the initial work done in 2017 by
adding another 104 peer-reviewed articles published over the last two years and is

summarized in Table 2.
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Table 1

Health and Wellness Coaching Articles in Compendium Part A Organized by
Compendium Category (i.e., Patient Presentation)

Topic R NRS NR9 Other  Total
Cancer 7 0 0 2 9
Cholesterol 9 0 0 5 14
CFES 0 0 0 0 0
Diabetes 14 7 3 8 32
Heart disease 7 3 0 2 12
Hypertension 7 2 1 4 14
Obesity 13 6 0 12 31
Wellness 15 7 3 13 38
Total 72 25 7 46 150

Abbreviations: R, randomized, controlled studies; NR5, nonrandomized before-
after studies; NR9, qualitative studies; CFS, chronic fatigue syndrome;
Other represents all other designs for studies in that category.

Table 2

Health and Wellness Coaching Articles in Compendium Part A 2019 Addendum
Organized by Compendium Category (i.e., Patient Presentation)

Topic R NRS NR9 Other Total
Cancer 1 0 0 0 1
Cholesterol 2 1 0 2 5
CFES 4 4 0 4 12
Diabetes 6 1 0 0 7
Heart disease 2 4 1 0 7
Hypertension 5 3 0 1 9
Obesity 10 2 15 27
Wellness 6 6 0 1 13
Total 36 18 3 23 81

Abbreviations: R, randomized, controlled studies; NR5, nonrandomized before-
after studies; NR9, qualitative studies; CFS, chronic fatigue syndrome;
Other represents all other designs for studies in that category.
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Caregivers

Caregiver Research Overview. Caregiving and family caregivers have been
important areas of research since the 1980s. (Zarit et al., 1980) The American Academy
of Family Physicians (2023) notes that multiple research studies indicate caregivers have
an increased risk for alcohol, tobacco, and drug abuse, anxiety disorders, cancer, diabetes,
heart disease, high blood pressure, high cholesterol, heartburn, infection, obesity, and
pain (muscles, joints, headaches). Research on family caregiving for individuals with
Alzheimer’s disease is most prevalent in the literature (American Psychological
Association, 2020), though there is also research across age groups, health conditions and
disorders, and sub-populations. Important areas of research include studies on the
psychological, social, health, and economic impact of caregiving (American

Psychological Association, 2020).

Zarit et al. (1980) was one of the first psychologically focused, empirical papers
on family caregiving. Findings from this study included the importance of caregiver
support which was critical in the care of elderly adults with dementia. This study found
that the amount of caregiver burden was found to be less when dementia patients received
more visits by other relatives, suggesting the importance of caregiver support as an
important part of the community of care for elderly individuals with dementia. It was
noted that the severity of behavioral problems of those with dementia was not associated

with higher levels of burden.

Since the Zarit et al., (1980) study was published, family caregiving research has

increased and is a popular area of gerontology research, though research on family
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caregiving for individuals with Alzheimer’s disease continues to be most common in the
literature (American Psychological Association, 2020). There has since been more
research across age groups, health conditions and disorders, and sub-populations.
Important areas of research include studies on the psychological, social, health, and
economic impact of caregiving (American Psychological Association, 2020) such as the
impact of caregiving strain on immune system functioning (e.g., Lovell & Wetherell,
2011; Roth et al., 2019), the economic impact of caregiving (e.g., Reinhard, et al., 2019),
the effects of caregiver strain on caregiver mortality (e.g., Roth et al., 2015), and the
impact of caregiving on inflammation or compromised immunity summarized through

meta-analysis ( Roth et al., 2019).

The American Psychological Association (2020) also notes understudied areas in
caregiver research based on outcomes from multi-disciplinary forums and expert
recommendations such as those from the Family Caregiving Institute’s 2018 Research
Priorities in Caregiving Summit: Advancing Family-Centered Care across the Trajectory
of Serious Illness (Harvath et al., 2020) and The National Academies of Sciences,
Engineering, and Medicine’s Families Caring for an Aging America (Schulz et al., 2016).
A list of 24 priority understudied areas of caregiver research important to psychologists

were noted, several of which include health and well-being of caregivers:

e The long-term impact of caregiving stress on health, especially biological
outcomes and mortality;
e The long-term effects of caregiving interventions on well-being, health

and mortality of caregivers;



40

e Understanding and promoting conditions under which caregivers can
experience mental and physical health benefits from caregiving; and

e Understanding the effects of caregiving on sleep health and designing
interventions to address sleep health in caregivers, and understanding

mechanisms through which caregiving affects cognitive health.

Studies focusing on caregiver health and wellness may be important to health and
wellness coaches who seek to provide support for this population, though caregiver

health is a noted understudied area (American Psychological Association, 2020).

Caregiver Health. It is encouraging that there are studies on caregiver health,
though collectively it does not present a favorable picture of health for this population.
The American Academy of Family Physicians (2023) notes that multiple research studies
indicate caregivers have an increased risk for alcohol, tobacco, and drug abuse, anxiety
disorders, cancer, diabetes, heart disease, high blood pressure, high cholesterol,

heartburn, infection, obesity, and pain (muscles, joints, headaches).

One study by Miyawaki et al. (2020) found that caregivers who are baby boomers
— born between 1946 — 1964 - reported more frequent mental distress and chronic health
conditions than non-caregivers, putting them at risk of becoming care recipients
themselves. Compared with non-caregivers, baby boomer caregivers were more likely to
have arthritis (44%), asthma (11%), chronic obstructive pulmonary disease (11.2%), or
one or more chronic health conditions (63%). Similarly, Carbonelle’s (2023) research
also identifies caregivers as being at risk themselves along with those whom they care for

given the increased risk of multiple conditions and disorders. This study notes that the
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United States lacks a comprehensive long-term care plan for older adults and that family
caregivers continue to be the assumptive care providers for an aging population and that
there may be serious consequences for caregivers along with the older adults for whom

they provide care.

Caregiver health putting the care recipient’s health at risk appears to be a common
concern, as evidenced by Miyiwaki et al. (2020) and Carbonelle (2023). An example is
that the caregiver often makes and manages medical appointments for the care recipient
(Carbonelle, 2023), or that the caregiver may no longer be able to provide care
(Miyiwaki, 2020) which may mean the care recipient can no longer stay in the home and

may be admitted to a long-term care facility (Family Caregiver Alliance, 2020).

Edwards et al. (2020), is another example of research that parallels findings of the
American Academy of Family Physicians (2023), Miyawaki et al. (2020), and Carbonelle
(2023) regarding poor caregiver health. This study examined demographic characteristics
and health status of informal caregivers from 44 states, the District of Columbia (DC),
and Puerto Rico, based on data from states participating in the 2015-2017 Behavioral
Risk Factor Surveillance System (BRFSS). Approximately one in five adults reported
that they had provided care to a family member or friend in the preceding 30 days with
58% of caregivers identifying as women, a majority being non-Hispanic white with at

least some college and married or living with a partner.

In the Edwards et al. (2020) study, across all states, 19.2% of caregivers reported
being in fair or poor health, although there was significant variation by state. The

importance of caregiver health was noted, and that caregivers may jeopardize their own
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health at the expense of the patient similar to findings of Miyawki et al. (2020) and

Carbonelle (2023). After adjusting for age, there were 19 areas with higher rates of
reported “fair” or “poor” caregiver health, with nine of those concentrated in the CDC’s
South region (one of four regions): Kentucky, Tennessee, Mississippi, Alabama,
Arkansas, Oklahoma, Louisiana, Texas, and West Virginia. The other ten areas were
representative of the other three CDC regions: Alaska, Arizona, Indiana, Kansas,
Nevada, New Mexico, Ohio, Oregon, Rhode Island, and Wyoming. The study did not
examine specific health conditions of caregivers similar to that of Miyawak et al.’s

research (2020), however.

It is known that chronic disease is more prevalent in the Southern region of the
country (Oates et al., 2017). In the Oates et al. (2017) study, the Mid-South population
had a greater percentage of current smokers, lower physical activity, and less fruit and
vegetable consumption than the population in all other regions and had a higher
percentage of individuals with chronic conditions — with the exception of asthma and
chronic kidney disease — than all other regions. These findings were consistent with other
reports (Barker et al., 2011; Tanner et al., 2013; Vaughn et al., 2014). This might
explain the concentration of poor caregiver health in the CDC’s South region for the

Edwards et al. (2020) study.

In addition to geographic location within the United States, race and ethnicity are
important variables to examine when looking at caregiver health and well-being.
Research provides evidence that caregivers from ethnic minorized groups provide more

care than White caregivers and report worse physical health (McCann et al., 2000).
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This is understandable, as minoritized populations often report poorer health outcomes
compared to White populations (Williams et al., 2010). A meta-analysis of 116 studies
(Pinquart & Sorensen, 2005) suggest additional differences among caregivers from
minoritized communities including lower socioeconomic status, were more likely to
receive support from family and friends, provided more care than White caregivers, and
had stronger filial beliefs compared to White caregivers. This meta-analysis, similar to
the McCann et al. (2020) study, also found that all minoritized caregiver groups reported
worse physical health than that reported by White caregivers. Asian caregivers used
fewer professional support services than White caregivers, and Hispanic and Asian
caregivers were more depressed than White caregivers. African American caregivers
experienced lower levels of caregiver burden and depression compared to White

caregivers.

Caregiver health may impact that of the care recipient in many ways, including
making the decision to put a loved one in a care facility. Studies have found that an
influential factor in a caregiver’s decision to place a loved one in a long-term care facility
is the family caregiver’s own physical health (Family Caregiver Alliance, 2020). With
multiple studies such as those cited above finding that caregivers are at increased risk for
both physical and mental conditions and disorders, this may translate into poor outcomes
not only for themselves but also for those in their care. Caregiver health remains an

important topic.

COVID-19 has had an impact on caregiver health. Before the COVID-19

pandemic, the National Alliance for Caregiving and AARP (2020) research found that
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family caregivers were in worse health compared to the previous five years. Twenty- one
percent of caregivers reported fair or poor health, 23% indicated that they find it hard to
take care of their own health, and 23% indicated caregiving had made their health worse.

The recent COVID-19 pandemic has only exacerbated poor caregiver health.

Recent research (Beach et al., 2021) indicates that the COVID-19 pandemic has
negatively affected persons with existing chronic health conditions and has the potential
to exacerbate the stresses associated with family caregiving. The study compares family
caregivers with non-caregivers on physical, psychosocial, and financial well-being
outcomes during the pandemic. The study aimed to determine which family caregivers
are most at risk for adverse outcomes. It adds to earlier literature by addressing a range
of physical, psychological, and financial well-being both during the pandemic

(concurrent) and perceptions of change due to the pandemic.

In the Beach et al. (2021) study, a total of 576 caregivers and 2,933 non-
caregivers participated in a cross-sectional online survey measuring anxiety, depression,
fatigue, sleep disturbance, social participation, financial well-being, perceived changes
due to COVID-19 (loneliness, financial well-being, food security), sociodemographic,
caregiving contextual variables (e.g., caregiver—care recipient relationship, co-residence,
care recipient condition(s) requiring care, and specific caregiving tasks performed)., and
COVID-19-related caregiver stressors. Findings, when controlling for socio-
demographics indicated higher anxiety, depression, fatigue, sleep disturbance, lower
social participation, lower financial well-being, increased food insecurity, and increased

financial worries. Caregivers who reported more COVID-19-related caregiver stressors
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and disruptions reported more adverse outcomes. Caregivers who were female, younger,
lower income, providing both personal/medical care, and providing care for

cognitive/behavioral/emotional problems reported more adverse outcomes.

Beach et al. (2021) do not cite measures specific to alcohol use disorder, though it
would be interesting to know more about alcohol use disorder in the population studied
given the community-based surveys found in the literature that indicate having an alcohol
use disorder at least doubles the odds of depressive, anxiety, and other non-substance-use

disorders (Hasin et al., 2005).

Caregiver sleep and depression and the impact of COVID were also examined in
another recent study which also examined alcohol consumption (Strzelecki et al., 2022,).
This study had similar findings to that of Beach, et al. (2021) with evidence of increased
depressive symptoms along with significant sleep disturbances for both caregivers and non-
caregivers. Alcohol consumption was also found to be increased only in caregivers. In the
study, prospective participants were asked to complete an online questionnaire regarding
alcohol use, sleep issues and depression during a pandemic window of time of June to
August 2020 pandemic. Participants retrospectively assessed the same health behaviors in
the months preceding the pandemic. The study found that insomnia severity increased,
sleep quality decreased, and depressive symptoms increased for both caregivers and non-
caregivers during the COVID-19 pandemic and that alcohol consumption increased only
among caregivers. Findings also were that increased alcohol use was associated with

decreased sleep quality and increased insomnia symptoms only among caregivers, but not
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non-caregivers. This study is the first known study to examine the intersections of

caregiving, sleep, alcohol use, and depression.

A third post-COVID-19 study found poor mental health among caregivers, as the
impact of the COVID-19 pandemic on caregiver health behaviors was examined
(Gallagher & Wetherall, 2020). The turmoil and uncertainty of the pandemic may have
exacerbated these issues in a population already at risk of poor mental and physical
health. Under more typical, pre-pandemic conditions, caregivers routinely report having
few opportunities for respite and lack of time for self-care and isolation due to caregiving
duties. In this study, Gallagher and Wetherall (2020) examined whether rates of
depressive symptomatology increased in caregivers during COVID-19, whether the
unintended consequences of social isolation exacerbated this risk, and whether caregivers

retrieved any online or phone supportive resources during the pandemic.

In the Gallagher and Wetherall (2020) study, the longitudinal case—control
population-level study of 7,527 participants, of which 1,349 were caregivers, found that
higher levels of loneliness increased the risk of depression symptoms almost four-fold in
caregivers, and that 60% of caregivers with depression symptoms reported not accessing
any source of mental health support — either online or in person - during the COVID-19
pandemic. Lower social participation was noted in Beach, Schulz et al.’s (2021)
research, with similar findings from Gallagher and Wetherall (2020) of large numbers of

caregivers with depression symptoms not accessing any source of mental health support.

While Gallagher and Wetherall’s (2020) findings were that higher levels of

loneliness increased the risk of depression in almost four-fold in caregivers, Beach et al.
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(2021) found that caregivers did not differ from non-caregivers on perceived changes in
loneliness — which may lead to increased depression - since the COVID-19 outbreak.
Mental health issues and isolation have been identified in the literature as a barrier to
health and wellness coaching for caregivers (Kim & Given, 2008; Families of Cancer
Survivors; Family Caregiver Council, 2023; Gallagher and Wetherall, 2020; Hajek et al.,
2021; Hirschman et al., 2020; National Council on Aging, 2023; Riegel, 2019; Stenberg
et al., 2010) as caregivers are not often able to leave the home due to their caregiving
duties. Addressing mental health and isolation is important when discussing caregivers
and health and wellness coaching and planning for effective health and wellness coaching

interventions for this population.

Each of the three pandemic-focused studies (Beach et al., 2022; Gallagher &
Wetherall, 2020; Strzelecki et al., 2022) contributed to the caregiver research literature
specific to the COVID-19 pandemic. Gallagher and Wetherall (2020) examined caregiver
accessing online or phone support resources during the pandemic while Beach, Schulz, et
al. (2021) found lower social participation, either of which may have positively impacted
loneliness noted so frequently in the caregiver population. It would be interesting to
explore further why caregivers did not seek out this kind of support and social interaction
and what might motivate them to do so. Strzelecki et al. (2022) was the only one of the
three studies that included alcohol and found that alcohol consumption was increased
only in caregivers. Given the lack of accessing support resources in the Gallaher and
Wetherall (2020) study and the lower participation in the Beach et al. (2021) study, it
would be interesting to examine if there were differences in alcohol consumption for

caregivers accessing support resources or engaging socially. Depression or depressive
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symptoms were included in all three studies, with sleep disturbances and anxiety included

in the Strzelecki et al., (2022) and Beach et al., 2022) studies.

Sherwood and Shultz (2008) acknowledge studies with large population-based
samples that demonstrated positive effects of caregiving (i.e., it made individuals feel good
about themselves, strengthened relationships, gave meaning to their lives, and enabled
them to learn new skills). About one third of caregivers report neither strain nor negative
health effects and in the early stages of caregiving there may be no negative effects
(Sherwood and Shultz, 2008). These findings, and that of other studies noting the positive
impact of caregiving (Cohen, 2002; Folkman & Moskowitz, 2000; Haley et al., 2003;
Haley et al., 2009; Hilgeman et al., 2007, Lui et al., 2023) are important in understanding
the research questions posed in this dissertation research by acknowledging both the

positive and negative impacts of caregiving.

Innovative Approaches to Caregiver Health. Innovative approaches to
caregiver health are noted in the literature such as the Caring for Caregivers model
(Carbonelle, 2023). The Caring for Caregivers model, developed and launched in 2019
by Rush University, utilizes health care providers to address the needs of caregivers in
order to change the ways the health care system helps caregivers of older adults. It also
provides education and support to improve the health of the caregiver and the patient.
Since caregivers are often the gatekeepers of appointments — making and keeping them -
for care recipients, health systems have a unique opportunity to meet the needs of
caregivers. The Caring for Caregivers model begins with identifying caregivers which

supports requirements of the CARE (Caregiver Advise, Record, and Enable) Act. This
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act, effective in 44 states and territories, requires that caregivers of older adults needs to
be identified and entered into the medical record upon admission to the hospital (AARP,

n.d.). Not all states have passed similar legislation.

The Family Caregiver Alliance (2023) recently updated its 50 State Caregiving
Profiles which indicate the number of caregivers per state. A comparison of states not
enacting CARE legislation and where the state ranks in number of caregivers would be

interesting and might be helpful for those advocating for policy change.

Rush University Medical Center has taken it a step further and established the
CARE policy as a best practice in both its inpatient and outpatient settings. This model
encourages providers to see the caregiver and care recipient as a dyad and to include
caregivers in discussions that take place at appointments. Caregivers may also self-refer
or be referred by anyone internal or external to the health system and the model supports
the Age-Friendly Health Systems “4 M’s” framework of four evidence-based elements of
care for older adults (What Matters, Medication, Mentation and Mobility), with an added

component of the caregiver as a vital element of care.

An initial needs assessment is conducted, and an intervention plan is developed
using evidence-based tools. Following are planning meetings — “Planning for What
Matters” sessions - are held to support the needs of the caregiver and the care recipient and
include up to 5 meetings with a mental health professional. The model includes skill-
building meetings with physical therapists, occupational therapists, nurses, dietitians,
pharmacists and social workers. It would be reasonable to include a health and wellness

coach as part of this cadre of professionals to support caregiver health and wellness which
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could serve to tie together the intervention plan and participant success in achieving it. The
Caring for Caregivers model has demonstrated positive outcomes in caregivers with
reductions in caregiver burden, depression, and anxiety, at one, three, and six-months post-
intervention. Care recipients also demonstrated positive outcomes in the number of hospital
admissions, length of hospital stays and emergency department visits when comparing
these six months prior to and six months after caregiver participation.  As of 2022 the
program is being piloted at six sites with plans for expansion pending needed updates and
improvements identified during the pilot phase. Including health and wellness coaches as

part of this model would be an area worthy of exploration.

In summary, there is research on caregivers and caregiver health. Caregiver
outcomes in the literature have been linked to primary and secondary stressors. It is
known that caregivers are at increased risk of experiencing physical and mental health
issues. It has been found that there are geographic differences in caregiver health with
caregivers living in the CDC south region experiencing poorer health than those in other
regions (Edwards et al., 2020). In addition, there is evidence of disparities in minoritized
populations (Pinquart & Sorensen, 2005) suggesting minoritized caregivers provided
more care than White caregivers and reported worse physical health similar to another

study (McCann et al., 2020).

Most recent research during the COVID-19 pandemic indicates that some of these
issues (notably mental health and depression, alcohol use, and poor sleep) have only
increased in the caregiver population during the pandemic. Trends over the last five years

have also shown increasingly poor health in caregivers. Some large studies have
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reported positive impacts of caregiving. There are innovative caregiver health
intervention models that have shown favorable outcomes in caregiver health as well as in
that of their care recipients, and while health and wellness coaches may not currently be

included in these interventions, it does provide an opportunity for further exploration.

Health and Wellness Coaching and Caregivers

While research is plentiful on health and wellness coaching and on caregivers as
two unique and individual areas of research, there is more limited research on health and
wellness coaching for caregivers. There are some studies that examine caregiver health
and wellness (Alpajora et al.,2021; Ferré-Grau et al., 2021: Lin et al., 2020; Oliveira et
al., 2019; Riegel et al.,2019; Smith et al., 2022; Williamson et al., 2014). These studies,
however, did not directly address facilitators, barriers and challenges to health and

wellness coaching for this population.

Alpajora et al.’s (2021) research focused on nine female caregivers of pediatric
spinal cord injury (SCI) patients recruited from four practices across the United States.
Each caregiver participated in up to 10 coaching sessions over a 10-week period, either
live sessions or by phone. Statistically significant improvements were seen in self-care,
productivity, and leisure activities as measured by the Canadian Occupational
Performance Measure (COPM). These areas are important as they may contribute to
overall caregiver health, a facilitator to health and wellness coaching and healthy

lifestyles being examined in the current study.

There are no studies with similar protocols and health conditions for which to

compare and contrast the Alpajora et al. (2021) study. However, when Lin et al.’s (2020)
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research is complete, it does include examining self-efficacy, which can be a determinant
of self-care according to Bandura’s Social Cognitive Theory (1986), which may
contribute to caregiver health. Findings from Lin et al. (2020) might be compared and
contrasted with Alpajora et al.’s study. though the diagnoses and health conditions of the
care recipients are not the same. Riegel et al. (2019) is also conducting a study,
discussed below, which when published might also be compared and contrasted with
these studies and also examines self-care for informal caregivers. Though the care
recipients are those with heart failure, and a virtual health coaching intervention was
used, both different from Alapajora et al.’s live or phone coaching intervention and Lin et
al.’s live coaching intervention, comparing and contrasting these studies may yield
findings to better understand caregiver health and wellness coaching and self-efficacy,
which can be a determinant of self-care (Bandura, 1986), and which may contribute to

caregiver health as a facilitator to health and wellness coaching and healthy lifestyles.

Lin et al.’s (2020) published study protocol tests the hypothesis that a nurse-led
health coaching intervention can improve health outcomes for stroke survivors and their
family caregivers in hospital to home transition care. The study will explore changes in
self-efficacy of stroke survivors, from baseline to 12 weeks, changes in quality of life,
functional ability, stroke-related knowledge, the number of adverse events, and
unplanned hospital admissions. Caregivers, self-efficacy and caregiver-related burden at
baseline and 12 weeks will be explored. Study outcomes have not yet been published and
will be interesting to compare and contrast with studies such as that of Smith et al.

(2022), that also look at caregiver health outcomes. While one study explores caregivers
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of stroke patients (Lin et al., 2020) and the other caregivers of cancer patients (Smith et

al., (2022), there may be opportunities for meaningful comparison and contrast.

In the Oliveira et al. (2019) study of 46 stakeholders and 27 caregivers, the views
of caregivers of dementia patients and other stakeholders were explored specific to
caregiver health promoting self-care behavior. Researchers identified “Services” and
“Individual factors” as two overarching themes. Findings were that poor service
organization and coordination, lack of respite breaks, lack of continuity of care, poor staff
attitudes, difficulty in prioritizing one’s own needs, health impact, financial impact, and
relationships and feelings were related poorer carer health-promoting self-care behavior.
Findings also were that limited health-promoting self-care often led to situations of crisis,
which were related due to caregiver health issues, need for emergency services, and
unanticipated care home placement, much like what is described in the literature with
caregiver health being an influential factor in a long-term care facility (Family Caregiver

Alliance, 2020).

The need for caregiver support found in the Oliveira et al. (2019) study is
supported in the early literature (Zarit et al., 1980) with one of the first psychologically
focused, empirical papers on family caregiving providing similar evidence of the
importance of caregiver support in the care of elderly dementia patients. This study found
that the amount of caregiver burden was found to be less when dementia patients received
more visits by other relatives, suggesting the importance of caregiver support as an
important part of the community of care for elderly individuals with dementia. Riegel et

al. (2019) is also conducting a study which when published, might also be compared and
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contrasted with these studies, as it also examines caregiver support and self-care for
informal caregivers, though the population is patients with heart failure and not dementia

patients as with the Oliveira (2019) study.

Smith et al. (2022) is another study identified that focused on caregivers and
health and wellness coaching. These researchers conducted a case study of a 44-year-old
cancer patient’s caregiver. The patient had neuroendocrine tumors from a rare and
insidious type of cancer. The use of health and wellness coaching (HWC) with the
caregiver was examined in this study. Study findings confirmed that cancer impacts not
only the patient, but that patient caregivers endure psychological distress, have high
levels of depression, and report isolation and strain (Kim & Given, 2008; Families of
Cancer Survivors; Family Caregiver Council, 2023; Gallagher & Wetherall, 2020; Hajek
et al., 2021; Hirschman et al., 2020; National Council on Aging, 2023; Riegel, 2019;
Stenberg et al., 2010). After receiving coaching, the caregiver in this study reported
decreased stress and anxiety and improved coping skills, along with improvements in
multiple health habits and behaviors (e.g., increased physical activity, more consistent
sleep schedules (Smith et al., 2022). Researchers concluded that health and wellness
coaching should be considered a viable option for supporting caregivers who may have

multiple physical, psychological, and emotional challenges.

With technology available today, it is important to examine health and wellness
coaching interventions for caregivers delivered in a virtual format. The Riegel et al.
(2019) study currently being conducted will evaluate the efficacy of a virtual health

coaching intervention for self-care with informal caregivers of those with heart failure.
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Caregivers of those with heart failure report significant stress, poor self-care, and are
typically homebound and often isolated. Researchers developed a virtual support
intervention with live (i.e., real-time) coaching (ViCCY [“Vicky”] —Virtual Caregiver
Coach for You). The study was to evaluate the use of ViCCY in caregivers of those with
heart failure compared to health information alone, with full results anticipated in 2024.
Preliminary published findings (Hirschman et al., 2020), focus on the use of technology
as part of a health coaching intervention. Patient outcomes were not discussed, however,
if shown to be efficacious and cost effective, it is noted that virtual health coaching can
be scaled to provide support globally to millions of caregivers. This is important as
having remote coaching available may be a facilitator to health coaching for caregivers

who may not otherwise be able to participate in health and wellness coaching.

While the Riegel et al. (2019) study does not specifically seek to address
facilitators, barriers, and challenges to health and wellness coaching for caregivers,
caregiver isolation is noted as barrier that may prevent caregivers of heart failure patients
from participating in coaching activities outside of the home (Saunders, 2012). This
suggests that interventions delivered by telephone and the Internet may be more
appealing. Hirschman et al. (2020) published a paper on the challenges of
implementation with the Riegel et al. (2019) video-based health coaching study, noting
caregiver isolation and caregivers not always being able to leave the home due to
caregiving responsibilities. As previously mentioned, Isolation is an issue that often
emerges for caregivers (Kim & Given, 2008; Families of Cancer Survivors; Family
Caregiver Council, 2023; Gallagher and Wetherall, 2020; Hajek et al., 2021; Hirschman

et al., 2020; National Council on Aging, 2023; Riegel, 2019; Stenberg et al., 2010).
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The study by Riegel et al. also addresses the role of technology. While not

specific to health and wellness coaching, Baik et al. (2023) conducted a study on barriers
and facilitators of older caregivers (aged 65 and older) and older adult heart (aged 65 and
older) failure patients to physical activity engagement and suggested there may be value
in using digital health technology. While there are differences in digital literacy among
older adults vary and which should be considered (American Library Association,

2023; Baik et al., 2023) the COVID-19 pandemic stimulated increased technology use by
older adults (Sixsmith et al., 2022). Use of technology to improve caregiver health and

wellness may be valuable to explore for all caregivers.

Ferré-Grau et al. (2021) conducted a study that also utilizes technology using a
smartphone mobile app with the aim of evaluating the effectiveness of the intervention to
increase positive mental health for nonprofessional caregivers. Findings were that the
intervention was effective in promoting positive mental health and decreasing the burden
of caregivers, providing evidence that mobile phone app-based programs may be useful
tools for increasing nonprofessional caregivers' well-being. While the mobile app did
not deliver health and wellness coaching, it is an example of how technology may benefit
caregivers who may struggle with mental health challenges and may also serve as a

resource for health and wellness coaches to share with their patients or clients.

Using technology to support caregivers is also demonstrated by Williamson et al.
(2014) who conducted a needs assessment for long-distance caregivers. In this needs
assessment of long-distance caregivers, it was determined that information regarding

medication regimens and adherence, calendaring, and cognitive health were most needed.
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As with the Ferré-Grau et al. (2021) study, while the technology does not deliver health

and wellness coaching, it is another resource that health and wellness coaches might use
with their patients or clients as part of the health and wellness coaching process, and

another means to support caregiver health and well-being.

Similar to the Reigel et al. (2020) study which notes caregiver isolation, another
study specific to isolation and the recent COVID-19 pandemic (Beach et al..2021) found
greater decreased social participation of caregivers as compared to non-caregivers during
the pandemic. This study suggests that use of technology to address isolation and to
facilitate access to telehealth support services that have the potential of maintaining the
physical and emotional health of both the caregiver and care recipient may support health
and well-being. It is known that environment can play a role in health and wellbeing
(Bandura, 1986), and findings from these and other studies can inform the health and

wellness coaching field as to how to effectively reach caregivers.

While the examples provided are not the target audience of the current study, they
are noted to demonstrate the sparse literature results that does exist for health and
wellness coaching and caregivers of older adults ages 65 and older. There were no studies
identified for health and wellness coaching specifically for caregivers of older adults,
though some of the studies cited above may have included older adults such as the

Oliveira, Zarit, et al. (2019) study.

There were more differences than there were commonalities in each of these
studies. Of the commonalities which were few, the main theme in these studies was

barriers to health coaching, with the studies’ focus on health outcomes from the coaching
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interventions. Common barriers were lack of time, isolation, and mental health issues
(stress, depression, burnout) amongst the caregivers participating in a health coaching
program (Alpajora et al.,2021; Ferré-Grau et al., 2021: Lin et al., 2020; Oliveira et al.,
2019; Riegel et al.,2019; Smith et al., 2022; Williamson et al., 2014) Differences
included length or duration of coaching program or intervention, delivery method, type of
individual leading the intervention, outcomes measured, and whether the coaching was

combined with other interventions or was stand-alone.

While published research is limited in facilitators, barriers, and challenges to
health coaching for the caregivers of older adults ages 65 or older, there are examples in
the literature that have not been found as frequently in that of the general population.
Mental health issues and isolation are commonly cited as barriers and challenges with
caregivers and health and wellness coaching (Alpajora et al.,2021; Ferré-Grau et al.,
2021: Lin et al., 2020; Oliveira et al., 2019; Riegel et al.,2019; Smith et al., 2022;
Williamson et al., 2014)., but were not as frequently noted in health and wellness
coaching studies with non-caregivers. No studies were identified citing isolation as a

barrier or challenge to health and wellness coaching with the non-caregiver population.

In summary, this chapter presented a review of the relevant literature regarding
health and wellness coaching, caregivers, and health and wellness coaching for
caregivers. In addition, Social Cognitive Theory (Bandura, 1986) and the
Transtheoretical Model (Prochaska and DiClemente, 1982) were discussed as both form
the theoretical framework for the current study and can be used to better understand how

to reach caregivers with health coaching interventions to facilitate behavior change.
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CHAPTER THREE: METHODOLOGY

Introduction

The purpose of this descriptive study was to examine unpaid caregivers of older
adults aged 65 or older and their receptivity to health and wellness coaching as a strategy
for promoting healthy lifestyle behaviors and reducing chronic disease. This included the
identification and examination of barriers, challenges, and facilitators to caregivers of
older adults aged 65 and older receiving health and wellness coaching. It also included
analyses to assess relationships between receptivity, barriers, challenges, and facilitators
to health and wellness coaching and sex, age, race, ethnicity, income, employment,

geographic area of residence, or health status.

Research Design and Procedures
A descriptive study of caregivers of older adults aged 65 or older was conducted

to answer the following research questions:

The following research questions were addressed through this study for caregivers of

older adults aged 65 or older:

1. What are the facilitators, barriers, and challenges to receiving health and wellness
coaching for caregivers?

2. Is there a relationship between caregiver health status and receptivity of health
and wellness coaching?

3. Is there a relationship between facilitators, barriers and challenges and receptivity

to health and wellness coaching?
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4. Do barriers, challenges, and facilitators to receiving health and wellness
coaching differ by sex, age, race, ethnicity, income, employment, area of

residence, or health status?

Institutional Review Board (IRB) approval from Middle Tennessee State
University was obtained prior to data collection (Appendix C). Participants in this study
were asked to give informed consent to participate and were informed that they could
stop participation in the study at any time. All data are being kept confidential. Only the
principal researcher selected members of the dissertation committee and a data consultant
have access to the data. A survey was administered both electronically and on paper
throughout the months of April, May, and June 2023. The study was voluntary, taking
approximately 25-30 minutes for those completing a survey. There were minimal risks

involved with the study.

For purposes of this study, the following definitions were established:

"Barrier or Challenge”: Something that makes it difficult for a caregiver to
participate in health and wellness coaching. Examples include lack of financial
resources or cost, lack of access to a health and wellness coach, lack of time, or

physical environment which might include isolation.

“Facilitator”: Something that makes it easier for a caregiver to participate in
health and wellness coaching. Examples include caregiver support, virtual

coaching, health insurance coverage, and motivation.
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“Caregiver”: Someone who has, during the last 12 months, given personal care
for a period of one month or more to a family member or friend because of a

physical or medical condition, illness or disability. Personal care might include:

e Providing transportation to medical appointments

Purchasing or organizing prescriptions and other medications

Monitoring medical conditions

e Communicating with the health care team and medical professionals

e Advocating on someone’s behalf with providers or agencies, assisting

with getting in and out of beds, chairs, and sofas

e Assisting with getting dressed, bathing, or showering

e Assisting with grocery shopping, housework, meal preparation

Assistance with finances

“Caregiver Support”: Level of support provided by family members or friends in
the caregiver’s role as caregiver (i.e., do they provide help when needed? Do they
encourage the caregiver in their role as caregiver? Do they support the choices the
caregiver makes?) and encouragement of the caregiver by family and friends to

take care of themselves and their health and well-being.

Conceptually and for purposes of data analysis and reporting results barriers and
challenges are combined in the current study. What may be a barrier to some individuals

— as an example cost or lack of financial resources — may be a challenge to others. For
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example, cost or lack of resources may completely prohibit someone from participating
in health and wellness coaching while for another, cost makes participating more
difficult, but not prohibitive. Both barriers and challenges are considered as something

that may make it difficult for caregivers to participate in health and wellness coaching.

Barriers, challenges, and facilitators in the current study are determined at the
individual response level. Some items may be considered as either a barrier or challenge,
but also as a facilitator. As an example, caregiver support may be considered a
facilitator, but lack thereof could also make it a barrier. The decision to categorize as
one versus the other was determined through data analysis at the individual response

level as outlined below in the data analysis section.

Participant Recruitment

Participants were recruited through social media, electronic listservs, and other
electronic communications, as well as targeted outreach to organizations having contact
with caregivers. A list of contacts identified for study recruitment was developed with 55
entries which also included social media pages and groups having national and
international reach (Table 3). Of the 55 entries, 36 were social media pages or groups
identified on Facebook, LinkedIn, and Reddit, with some requiring pre-approval to “join”
the page or group. Of those 36 pages or groups identified, 21 allowed posts soliciting
research participants. A survey link was posted on the researcher’s personal social media
accounts as well as on 21 of the social media groups and pages where these posts were
allowed, recruiting caregivers to take and share the survey. The 21 social media pages or

groups where posts were allowed had 141,902 “followers” or members. Posts were made
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initially and repeated periodically over a 3-month period. Targeted outreach was done
with 19 organizations, agencies, or individuals that work with or have access to
caregivers of older adults as well as online caregiver support groups to recruit

participants.

Agencies or organizations with potential to reach large number of caregivers or
those who work with caregivers were contacted and asked to share the survey. One
example is the Tennessee Commission on Aging and Disability which shared information
about participating in the study with every senior citizen center in the state of Tennessee.
Organizations having national reach were also contacted and agreed to promote the study,
such as The Caregivers Voice, Community ConneXor, and Caregiver Action Network.
Efforts to reach other national organizations such as the American Association of Retired
Persons and the Alzheimer’s Association were made but with limited success. Multiple
departments and individuals at Middle Tennessee State University (MTSU) including the
June Anderson Women’s Center, the MTSU Chapter of the American Association of
University Women, and the MTSU Education Association agreed to share the survey.
One MTSU faculty member, who is a facilitator of multiple local caregiver support

groups, distributed the survey.

Departments and individuals at MTSU were asked to share information on the
survey with caregivers in their regular communications and outreach, without limits on
geographic location. A recruitment flier which included a link to and QR code for the
survey was also shared with these agencies or organizations. There were 14

organizations, groups, or individuals who responded and shared information about the
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study (Appendix D). There were also 21 social media pages and groups where sharing
about the study was allowed (Appendix D). Information about the study was shared by
these organizations, groups, and individuals primarily through electronic communications
(i.e., newsletters, listservs, and blog posts), though some were shared at live caregiver
support group meetings. Caregivers ages 18 and over who were able to read English
were eligible to take the survey. After the participant agreed to the informed consent, they

were then directed to the survey.

Table 3

Recruitment of Study Participants

Total Actively promoted
Type of organization identified (n)  research study (n)  Method
Social media groups and
pages 36 21 Posts
Listservs, blog,
Organizations 19 14 posts
Total 55 35
Participants

Study participants included caregivers, aged 18 or over, of older adults aged 65 or
older, who responded affirmatively to the following question: “During the last 12 months,
have you given personal care for a period of one month or more to a family member or

friend because of a physical or medical condition, illness or disability?’

It is important to make the distinction between these unpaid caregivers and those
who have paid caregiving jobs (e.g., home health aides, nursing home staff). The

objective definition of caregiver given by the American Psychological Association (2020)
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was used for this study which has also been used in recent research (Kent et al., 2016). A
caregiver is defined as any adult age 18 or older who responds affirmatively to the
question “During the last 12 months have you, yourself, given personal care (e.g.,
hygiene, chores, errands, providing financial support) for a period of one month or more
to a family member or friend because of a physical or medical condition, illness or

disability?

The current study aimed to collect data on caregivers of diverse populations (i.e.,
age, sex, race, ethnicity, areas of residence, employment, income levels), and health
status who care for individuals with a variety of health conditions. To ensure participation
and adequate representation from these populations, recruitment efforts included internet-
based recruitment in online caregiver support groups and similar groups and pages which
draw English-speaking participants of all ages, sex, race, ethnicities, locations, and with
varying employment, income, and health status. The survey sought to include data on

how many others the caregiver cared for in addition to the older adult.

Instrumentation

No survey instruments were identified in the literature to address caregiver
receptivity to health coaching. The survey used in the pilot study, Receptiveness,
Challenges and Barriers - Health Coaching in the “Sandwich Generation” (Chafin,
2021) was used, with modifications, for this dissertation research. This survey was
developed as an online Qualtrics (Qualtrics, Provo, UT) survey with closed and open-
ended items (Appendix A) and was also disseminated in hard copy format. The survey

was developed after careful review of the literature. Items were adapted from existing
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tools and constructed in consultation with a psychometrician with survey methodology
expertise (A. Bowman, personal communication, March 8, 2021). One section of the
survey includes questions from the American Medical Association (AMA) Caregiver
Self-Assessment Questionnaire (2009) which measures mental and emotional health,
social support, and physical well-being. Another section of the survey includes the
Centers for Disease Control and Prevention (2019) “Healthy Days Measures” to assess
quality of life through an assessment of overall health, physical health, mental health, and

the impact of health on daily activities.

The literature was used to inform survey development with questions designed to
address personal, environmental, and social factors from the Social Cognitive Theory and
questions assessing the Stages of Change that comprise the Transtheoretical Model.
Question content is based on barriers and facilitators to health coaching for the general
population and common challenges for caregivers (not specific to health coaching but
caregiving in general). The survey was also based on limited studies in health coaching

and caregivers.

The key construct being measured is receptivity. Receptivity has not been defined
in health coaching literature, but it has been defined in other literature (Keller et al.,
2023) as an area of research in its infancy. Common definitions of receptivity (Merriam-
Webster, n.d.; Cambridge University Press, n.d.) include one's willingness to receive,
listen to, or accept ideas or suggestions, recognizing that there are conditions which
might impact an individual’s receptivity (Keller et al., 2023). While not documented in

the health and wellness coaching literature, receptivity towards health and wellness
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coaching may be influenced by barriers, challenges, and facilitators towards health and
wellness coaching and is part of the hypothesis of this research. For purposes of this
research, receptivity is defined as one’s level of willingness to work with a health and
wellness coach with the goal of improving one’s health and wellbeing. The latent variable
or construct measured is motivation to work with a health and wellness coach. Manifest
variables of age, gender, race, ethnicity, place of residence, employment, income, and
health status were included to determine any differences based on these variables. Latent
variables measured were receptivity as it pertains to health coaching and healthy
lifestyles and perceived barriers and challenges to health coaching.

Survey questions were categorized as follows: Demographic Data, Receptiveness
to Health Coaching, Perceived Barriers, Challenges, and Facilitators, and Mental and
Emotional Health, Social Support, and Physical Well-being.

Demographic Data questions were multiple-choice questions and included
questions about age, sex, race, ethnicity, geographic location of residence, employment
status, household income, and number of individuals living in the household full-time or
part-time. Additional questions such as “How much time do you spend on caregiving
responsibilities each week (not including travel time if you do not live with the person for
whom you are providing care)?”, “How much total time do you spend each week
traveling to provide caregiving?” and “In addition to the older adult you are caring for,
how many other individuals are you providing care for?”. Questions specific to health
status were asked including a multiple-choice question about general health status,
“Would you say in general that your health status is: excellent, very good, fair, poor,

don’t know/not sure?” There were three questions from the Centers for Disease Control
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and Prevention (2019) “Healthy Days” measures specific to caregiver mental and
physical health, one question about caregiver diseases present, two questions about
support received, one question about difficulties in taking care of one’s own health, and
one question about the caregiver’s physical environment.

Questions specific to Receptivity to Health and Wellness Coaching were included
as a multi-part multiple choice question “Please indicate whether you would be ready to
work with a health and wellness coach on making improvements in any of these areas”
with 18 areas listed such as increasing energy, reducing food cravings such as sweets, and
preparing healthy food, quickly and easily. Answer choices were “Very Ready,”
“Somewhat Ready,” “Already Working On,” “Don’t’ Need to Work on this Area,” and
“Not at All Ready” constructed with consideration given to the Transtheoretical Model
(Prochaska and DiClemente, 1982).

Questions specific to Perceived Barriers, Challenges, and Facilitators were
multiple choice questions such as “What barriers do you have to engaging in healthy
behaviors? Check all that apply.” And “How likely would you be to work with a health
coach if virtual counseling sessions were an option (sessions that could be held using
technology on your cell phone or computer)?”

Questions about Mental and Emotional Health, Social Support, and Physical
Well-being were multiple choice questions such as “During the past week or so, I have
felt completely overwhelmed,” or “During the past week or so, I have been satisfied with
the support my family has given me.”

For each item, regardless of category or type of question, a code was assigned to

each response for scoring and later used for data analysis.
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At the end of the survey (Appendix B), a list of caregiver and health and wellness

coaching resources was provided.

The American Medical Association (AMA) Caregiver Self-Assessment
Questionnaire (CSAQ) (2009) is a validated survey instrument reported to have a
reliability coefficient of a =0.78, indicating that the instrument is sensitive to detecting
depressive symptoms and preventing onset of a major depressive episode, which is
important for caregivers who are chronically stressed (Epstein-Lubow et al., 2010). This

questionnaire is included in the current study’s survey instrument.

Another section of the survey used for the current study includes the validated
Centers for Disease Control and Prevention (2019) “Healthy Days Measures™ to assess
quality of life through an assessment of overall health, physical health, mental health, and
the impact of health on daily activities. The CDC aging studies program and two other
CDC public health programs (i.e., Disability Prevention Program, Office of Women’s
Health) supported several studies in the 1990’s to determine the validity of the Healthy
Days Measures in various populations. Findings from the analyses of responses from the
U.S. noninstitutionalized adult population were that that the CDC HRQOL-14 measures
had good construct validity (Moriarty et al., 2003). Additional studies in Hamilton,
Ontario, Canada; Sweden and Puerto Rico which have also established the construct
validity for use in similar populations (Ounpuu et al., 2000; Alfredsson, 2020; Centers for
Disease Control and Prevention, 2002). More recently, the CDC’s “Healthy Days
Measures” were evaluated by Barile et al. (2013) as a measure for Healthy People 2020

purposes and found to be appropriate for assessing burden of disease for chronic
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conditions as part of the Healthy People 2020 goals and objectives. Moriarity et al.

(2003) notes that the brief standard CDC HRQOL-4 measures are now often used in
surveys, surveillance systems, prevention research, and population health report cards,
which includes the Behavior Risk Factor Surveillance System (BRFSS) and the U.S.

National Health and Nutrition Examination Survey (NHANES).

Additional questions on the survey were informed by the literature to address
personal, environmental and social factors that form the basis of the Social Cognitive
Theory as well as questions that assess the Stages of Change that comprise the
Transtheoretical Model. Question content is based on findings in the literature of the
barriers and facilitators to health coaching for the general population as well as common
challenges for caregivers (not specific to health coaching but caregiving in general) and

the limited studies in health coaching and caregivers.

Data Analysis

Survey data were downloaded from Qualtrics (2005, Provo, UT) Version 2023
and were cleaned prior to analysis. One duplicate was removed along with one “test”
response, and another 54 removed where responses were not at least 80% complete.
The descriptive data analysis for this paper was generated using Qualtrics software,
Version 2023 of Qualtrics (2005, Provo, UT). Data were then uploaded to IBM SPSS
Statistics (Version 29) predictive analytics software for further analysis. Descriptive
statistics, ANOVA, regression, and t-test analyses were utilized in this study. Descriptive

statistics, frequencies and percentages, were assessed for each of the demographic and
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study variables. In addition to close-ended survey questions, open-ended comments were

noted but not included in the analyses.

The following research questions were answered through data analysis with

Qualtrics and SPSS:

1. What are the facilitators, barriers, and challenges to receiving health and wellness
coaching for caregivers?
2. Is there a relationship between caregiver health status and receptivity of health
and wellness coaching?
3. Is there a relationship between facilitators, challenges, and barriers and receptivity
to health and wellness coaching?
4. Do barriers, challenges, and facilitators to receiving health and wellness coaching
differ by sex, age, race, ethnicity, income, employment, area of residence, or health

status?

Research question #1 was addressed by using descriptive statistical analysis and
reporting frequencies and percents. Research question #2 was addressed by conducting
ANOVA analyses. Question #3 was addressed by conducting regression analyses.
Question #4 was addressed by conducting T-tests and ANOVA analyses depending on the
variables for each question sub-part. Health status was determined by responses to survey
item #23 “Would you say that in general your health is: Excellent, Very Good, Good,
Fair, Poor, “Don’t Know/Not Sure.” Responses were combined for “Excellent” and “Very
Good,” and “Fair” and “Poor” to determine a score for health status. “Good” was not

combined. “Don’t Know/Not Sure” responses were not included in the analysis. Specific
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to Question #3, geographic area was organized by regions (National Center for Health
Statistics (2020-2021). Regions were then further categorized as “South” and “Other
Region” for analysis. This categorization was made because there were so few participants
in regions other than the “South” region and the variable needed to be further collapsed in

order to use it in the hypothesis testing.

The decision on how to categorize as a facilitator or a barrier was based on
analyses of each answer choice for positive or negative responses. If the response was
seen as a positive (i.e., Do you have access to a health coach? Access can be a facilitator
OR lack of access could be a barrier), it was listed as a facilitator. If the response was
such that it was a negative, it was listed as a barrier. If the response was to a multiple-
choice question, the response was listed as a facilitator or barrier depending on which
answer choice was made (i.e., #29 Describe level of support from family - Very
supportive or supportive = facilitator, neutral = none, unsupportive/very unsupportive =
barrier/challenge). All items were dichotomized into “yes” or “no” where “yes” being a
facilitator and coded as a “1” and with “no” being a barrier or challenge and coded as a

C‘O”

Data analyses were conducted to test the following hypotheses based on the

research questions:

1 a. Facilitators to health and wellness coaching will include availability of remote or

virtual coaching and caregiver support.

1 b. Barriers and challenges to health and wellness coaching will include lack of time and

physical environment (isolation).
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2. Itis predicted that people with “fair” or “poor” self-reported health will be less

receptive to health and wellness coaching than those with “excellent” or “very good”

health.

3 a. As the number of facilitators increases, so does the receptivity to health and wellness

coaching.

3 b. As the number of barriers and challenges increase, receptivity to health and wellness

coaching will decrease.

4 a. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by sex.

4 b. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by age.

4 c. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by race.

4 d. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by ethnicity.

4 ¢. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by income.

4 f. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by employment.
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4 g. There will be differences in the number of facilitators, and the number of barriers and

challenges, to receiving health and wellness coaching by geographic residence.

4 h. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by health status.
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CHAPTER FOUR: RESULTS

There were 258 individuals who responded to the survey with 202 responses
being 80% or more complete (Table 4) and included in the analyses and another 56
excluded after data cleaning. There were 247 surveys completed electronically and
another 11 completed on paper with the paper surveys completed mostly by individuals
participating in live caregiver support groups. There were 202 surveys available for

analysis after data cleaning.

Caregiver Demographics

Of the 202 complete responses, there were 181 participants 155 (85.64%)
participants identifying as female, and 26 (14.36 %) identifying as male. Of the 180 who
responded to the demographic question pertaining to race, 175 participants identified as
Caucasian (96.11%), and 4 (2.21%) identified as Black or African American. There
were 175 (97.22%) participants who identified as not Latino or Hispanic, with 2 (1.11%)
who identified as Hispanic or Latino. Of the 143 participants who responded to a
question about age, 38 (26.57%) of participants were aged 56-60 with 51 (35.66%) aged
61-65, comprising the largest percentage. A survey summary and the survey including

the consent form are included as Appendices A and B, respectively.
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Table 4
Demographics
Answer n %
Age 143
18-20 0 0.00%
20-29 10 6.99%
30-39 14 9.79%
40-55 30 20.98%
56-60 38 26.57%
61-65 51 35.66%
65+ 0 0.00%
Sex 181
Male 26 14.36%
Female 155 85.64%
Racial Group 180
American Indian/Alaskan
Native 1 0.56%
Asian 2 1.11%
Black or African American 4 2.22%
Native Hawaiian/Pacific
Islander 0 0.00%
White 173 96.11%
Do not wish to answer 1 0.56%
Ethnicity 180
Not Hispanic or Latino 175 97.22%
Yes Hispanic or Latino 2 1.11%
Do not wish to answer 4 2.22%
Note: N =202

This study was accessible to participants anywhere in the world given that
recruitment included online outreach through social media. One hundred and eighty
participants responded to the residence question, with 174 (96.67%) residing in the
United States, 4 (2.22%) in Canada, and 2 (1.11%) indicating “other.” Within the United

States, participants from Tennessee represented over half of the sample with 102
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participants (58.29%) being from Tennessee. This is likely due to extensive networking

and personal outreach and contact made by the researcher who lives in Tennessee. There

were participants from a total of 26 states (Appendix E)

Participants were asked how many other individuals do they provide care for in
addition to the older adult. Of the 153 participants, the majority, or 90 (58.82%) provided

care for one person in addition to the older adult (Figure 1).

Figure 1

Number of Other Individuals for Whom Providing Care

Four or more [6%, 9]

Three [8%, 12]

Two [27%, 42]
One [59%, 90]

® Fourormore @ Three @ Two @ One

Note: N = 153 participants
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The majority of participants, or 92 (52.87%), spent more than nine hours each

week caregiving (Figure 2).

Figure 2

Time Spent on Caregiving Each Week (excluding travel time)

1-3 hours [10%, 18]

3-5 hours [14%, 24]

More than 9 hours [53%, 92]

5-7 hours [13%, 23]

7-9 hours [10%, 17]

® Morethan9hours @ 7-9hours @ 5-7hours @ 3-Shours @ 1-3 hours

Note: N = 174 participants

Sixty (33.71%) of the 178 responding to the question about travel time indicated
that the person lived with them requiring no travel, with another 44 (24.72%) traveling

less than an hour per week (Figure 3).
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Figure 3

Total Time Spent Each Week Traveling to Provide Caregiving

Less than 1 hour [25%, 44]

MNone-person lives with me [34%, 60]

More than 9 hours [5%, 9]
7-9 hours [1%, 1]

5-7 hours [2%, 4]

3-5 hours [7%, 13]

1-3 hours [26%, 47]

@ Lessthan 1hour @ 1-3hours @ 3-5hours @ 5-7hours @ 7-9hours @ More than 9 hours

@ None-person lives with me

Note: N = 178 participants

There were 98 (55.68%) of 176 participants that worked outside of the home and

34 (19.32%) unemployed and not looking for work (Figure 4).



Figure 4

Type of Employment

Unemployed,not looking for work [4%, 7]

Homemaker [19%, 34]

I work outside of the home [56%, 98]

Work outside of the home [21%, 37]

@ Unemployed,not looking for work @ Homemaker @ ‘Work outside of the home @ 1 work outside of the home

Note: N = 176 participants

Household incomes for 82 (48.23%) of 170 participants was $80,001 or more,

with 34 (20.00%) having a household income of $40,000 or less (Figure 5).
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Figure 5

Household Income

Under $20,000 [4%, 7]

$20,001 - $40,000 [16%, 27)
$100,001 or over [32%, 55]

$40,001 - $60,000 [15%, 25]

$80,001 - $100,000 [16%, 27]
$60,001- $80,000 [17%, 29]

® 5100001 orover @ $80,001-$100,000 @ $60,001- $80,000 @ $40,001 - $60,000 @ $20,001 - $40,000
® Under 520,000

Note: N =170 participants

Household size was 2 individuals for 65 (35.91%) of the 181 participants, with
another 46 (25.41%) individuals having a 3-person household (Figure 6). Additional
responses were 30 individuals (17.65%) having a 4-person household, and 20 individuals

(11.05%) each reporting a 1- or 4-person household.



Figure 6

Number of People Living in Household Full or Part-Time

1 [11%6, 20] 5 or more [11%, 20]

4 [17%, 30]

2 [36%4, 65]

3 [25%, 46]

® Sormore @4 @3 @2 @

Note: N =181 participants

Caregiver self-reported health was “good” for 64 (35.36%) of the 181

participants, with 57 (31.49%) reporting “fair” or “poor” overall health and (Figure 7).
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Figure 7

Self-Reported Caregiver Overall Health

35%
35%

30%
28%

25% 2o

20%
15%
10%

e 4%

0% I

Excellent Very Good Good Fair Poor Don't Know/ Mot
Sure

Note: N = 181 participants

The mean number of days participants (N = 177) indicated mental health was not
good over the past 30 days was 1.23 days and was a mean of 6.73 days for physical
health not being good over the past 30 days. The mean number of days poor physical or
mental health kept participants from not doing usual activities such as self-care, work or

recreation was 1.60.
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Thirty- nine caregivers indicated that they currently have a chronic disease, with

diabetes being most common for 15 participants (32.61%) followed by heart disease for
13 (28.26%) participants (Figure 8). There were 43 chronic diseases reported in

responses.

Figure 8

Chronic Disease Caregivers Presently Have

Chronic Kidney Disease [7%, 3]

Heart Disease [28%, 13]

-Diabetes [33%, 15]

Cancer [13%, 6]
Stroke [7%, 3]
Alzheimer's disease [0%, 0]

Chronic lung disease [13%, 6]

® Chronic Kidney Disease @ Diabetes @ Alzheimer's disease @ Stroke @ Chronic lung disease @ Cancer

@ Heart Disease

Note: N = 43 participants

Sixty-four (35.56%) of the 181 caregivers responding had prior experience with

health and wellness coaching, while 116 (64.44%) did not. Ninety-three 93 (51.96%) of
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the 179 caregivers responded that they have engaged in a personal health improvement

program, and 86 (48.04%) had not.

Sixty-two (34.25%) caregivers were somewhat confident they could be successful
working with a health and wellness coach to meet health and wellness goals. Twenty-

three (12.71%) who were very confident (Figure 9).

Figure 9

Caregiver Confidence in Being Successful Working with a Health and Wellness Coach to
Meet Health and Wellness Goals

Very confident

Somewhat confident 34%

Meither confident or unconfident 29%

Not very confident

Unsure

0

] 10% 20%

30%

Note: N = 181 participants
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Facilitators, Barriers, and Challenges
There were two questions as part of Hypothesis #1 related to remote or virtual
coaching and caregiver support as facilitators, and lack of time and physical environment

(isolation) as barriers and challenges.

Hypothesis #1:

1 a. Facilitators to health and wellness coaching will include availability of remote or

virtual coaching and caregiver support.

1 b. Barriers and challenges to health and wellness coaching will include lack of time and

physical environment (isolation).

The results detailed below indicate that hypothesis #1a.and 1b. are supported,
with facilitators including availability of remote or virtual coaching and caregiver
support, and barriers and challenges including lack of time and physical environment

(isolation).

Facilitator — Caregiver Support

One hundred and thirteen of 178 participants (63.48%) indicated the level of
support received in their role as caregiver from family members or friends as “very
supportive” or “supportive” (Figure 10). Only 13 (10.11%) of participants indicated the

level of support as “unsupportive” or “very unsupportive”.



Figure 10

Level of Support from Family Members or Friends for Caregivers

38.20%

30.00%%

26.40%
25.28%
20.00%%
10.00%
7.30%
Very Unsupportive Unsupportive Meither Supportive Supportive Very supportive

or Unsuppartive

@ Percentage

Note: N = 178 participants

One hundred and one (55.80%) of 181 participants indicated family and friends
“always” or “often” encouraged them to take care of themselves and their health and
well-being (Figure 11). Lack of support and the need for it were noted 8 times in the

response to the survey’s open-ended questions (Appendix F).
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Figure 11

Encouragement from Family and Friends to Practice Self-Care

29.83% 30.94%
30.00%% .

35.00% 24.86%

20,0026

15.00%
11.60%

10.00%6

5.00%
2.76%

.

Never Rarely Sometimes Often Always

Note: N = 181 participants

Facilitator — Virtual Coaching
One hundred twelve (62.57%) of the 179 participants indicated that they would be
“extremely likely” or “somewhat likely” to work with a health and wellness coach if

virtual coaching was an option (Figure 12).
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Figure 12

Likelihood of Working with Health and Wellness Coach if Virtual Coaching Was an
Option

Extremely unlikely [9%, 16] Extremely likely [15%, 27]

Somewhat unlikely [11%, 20]

Neither likely nor unlikely [17%, 31]

Somewhat likely [47%, 85]

@ Extremely likely @ Somewhat likely @ MNeither likely nor unlikely @ Somewhat unlikely @ Extremely unlikely

Note: N =179 respondents

There were 32 unique responses to question #46, “Please share any comments you
may have about working with a health and wellness coach through virtual counseling
sessions.” Comments varied and were both supportive of virtual coaching while other
comments were less favorable (Appendix F). “Virtual sessions would be more
convenient and doable,” and “Virtual would be the only possible option as I cannot leave
my parent alone and do not have anyone else to provide care/supervision,” were
examples of favorable comments received, while another participant noted, “Don’t like

technology! Prefer human interaction,” and another noted, “Can't navigate technology.
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Barrier/Challenge — Lack of Time

When asked in question #55 about what barriers and challenges there were to
engaging in healthy behaviors, the most common barrier or challenge noted was lack of
time, cited by 106 (65.03%) participants (Figure 13). Across all three open-ended
questions, lack of time was cited a total of 30 times. There were 49 unique entries for
open-ended question #44, with the most frequent comment specific to barriers and
challenges present being lack of time for 23 (52.27%) participants who answered this

question (Appendix F).
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Figure 13

Barriers and Challenges to Engaging in Healthy Behaviors

30%

65%

31%

60%
50%
30%
20%
10%

0%

@ Percentage of Responses

Note: N =163 responses

Barrier/Challenge — Physical Environment

When asked about physical environment (e.g., lack of access to area to exercise or

be active, noise that makes it difficult to sleep well, lack of space that allows for hobbies

and stress-reducing activities), the physical environment made it “very difficult” or
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“somewhat difficult” for 67 (37.85%) of the 177 participants answering this question to

take care of their own health and wellness (Figure 14).

Figure 14

Physical Living Environment and Difficulties in Taking Care of Health and Wellness

Very easy [15%, 26] Very difficult [13%, 23]

Easy [22%, 39]- —-Somewhat difficult [25%, 44]

Meutral [25%, 45]

® Verydifficult @ Somewhat difficult @ Neutral @ Easy @ Very easy

Note: N = 177 participants

There were two written comments indicating physical environment was a barrier
to health and wellness coaching and/or making positive healthy lifestyle changes

(Appendix F).
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Other Facilitators, Barriers, and Challenges

Additional study findings relevant to Research question #1 are detailed below.

Facilitator — Health Insurance Coverage. While there were no questions asked
specific to whether an individual had insurance coverage, question #33 asks “Sometimes
people have access to a health and wellness coach through their medical insurance or
through their employee assistance program (EAP). Do you have access to a health and
wellness coach?” It would be reasonable to surmise that at least some people answered
the question through the framing of insurance coverage. Of the 181 participants, 65
(35.91%) said they did not have access to a health and wellness coach through insurance,

61 (33.70%) who weren’t sure, and another 55 who (33.70%) did.

Lack of financial resources or cost was identified as a barrier which may relate to

the facilitator of health insurance coverage and has been reported below (Figure 13).

Facilitator — Motivation. Caregiver motivation for engaging in healthy
behaviors included, “Thinking about the health benefits for myself” for 105 (59.66%) of
101 participants, with the next most common response “Thinking about wanting to be
healthy for my loved ones” for 94 (53.41%) participants (Figure 15). Only 36 (20.45%)
indicated “Incentives offered through my health insurance plan or by others to engage in

healthy habits” as providing motivation to engage in health habits.
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Figure 15

Caregiver Motivation to Engage in Healthy Behaviors

60%
52% 53%
50% 48%
40%0
33%
30%
20%

20%
10%

0%

Seeing others Others Having someone  Thinking about  Thinking about Incentives
around me encouraging me  else to keep me the health wanting to be offered through
engaging in to be healthy and  motivated and benefits for healthy for my my health

healthy practice healthy accountable. myself. loved ones. insurance plan or
behaviors. habits. by others to
engage in
healthy habits.

@ Percentage of Responses

Note: N =176 responses

Barrier/Challenge — Lack of Financial Resources or Cost. Lack of financial
resources was cited by 50 (30.67%) participants as a reason for not making change, and a
barrier to engaging in healthy behaviors (Figure 13). There were 82 (48.52%) of 181
participants who cited cost (i.e., “Not sure I can afford a health coach”) as a reason for
not wanting to make positive healthy lifestyle changes through health and wellness
coaching as part of question #56 which was second only to “don’t have time” (Figure 16)

for 90 (49.72%) participants. Cost was also the second most common response to the
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open-ended question #44 which asked about barriers and challenges to health and

wellness coaching, with 7 responses indicating cost as a consideration (Appendix F).

Health insurance coverage was identified as a facilitator which may relate to the

barrier/challenge of lack of financial resources or cost and has been reported above.

Figure 16

Caregiver Reasons for Not Making Changes
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Barrier/Challenge — Caregiver Health. Caregivers reported the level of
difficulty in taking care of their own health as being “very difficult” or “somewhat
difficult” due to caretaking for more than half of participants, with 96 (53.94%)
participants indicating such, and with 54 (30.34%) being “neutral” about the level of

difficulty (Figure 17).

Figure 17

Level of Difficulty Taking Care of Health and Wellness due to Caregiving

Very easy [7%, 13]
Very difficult [17%, 31]
Easy [8%, 15]

Neutral [30%, 54]

Somewhat difficult [37%, 653]

® Very difficult @ Somewhat difficult @ Neutral @ Easy @ Very easy

Note: N = 178 participants

96
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Barrier/Challenge — Lack of Awareness of Health and Wellness Coaching.

Caregivers participating in this research were asked in question #45 “Prior to this survey,
were you aware of health and wellness coaching as a way to support caregivers in making
health and wellness improvements?” There were 74 (41.34%) who indicated they were

aware of health and wellness coaching, with 103 (57.54%) indicating they were not.

Caregiver Receptivity
For purposes of this study, receptivity is measured by caregiver motivation to
work with a health and wellness coach. There were three hypotheses related to receptivity

for which analyses were conducted.

Hypothesis #2:

It is predicted that people with “fair” or “poor” self-reported health will be less receptive

to health and wellness coaching than those with “excellent” or “very good” health.

Hypothesis #3:

3. a. As the number of facilitators increases, so does the receptivity to health and

wellness coaching.

3. b. As the number of barriers and challenges increase, receptivity to health and

wellness coaching will decrease.

Hypothesis #4:

4. a. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by sex.
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4. b. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by age.

4 c¢. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by race.

4 d. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by ethnicity.

4 ¢. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by income.

4 f. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by employment.

4 g. There will be differences in the number of facilitators, and the number of barriers and

challenges, to receiving health and wellness coaching by geographic residence.

4 h. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by health status.

This analysis indicated that there is a relationship between caregiver health status
and receptivity to health and wellness coaching, with those who self- reported “fair” or
“poor” health being more receptive to health and wellness coaching than those that self-
reported “excellent” or “very good” health. Hypothesis # 2 is not supported. Details are

provided below.
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This analysis indicated that as the number of facilitators increases, so does the
receptivity to health and wellness coaching, and that as the number of barriers increases,
the receptivity to health and wellness coaching decreases. Hypothesis #3 a. and 3 b. are

supported. Details are provided below.

This analysis indicated that there are significant differences in the number of
facilitators and the number of barriers and challenges to receiving health and wellness
coaching by income, region, and health, but not by sex, age, or employment. There was

not enough data to analyze by race and ethnicity. Details are provided below.

Receptivity and Health Status

Hypothesis #2 for this research states that there would be a relationship between
caregiver health status and receptivity to health and wellness coaching, with individuals
self-reporting “fair” or “poor” health being less receptive to health and wellness coaching

than those with “excellent” or “very good” health.

A one-way ANOVA was performed to compare the effect of health status on
receptivity to health and wellness coaching, F(2, 172) =4.02, p =.014. For purposes of
this study, statistical significance was set as oo = < .05 or less. The post-hoc multiple
comparison results indicate that there was a statistically significant difference in
receptivity to health and wellness coaching between those whose self-reported health
status was “very good/excellent” and the “fair/poor” group (MD = -6.83, SE=2.39,p =
.014). See Table 5 for descriptives. Those with “Fair/Poor” health are more receptive to
health and wellness coaching than those with “Very Good/Excellent” health. In other

words, health status is a significant predictor of receptivity, with “Fair/Poor” health being
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predictive of greater receptivity to health and wellness coaching. Hypothesis #2 is not

supported.

Table 5

Descriptives for Receptivity by Health Status

Health Status n M SD

Fair / Poor 57 37.60 12.26
Good 62 32.69 14.19
Very Good / Excellent 56 30.77 13.11
Total 175 33.67 13.47

Receptivity and Facilitators, Barriers, and Challenges

Hypothesis #3 for this research states that there will be a predicted relationship
between facilitators, challenges, and barriers and receptivity to health and wellness
coaching, and that as the number of facilitators increases, so does the receptivity to health
and wellness coaching. It also states that as the number of barriers increases, receptivity

to health and wellness coaching will decrease.

Multiple linear regression was performed to determine if the number of barriers
and facilitators significantly predicted receptivity to health and wellness coaching. The
full model included barriers and facilitators as independent variables, with barriers being
entered into the model first. The model with only barriers was called Model 1 and the full

model was called Model 2.
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Model 2 was determined to best fit the data, with F(1,176) = 11.56, p <.001.

Adjusted R’ was .106 which indicates that 10.6% of variance in receptivity was
accounted for by barriers, challenges, and facilitators.  Using Model 2, barriers and
challenges significantly predicted receptivity where b = .31, p <.001 and that facilitators
marginally predict receptivity where b = .14, p = .057 (Table 6). This analysis indicated
that there will be a predicted relationship between facilitators, barriers, and challenges
and receptivity to health and wellness coaching, and that as the number of facilitators
increase, so does the receptivity to health and wellness coaching. It also indicated that as
the number of barriers and challenges increased, the receptivity to health and wellness

coaching decreased. Hypothesis # 3 a. and #3 b. are supported.

Table 6

Receptivity by Facilitators, Barriers, and Challenges - Coefficients

Model 1 Model 2
Variable B B SE B B SE
Constant 25.43 2.09 19.72 3.63
Number of Barriers 1.40 31 0.32 1.54 34 0.33
Number of Facilitators 0.89 14 0.47

Adj. R 0.09 0.11
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Receptivity by Sex, Age, Race, Ethnicity, Income, Employment, Geographic Residence,
and Health Status

Hypothesis #4 for this research states that there will be differences in the number
of facilitators and the number of challenges and barriers to receptivity to health and
wellness coaching based on sex, age, race, ethnicity, income, employment, geographic
residence, and health status. T-tests and ANOVA analyses were conducted as appropriate

for each of the variables for hypothesis #4.

4 a. There will be differences in the number of facilitators, and the number of barriers and

challenges, to receiving health and wellness coaching by sex.

Two-sample t-tests were performed to compare differences in the number of
facilitators and the number of barriers and challenges to receiving health coaching by sex,

(males and females).

There was not a significant difference in the number of facilitators to receiving
health coaching between males (M = 5.04, SD = 1.46) and females (M = 5.54, SD = 2.18);
1(46.18) = 1.50, p =.139. There was not a significant difference in the number of barriers
and challenges to receiving health coaching between males (M = 5.92, SD = 3.26) and

females (M = 5.71, SD = 2.99); #(32.46) = -0.31, p = .757.

Hypothesis 4a that there are differences in the number of facilitators and the
number of barriers and challenges to receiving health and wellness coaching by sex is not

supported.
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4b. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by age.

A one-way ANOVA was performed to compare the effect of age on the number of

facilitators and barriers and challenges to receiving health and wellness coaching, For

facilitators, F(6, 174) = .46, p = .837. For barriers and challenges, F(6, 174) = 1.83, p =

.096.  For purposes of this study, statistical significance was set as o = < .05 or less.

See Table 7 for descriptives.

Hypothesis 4b that there will be differences in the number

of facilitators and barriers and challenges to receiving health and wellness coaching by

age group is not supported.

Table 7

Descriptives for Number of Facilitators, Barriers, and Challenges by Age Range

Facilitator/Barrier Age n M SD
Number of Facilitators 61+ 51 5.51 1.90
56-60 38 5.18 1.97
51-55 25 5.72 1.81
46-50 13 5.92 2.63
40-55 30 5.67 2.59
30-39 14 5.14 2.21
20-29 10 5.00 1.83
Total 181 5.47 2.09
Number of Barriers 61+ 51 5.22 2.80
56-60 38 5.50 2.92
51-55 25 5.48 2.92
46-50 13 6.46 2.70
40-55 30 6.00 3.55
30-39 14 5.64 2.44
20-29 10 8.40 3.47
Total 181 5.74 3.02
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4 c. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by race.

The sample size was not adequate to perform analyses for the number of
facilitators, barriers, and challenges to receiving health and wellness coaching by
ethnicity. The samples sizes for ethnicities other than “non-Hispanic” were not adequate
to perform meaningful hypothesis testing. Hypothesis 4c cannot be supported or

unsupported.

4 d. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by ethnicity.

The sample size was not adequate to perform analyses for the number of
facilitators, barriers, and challenges to receiving health and wellness coaching by
ethnicity. The samples sizes for racial groups other than "White" were not adequate to
perform meaningful hypothesis testing. Hypothesis 4d cannot be supported or

unsupported.

4 ¢. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by income.

A one-way ANOVA was performed to compare the effect of income on the
number of facilitators and barriers and challenges to receiving health and wellness
coaching, For facilitators, F(5, 164) =3.30, p =.007. For barriers and challenges, F(6,
174) =4.02, p=.002. For purposes of this study, statistical significance was set as o = <

.05 or less. The post-hoc multiple comparison results indicate that there was a
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wellness coaching by income for those with incomes of $100,001 or more and those with

incomes under $20,000 (MD = 2.70, SE = 0.70, p = .038), meaning that those in the

highest income group had on average 2.70 more facilitators than those in the lowest

income group. There was a statistically significant difference in the number of barriers

to receiving health and wellness coaching by income for those with incomes of $20,001 -

$40,000 and those with incomes of $100,001 or over (MD = 2.44, SE = 0.75, p = .024).

See Table 8 for descriptives.

Hypothesis 4e that there will be differences in the number

of facilitators and barriers and challenges to receiving health and wellness coaching by

income is supported.

Table 8

Descriptives for Number of Facilitators, Barriers, and Challenges by Income Range

Facilitator/Barrier Income n M SD
Number of Facilitators Under $20,000 7 343 1.72
$20,001 - $40,000 27 4.89 2.42
$40,001 - $60,000 25 5.76 2.13
$60,001- $80,000 29 5.21 1.52
$80,001 - $100,000 27 5.11 2.29
$100,001 or over 55 6.13 1.97
Total 170 5.45 2.12
Number of Barriers Under $20,000 7 8.29 3.09
$20,001 - $40,000 27 7.07 3.30
$40,001 - $60,000 25 6.12 2.91
$60,001- $80,000 29 5.66 1.99
$80,001 - $100,000 27 6.11 3.15
$100,001 or over 55 4.64 2.90
Total 170 5.80 3.01
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4 f. There will be differences in the number of facilitators, and the number of barriers

and challenges, to receiving health and wellness coaching by employment.

Two- sample t-tests were performed to compare differences in the number of
facilitators and the number of barriers and challenges to receiving health coaching by

employment.

There was not a significant difference in the number of facilitators to receiving health
coaching between those not employed outside the home (M = 5.29, SD = 2.04) and those
employed outside the home (M = 5.77, SD = 2.02); t(169) = 1.52, p = .130. There was
not a significant difference in the number of barriers and challenges to receiving health
coaching between those not employed outside the home (M = 5.89, SD = 2.89) and those

employed outside the home (M = 3.73, SD = 3.14); 1(169) = .332, p = .740.

Hypothesis 4f that there are differences in the number of facilitators and the number

of barriers and challenges to receiving health coaching by employment is not supported.

4 g. There will be differences in the number of facilitators, and the number of barriers and

challenges, to receiving health and wellness coaching by geographic residence.

Two- sample t-tests were performed to compare differences in the number of
facilitators and the number of barriers and challenges to receiving health coaching by

region (South and Other Regions).

There was a significant difference in the number of facilitators to receiving health
coaching between other regions (M = 4.60, SD = 2.23) and south (M =5.73, SD = 2.01);

t(173) =-2.90, p =.004. There was a significant difference in the number of barriers and
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challenges to receiving health coaching between other regions (M = 7.17, SD =2.97) and

south (M = 5.28, SD = 2.92); #(173) = 3.42, p < .001.

Hypothesis 4g that there are differences in the number of facilitators and the
number of barriers and challenges to receiving health and wellness coaching by region is

supported.

4 h. There will be differences in the number of facilitators, and the number of barriers and

challenges, to receiving health and wellness coaching by health status.

A one-way ANOVA was performed to compare the effect of health status on the
number of facilitators and barriers and challenges to receiving health and wellness
coaching, For facilitators, F(2, 174) = 11.73, p <.001. For barriers and challenges, F(2,
174)=9.96, p <.001. For purposes of this study, statistical significance was set as o = <
.05 or less. The post-hoc multiple comparison results indicate that there was a
statistically significant difference in the number of facilitators to receiving health and
wellness coaching by health for those with fair or poor health and those with good health
(MD = -1.40, SE = 0.35, p <.001) and between those with fair or poor health and very
good or excellent health (MD = -1.64, SE = 0.38, p <.001). The post-hoc multiple
comparison results indicate that there was a statistically significant difference in the
number of barriers and challenges to receiving health and wellness coaching by health
for those with good health and those with very good or excellent health (MD =1.67, SE =
0.52, p =.005) and between those with fair or poor health and very good or excellent
health (MD = 2.34, SE = 0.54, p <.001). See Table 9 for descriptives. Hypothesis 4h

that there will be differences in the number of facilitators and barriers and challenges to



receiving health and wellness coaching by health status is supported.

Table 9

Descriptives for Number of Facilitators, Barriers, and Challenges by Health Status

Facilitator/Barrier Health Status n M SD
Number of Facilitators Fair / Poor 57 4.49 2.00
Good 64 5.89 1.84
Very Good / Excellent 56 6.13 2.03
Total 177 5.51 2.07
Number of Barriers Fair / Poor 57 6.70 2.96
Good 64 6.03 2.92
Very Good / Excellent 56 4.36 2.75
Total 177 5.72 3.02

Receptivity and Caregiver Health Areas Ready to Address
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Each of the research questions #1-4 address receptivity. Receptivity in the current

study is measured by caregiver motivation to work with a health and wellness coach in a

given area. The areas caregivers indicated they felt a need to address and were very ready

included: managing stress (63 or 35.20%) increasing energy (53 or 29.61%) improving

sleep habits (52 or 29.05%) and improving the ability to be “in the moment” and focus

(48 or 26.82%) (Table 10). It is not surprising that these areas were identified as they

were cited in the responses to open-ended survey questions and were often cited in online

caregiver support groups visited by the researcher. These areas have also been noted in

the literature (Beach et al., 2022; Strzelecki et al., 2022). Caregivers felt a need and were

somewhat ready to address were exercise (59 or 32.96%), preparing healthy food quickly
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and easily (49 or 27.37%) managing stress (45 or 25.14%), and weight loss (44 or

24.58%). Forty-nine (27.37%) caregivers indicated they were already working on
weight loss while another 45 (25.14%) indicated they were already working on exercise.

Forty-two (23.46%) were working on increasing their energy.

The researcher visited online caregiver support groups multiple times per week
and made personal observations while recruiting research participants. Online caregivers
frequently stated that they were experiencing stress, low energy levels, and lack of sleep.
Oftentimes posts sounded of desperation, frustration, and in some cases defeat due to the
demands of caregiving. Caregivers being “very ready” to make changes in these areas
are not unexpected or surprising, though for some it appears they know they need to

make changes but do not feel that they can take on anything more in their lives.

While not all caregivers in this study reported having a chronic disease or
condition, without proper attention to their health, they may be at increased risk of
developing one (American Academy of Family Physicians, 2023), and may also be
further at risk depending on geographic location of residence, particularly if they are in
the south (Barker et al., 2011; Oates et al., 2017; Tanner et al., 2013, Vaughn et al.,

2014).
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Table 10

Areas Caregivers Feel a Need to Address

Don’t Need to

Somewhat Already Work on This Not at All

Very Ready Ready Working on Area Ready
Response n % n % n % n % n %
Weight loss 33 18.44% 44  2458% 49  2737% 37  20.67% 14  7.82%
Increasing energy 53 29.61% 53 29.61% 42 23.46% 17 9.50% 11 6.15%
Reducing food cravings such as
sweets 31 17.32% 43 24.02% 37 20.67% 53 29.61% 13 7.26%
Preparing healthy food, quickly and
easily 27  15.08% 49 2737% 39 21.79% 48 26.82% 13 7.26%
Lowering blood pressure through
dietary changes 19  10.61% 31 17.32% 28 15.64% 84 4693% 10  5.59%
Balancing blood sugar 14 7.82% 28 15.64% 25 1397% 96 53.63% 10  5.59%
Lowering cholesterol through
dietary changes 19 10.61% 34 1899% 35 1955% 73 40.78% 10  5.59%
Reducing emotional eating 34 1899% 39 21.79% 33 1844% 54 30.17% 14 7.82%
Making healthy choices when
eating out 26 14.53% 28  15.64% 41 2291% 64 3575% 12 6.70%
Exercise 35 19.55% 59  3296% 45 25.14% 20 11.17% 16 8.94%
Managing Stress 63  3520% 45 25.14% 39 21.79% 17  9.50% 11 6.15%
Improving life satisfaction 47  26.26% 38 21.23% 33 18.44% 43 24.02% 12 6.70%
Improving sleep habits 52 29.05% 35 19.55% 33 18.44% 46  25.70% 8 4.47%
Improving your ability to be "in the
moment" and focused without
distractions 48  26.82% 31 17.32% 39  21.79% 44  24.58% 9 5.03%
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Don’t Need to

Somewhat Already Work on This Not at All
Very Ready Ready Working on Area Ready

Response n % n % n % n % n %
Decreasing tobacco use 6 3.35% 8 4.47% 9 5.03% 140 78.21% 9 5.03%
Decreasing alcohol use 3 1.68% 10 5.59% 11 6.15% 143 79.89% 4 2.23%
Decreasing use of drugs that are not
prescribed for you 0 0.00% 5 2.79% 7 391% 154 86.03% 4 2.23%
Other 1 0.56% 3 1.68% 2 1.12% 59 3296% 4 2.23%

Note: N=179
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CHAPTER FIVE: DISCUSSION

This descriptive research inquiry sought to understand receptivity to health and
wellness coaching by caregivers of older adults aged 65 and older, and barriers,
challenges, and facilitators to receiving health and wellness coaching by this population
as a scientifically grounded and evidence-based strategy for promoting healthy lifestyle
behaviors and reducing chronic disease. An 88-question survey was conducted online and
in person with 65 multiple choice questions, 17 yes/no questions, two scaled and four
open-ended questions on general demographics, receptivity to health and wellness
coaching, barriers, challenges, and facilitators, and mental and emotional health, social
support, and physical well-being. Descriptive statistics and regression analyses were

utilized in this study.

Key facilitators to health and wellness coaching were caregiver support and
motivation, key barriers and challenges were lack of time, not having someone to
motivate and help hold one accountable, and lack of financial resources or cost. There
were statistically significant differences in facilitators, barriers, and challenges based on
income, region of residence (south) and health status. Sex, employment, and age were
not significant for facilitators, barriers, or challenges. There was a statistically significant
difference in receptivity based on barriers and challenges, and a marginally significant
difference for facilitators. Having fair or poor health was a significant predictor of
receptivity to health and wellness coaching. To this researcher’s knowledge, this is the
first study to specifically examine receptivity to health and wellness coaching by unpaid

caregivers for this population.
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This chapter provides a summary of findings according to each research question.
A summary of each research question is included below, followed by a more detailed
discussion organized by caregiver demographics, identified facilitators, barriers, and
challenges, caregiver receptivity to health and wellness coaching by health status,
facilitators, barriers, and challenges, by demographics, and caregiver areas of health
where there is readiness to address. Qualitative responses to the survey are included in

this section to amplify quantitative findings.

Research Question #1 - Facilitators, Barriers, and Challenges: Findings for
research question #1 demonstrated that facilitators for caregivers participating in health
and wellness coaching were motivation, virtual coaching, health insurance coverage, and
caregiver support. Caregiver support was the most frequently included facilitator in
participant comments. Additional findings for this research question indicated that the
most common barriers and challenges to caregivers participating in health and wellness
coaching were lack of time, lack of financial resources or cost, and physical environment
(including isolation), caregiver health, and lack of awareness of health and wellness

coaching.

It is noted that some indicators could be considered as either a barrier or challenge
(i.e., lack of caregiver support) or as a facilitator (caregiver support) which is further

discussed in the Methods section of this paper.

Research Question #2 - Receptivity by Health Status: Receptivity was
measured by readiness to work with a health and wellness coach in a given area. There

was a statistically significant difference in receptivity to health and wellness coaching
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between those whose self-reported health status was “Very Good/Excellent” and the

“Fair/Poor” group. Those with “Fair/Poor” health were more receptive to health and
wellness coaching than those with “Very good/Excellent” health. In other words, health
status is a significant predictor of receptivity, with “Fair/Poor” health being predictive of

greater receptivity to health and wellness coaching.

Research Question #3 - Relationship between facilitators, barriers, and
challenges and receptivity to health and wellness coaching: Barriers and challenges
significantly predicted caregiver receptivity to health and wellness coaching while

facilitators marginally predicted caregiver receptivity.

Research Question #4 - Differences in Facilitators, Barriers and Challenges
by Demographics: Findings indicated that there were no statistically significant
differences in mean barriers, challenges and facilitators to caregivers receiving health and
wellness coaching according to sex, income, and employment. There were significant

differences for age, region of residence (south), and health status.

Overview

Changing health behaviors can be challenging. As an example, the U.S.
Department of Health and Human Services (2020) Surgeon General’s report cited that
more than half of adult cigarette smokers report having made a quit attempt in the past
year, but that fewer than one in ten succeed in quitting each year. Another example is the
many individuals who have made New Year’s resolutions only to have broken them a
short time later. One study (Oscarsson et al., 2020) found that 55% of participants kept

their New Year’s resolution for less than a year, with 11% lasting at least six months,
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14% lasting at least three months, 19% lasting at least one month and 11% lasting less

than a month.

Oftentimes behavior change involves eliminating one unfavorable behavior while
learning another simultaneously, which can be difficult. Behavior change can be
incredibly complex with researchers completing thousands of health behavior change
interventions on a wide range of topics such improving medication adherence, decreasing
risky sexual activity, or promoting physical activity (Davidson & Scholz, 2020).
Individuals may know what they need to do but may not be in a stage of readiness to
make changes. Change is not always a linear process as explained by the
Transtheoretical Model (Prochaska & DiClemente, 1982) also known as Stages of
Change Model, and there may be multiple factors involved as explained by Bandura’s
(1986) Social Cognitive Theory including self-efficacy, outcome expectations, goals, and

socio-structural factors.

In addition to the typical challenges in changing health behaviors, caregivers
have additional difficulties associated with caregiving that may make changing health
behaviors even more difficult. Factors include social isolation and lack of time due to
caregiver responsibilities (American Psychological Association, 2011). Not only do
caregivers face additional challenges, but they are also at increased risk for certain
conditions (American Academy of Family Physicians, 2023) and as a population have
experienced increasingly worse health (The National Alliance for Caregiving and AARP,

2020).
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Health and wellness coaching is an opportunity to support a population that gives
selflessly to others and who may frequently put themselves and their own health behind

that of those for whom they are providing care.

Facilitators, Barriers, and Challenges

It is important to understand facilitators, barriers and challenges to caregivers
participating in health and wellness coaching so that coaching interventions are designed
to maximize participation by those who wish to engage with a health and wellness coach
to make positive healthy lifestyle changes. Research question #1 asks what the barriers,
challenges, and facilitators to caregivers receiving health and wellness coaching are and

will be discussed here.

Facilitator — Motivation

Social cognitive theory (Bandura, 1986) has as its central tenet
observational learning and an emphasis on social influence. It is noted that more than
half of the participants participating in the current study indicated that “seeing others
around me engage in healthy behaviors” was a motivator to making change, supporting
this foundational theory. It is also important to examine intrinsic and extrinsic
motivators. Motivators most frequently cited were thinking about health benefits for the
caregiver followed by thinking about wanting to be healthy for loved ones, both intrinsic
motivators. Of the six answer choices, only one involved a tangible, extrinsic motivator
(incentives offered by insurance or other) which was cited the least frequently by
participants. Because there were participants indicating both intrinsic and extrinsic

motivators impacting their engagement in healthy behaviors, this reiterates the
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importance of motivational interviewing as part of the health and wellness coaching
strategy (Butterworth et al., 2006; Miller et al., 2009; Miller et al., 2013) where the coach
can elicit from each individual patient or client his or her motivators as part of the self-

discovery process.

The Wolever et al. (2013) definition of health and wellness coaching,
acknowledges motivation and behavior change theory as part of the health coach’s
expertise and as a way to assist patients to develop intrinsic motivation and obtain skills
to create sustainable change for improved health and well-being. The most frequent
response to question #54 (“What motivates you to engage in healthy behaviors?”) in the
current study was “Having someone else to keep me motivated and accountable,”
demonstrating opportunity for health and wellness coaching to address caregiver needs
for accountability and motivation in making healthy lifestyle changes. Findings of this
current research project support both intrinsic and extrinsic motivators as being important
to caregivers participating in the study, and in particular, health and wellness coaching as

an accountability and motivational strategy.

Facilitator — Virtual Coaching

Virtual coaching may be part of the solution for the physical environmental issue
of isolation experienced by caregivers. Environment is a known factor in behavior
change as stated in the social cognitive theory (Bandura, 1986). For more than half of the
survey participants, availability of virtual coaching was a facilitator to receiving health
and wellness coaching. While not all participants were supportive of a virtual format,

some saw it as the only way they might be able to engage with a health and wellness
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coach. One participant commented, “Virtual would be the only possible option as I
cannot leave my parent alone and do not have anyone else to provide care/supervision,”
with others offering comments on the inability to leave their loved one alone. This is
similar to the isolation noted by Hirschman et al. (2020) in their paper summarizing
implementation experiences with a video-based health and wellness coaching study of

caregivers of heart failure patients.

This participant comment also supports the findings of the Sixsmith et al. (2022)
study addressing digital literacy and the COVID-19 pandemic’s stimulation of increased
technology use by older adults. In order for individuals to participate in virtual
coaching, it is necessary that they are digitally literate. Digital literacy is more than
reading and processing information online, it includes using digital tools to connect with
others online and being able to use technologies effectively (American Library

Association, 2023).

Just as health and wellness coaching sessions are tailored to the individual, the
delivery method must also be tailored to individual needs. Virtual coaching can be a
facilitator to health and wellness coaching for caregivers but may not be appropriate for
or received well by all. One challenge for health and wellness coaches may be in
balancing the need for virtual coaching sessions for caregivers who are isolated at home
with that of privacy concerns depending on the individual caregiver’s home environment

as well as personal preferences and comfort level with technology.

Reviewing research on virtual coaching for caregivers (Riegel et al. 2019; Jafar et

al., 2023; Olivier et al., 2021; Hudlicka, 2013) may be helpful in understanding how to
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best use technology to support caregiver health and well-being through health and

wellness coaching. For those caregivers not receptive to virtual health and wellness
coaching and prefer in-person participation, as well as for those who are receptive to
virtual coaching but also need additional support for a care recipient, exploring
opportunities for caregiver respite care so that they can participate in health and wellness
coaching knowing their loved one is being temporarily cared for is one strategy worth

exploring.

Facilitator — Health Insurance Coverage

There were more study participants who noted lack of access to a health and
wellness coach through their medical insurance or employee assistance program or being
unsure whether they had access than those who indicated they had access. Health
insurance coverage of health and wellness coaching may at least partially address lack of

financial resources or cost-related barriers, which was identified as a barrier in this study.

Joint efforts by the National Board for Health and Wellness Coaching and the
American Medical Association to ensure health and wellness coaching is an insurance
covered service can only be a positive in addressing cost concerns of caregivers
considering health and wellness coaching to make healthy lifestyle changes (National
Board for Health and Wellness Coaching, n.d.). Effective January 2020, the American
Medical Association’s approval of three Current Procedural Terminology (CPT)
Category III codes for health and wellness coaching insurance reimbursement go into
effect (National Board for Health and Wellness Coaching, n.d.). Healthcare providers

have been able to prescribe health and wellness coaching delivered by a National Board
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for Health and Wellness Coaching credentialed coach or by a National Commission for
Health Education Credentialing (NCHEC) certified health education specialist
(CHES®/MCHES®) which may be eligible for medical reimbursement. As efforts
continue, moving from a Category III emerging service to that of a Category I service

would be expected to be of great value in addressing cost concerns.

It is acknowledged that even with insurance coverage that includes health and
wellness coaching, cost may still be a concern as there may be co-pays or only partial
coverage for this service, with cost still being a barrier. Overall, given the identified
barriers of lack of financial resources and cost, health insurance coverage of health and
wellness coaching may be a facilitator to caregivers receiving coaching with another
barrier removed from caregivers in receiving this service and making positive healthy

lifestyle changes. Interestingly, this was also listed as a barrier.

Facilitator — Caregiver Support

Caregiver support may be considered a facilitator or lack thereof may be
considered a barrier to caregivers receiving health and wellness coaching. Question #55
in the current study survey, “What barriers do you have to engaging in healthy behaviors?
Check all that apply.” frames caregiver support as a barrier given the frequency caregiver
burden appears in the literature (American Psychological Association, 2020;
Carbonelle,2023; National Alliance for caregiving and AARP, 2015; Zaret et al., 1980).
As explained in the Methods section of this paper, responses were coded at the individual
level and there were more positive responses for questions specific to caregiver support

than there was negative. Therefore, caregiver support is identified as a facilitator in the
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current study findings rather than a barrier. In contrast, most of the comments received
about caregiver support were framed as it being more of a barrier, though these questions
were not included as part of the analyses as this was not a qualitative study. Additional
research might be done with focus on caregiver support and the target population and
how it may impact receptivity to health and wellness coaching (i.e., availability of respite
care, type of support received, amount of support received, number of caregivers sharing

responsibility for a care recipient).

The Social Cognitive Theory (Bandura, 1986) is based on the belief that behavior
results from continuous interactions among environment, individual factors, and the
behavior itself. This theory includes social support as part of the environment that
shapes behavior. Participant comments in the current study repeatedly included the need
for caregiver support in facilitating healthy lifestyle changes through health and wellness
coaching. Having support may facilitate having a greater sense of agency, illustrating
reciprocal determinism. Noting the need for of hands-on support available to caregivers,

one respondent stated:

To be perfectly honest, as someone who has been a caregiver for multiple family
members for 20 years this type of help (health coaching) is dead last on my list of
help priorities. I can access therapy, a dietician, and other services via my
insurance that would fulfill the same or similar functions as what this seems it
would be. While it would be nice to work with someone who understands the
specific stressors of being a caregiver, the bulk of caregiver stress can’t really be
helped by a health and wellness coach. We need hands on assistance, financial
resources, social service’s assistance, etc.
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More caregiver support may lead to more sense of agency (reciprocal determinism) and
as a result, increased behavioral capability, reinforcements, expectations, and self-

efficacy which are constructs of the Social Cognitive Theory.

Given the results found in this study indicated need for caregiver support,
expansion of innovative programs such as the Caring for Caregivers (Carbonelle, 2023)
model developed by Rush University may support opportunities for caregivers to engage
in healthy activities such as working with a health and wellness coach. The program is
being implemented by healthcare systems. Additionally, exploring opportunities for
caregiver respite care so that caregivers can participate in health and wellness coaching

knowing their loved one is being temporarily cared for is a strategy worth exploring.

Caregiver support may be considered a facilitator, or a lack of support may be
considered a barrier to caregivers receiving health and wellness coaching. Question #55
in the current study’s survey, “What barriers do you have to engaging in healthy
behaviors? Check all that apply.” frames caregiver support as a barrier given the
frequency caregiver burden appears in the literature (American Psychological
Association, 2020; Carbonelle,2023; National Alliance for caregiving and AARP, 2015;
Zaret et al., 1980). The comments received about caregiver support were not included as
part of the analyses as this was not a qualitative study. Additional study might be done
specifically on caregiver support and the target population and how it may impact

receptivity to health and wellness coaching.
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Barrier/Challenge — Lack of Time

The most frequent barrier identified in this study was lack of time. Specific to
lack of available time one participant noted, “My day is so packed with appointments,
daily care, and working that I don’t hardly have time to breathe,” with another

commenting:

Caregiving is hard because you don't know week to week how much time will be
needed since the person's health can change drastically and you may spend much
more time giving care than anticipated and then you have to change your schedule
to accommodate the need.

The Gierisch et al. (2017) literature synthesis on the evidence on health coaching
for adults with chronic medical conditions found evidence that a midrange dosage of
coaching sessions, with six to 15 sessions, may be more beneficial than those with
smaller or larger numbers of sessions. For a population that indicates lack of time as a
barrier to receiving health and wellness coaching and to engaging in healthy behaviors,
the time commitment for six to 15 sessions of health and wellness coaching may seem
out of reach. However, by maximizing facilitators such as virtual coaching opportunities
and caregiver support, it may be possible. This research identifies a need to explore
opportunities to develop effective health and wellness coaching interventions tailored to

this population with time constraints.

Barrier/Challenge — Physical Environment
It is known that physical environment plays a role in behavior change. The social
cognitive theory (Bandura, 1986) is based on the belief that behavior results from

continuous interactions among environment, individual factors, and the behavior itself.
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Social cognitive theory purports that while environment can alter an individual’s
behavior, people can alter their environments to achieve desired outcomes. For the
current study over a third of the participants that indicated the physical environment
made it “very difficult” or “somewhat difficult” to take care of their own health and
wellness. All facets of reciprocal determinism- self-efficacy, outcome expectations,
goals, and self-evaluation - as a key construct of Social Cognitive Theory relate to this
research question and help in understanding study findings. Barriers and challenges may
create a sense of lack of agency, which in turn may impact self-efficacy, outcome
expectations, goals and self-evaluation, some of which are evidenced in participant

comments.

Participants who included comments in response to open-ended questions noted

concerns over their environment such as one respondent who noted:

I work from home, which is where I care for my 80-year-old father. At the present
moment, there are five people living in a very small apartment containing three
rooms and one bathroom. I do not see me having the time or space to truly do the
work that I believe would be necessary while living like this. (I would like to note
that this is not a permanent situation and two people are expected to be leaving by

January 2024).

Caregiver isolation can also be considered a physical environmental issue (Kim &
Given, 2008; Families of Cancer Survivors; Family Caregiver Council, 2023; Gallagher
and Wetherall, 2020; Hajek et al., 2021; Hirschman et al., 2020; National Council on

Aging, 2023; Riegel, 2019; Stenberg et al., 2010). The Family Caregiver Alliance (n.d.)
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states that feelings of isolation and loneliness may be attributed to the caregiver
withdrawing from previous habits and lifestyle as they provide caregiving to a care
recipient. Without support from other caregivers, a caregiver may feel that no one
understands their situation which may lead to withdrawal from activities and other
people, creating more isolation. It was also noted that some care recipients require 24-
hour care (Family Caregiver Alliance, n.d.). The caregiver in these cases may be
completely isolated if they do not have a support system or financial resources to secure

paid support services.

Hirschman et al. (2020) noted that caregivers of adults living with heart failure
experience similar challenges to caregivers of adults with other conditions and illnesses
which may include complex care regimens. These regimens are often the responsibility of
caregivers, where their role may involve supervising and monitoring adherence to
complicated care management plans which may limit the time that the caregiver is able to

be away from the home and which create isolation.

The Riegel et al. (2019) research, to be published in 2024, may provide insight on
effective coaching interventions for caregivers who are isolated. The Social Cognitive
Theory (Bandura, 1986) which includes environment as part of its framework provides
the rationale for health and wellness coaches to consider physical environment and how
that may be a barrier to receiving coaching and behavior change. Isolation at home with
the inability to leave the care recipient alone is one physical environmental barrier to
health and wellness coaching. A second physical environmental barrier to health and

wellness coaching is a potential lack of privacy and space in the home environment
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which limits options outside of in-person coaching.  Depending on the physical
environment, barriers and challenges may exist for both in-person coaching and for other

options such as virtual coaching.

Barrier/Challenge — Caregiver Health

While study results indicate the majority of participants self-reported their overall
health as “good” or “fair,” over half indicated taking care of their own health being “very
difficult” or “somewhat difficult” due to caregiving. For this study, self-reported health
status was used to determine receptivity to health and wellness coaching, as the value of
using subjective data has been noted in the literature (Cleary, 1997). Cleary states that
one of the most compelling reasons for assessing perceived health is that it can predict
future morbidity and mortality, even with controlling for other variables (i.e., biological,
health status), and cites evidence that elderly people with perceived poor health were six
times more likely to die in a 4-year period than those who self-reported excellent health,
which carriers greater relative risk than for smoking. This may be due to self-fulling
prophecy (i.e., people who already think their health is poor may not take steps to be

healthier as much as others who see their health as more favorable and worth protecting).

It has been reported that self-perceived health has been shown to be strongly
associated with personality characteristics (Suominen et al., 2001, Goodwin and
Engstrom, 2002) and mental health (Hansen et al., 2001). Caramenti and Castiglioni
(2022) examined physical indicators and found that body mass index (BMI), chronic
diseases and medications, muscle strength, and mobility issues had a strong effect on

self-perceived health, as did the quality of life, depression, and verbal fluency. Individual
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characteristics, limitations in daily activities, and pain, along with others only had a small
effect. While these areas were not measured in the current study, it may explain why
the current study population perceived their health status as “fair” or “good” if this

population had similar characteristics and indicators of those found in the literature.

There was less chronic disease present among the study population than
expected, given that the majority of participants were from the south region which is
generally less healthy as a population (Oates et al., 2017). In addition, the largest age
group in the sample was ages 60-65 where one might expect more chronic disease to be
present. The Centers for Disease Control and Prevention (2022) reports that six in 10
Americans have a chronic disease and four in 10 have two or more. The unanticipated
finding of less chronic disease in the study population may be explained by the number of
predominantly White, higher income, female participants, who as a population are
healthier (Pinquart & Sorensen, 2005; McCann et al., 2000; Blue Cross Blue Shield,
2020; Kim et al., 2023). It might also be explained by not all diseases and conditions
being included in the survey which was limited to the top ten leading causes of death as
determined by the Centers for Disease Control and Prevention (2022). It is also possible
that participants were not comfortable disclosing information on diseases and conditions

they have.

With the mental and physical toll of caregiving (Pinquart & Glajchen, 2012;
Schulz & Sherwood, 2008, Vitaliano et al., 2003), it is possible that caregivers do not
have the physical or mental energy to participate in health and wellness coaching.

Participants reported having diabetes, heart disease, cancer, and chronic lung disease
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which may involve multiple medical appointments and treatment regimens that require
time and have associated costs. Having less time and more medical costs may create

barriers and challenges to caregivers participating in health and wellness coaching.

There are opportunities for health and wellness coaches to work within medical
practices to provide services to caregivers who are already experiencing a chronic
condition or disease or who are at risk of developing one, putting themselves at risk as
well as those for whom they are providing care (Miyiwaki et al. 2020; Carbonelle,2023).
In addition, innovative models such as Caring for Caregivers (Carbonelle, 2023)
developed and launched in 2019 by Rush University, provides additional opportunities
for caregivers by engaging health care providers to address the needs of caregivers with
aims to change the ways the health system identifies and addresses the needs of family
caregivers of older adults, and to provide education and support them to improve their

and their care recipients' well-being.

Barrier/Challenge — Lack of Awareness of Health and Wellness Coaching

Over half of the caregivers participating in this research were not aware of health
and wellness coaching as a way to support caregivers in making health and wellness
improvements.  This researcher’s earlier pilot study (Chafin, 2021) also found an
overall lack of awareness of health coaching in the caregiver population. This is not
surprising as health and wellness coaching is an evolving field as evidenced by Wolever
et al.’s (2013) systematic review of 284 studies which sought to define health and
wellness coaching. If something cannot be defined, it cannot be effectively promoted,

which may result in lack of awareness. The general public may not be aware and
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knowledgeable of health and wellness coaching given that the industry itself is still

evolving. There may be opportunities for industry professionals to educate the public on
health and wellness coaching so that they know health and wellness coaches exist as well

as their roles and what they do.

Receptivity

It is important to understand variables that might impact caregiver receptivity to
health and wellness coaching in order to tailor health and wellness coaching interventions
that may be most effective for this population and to which they are receptive. Research
questions #2, #3 and #4 address differences in receptivity to health and wellness

coaching.

Receptivity and Health Status

For research question #2, study findings indicate that health status is a significant
predictor of receptivity, with “fair/poor” health being predictive of greater receptivity to
health and wellness coaching. It is possible that individuals with fair or poor health
recognize that they need assistance to make improvements in their health. For those with
chronic disease, their healthcare providers may have emphasized the importance of
making changes or they no longer want to deal with symptoms associated with their

conditions which might be improved with lifestyle change.

The study findings for this research question were unexpected, as other studies
such as that of Rissell’s (2019) study of pregnant women participating in a telephonic
lifestyle-based health coaching program, had women who were overweight or obese at

pre-pregnancy being more likely to withdraw from the program than women with normal
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pre-pregnancy body mass index (BMI), though it could be said that they were receptive

to initially participating as evidenced by enrollment in the program, and less receptive to
continued participation. This is similar to another study by Viken et al. (2019), which
while not specific to health and wellness coaching, examined predictors of older adults
participating in an exercise program. This study found the most self-reported indicator of
dropping out of an exercise program was for health reasons, though not specific to BMI
or weight as with the Rissell (2019) study. Additional reasons that followed were loss of
interest, lack of time, and family reasons. These studies demonstrate a relationship
between health status and receptivity to participating in healthy lifestyle programming,

though not specifically health and wellness coaching.

These examples in the literature may support the theory of individuals who may
be attempting to improve health behaviors and who may self-rate their health status as
unfavorable and in need of improvement being less receptive to interventions to improve
health status (e.g., health and wellness coaching). This is in contrast to the current study
findings which could be due to a more educated study population with greater access to

resources.

Self-reported subjective assessments of health status were discussed above as a
barrier and challenge to health and wellness coaching and allude to possible causes of
those reporting less favorable health statuses as less likely to engage in activities and
behaviors that protect their health (Cleary, 1997). It is also possible that the examples in
the literature are that of participants who may be lacking a sense of self-efficacy

(Bandura, 1986) for successful change, or not believing that receiving outside support
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(e.g., a health and wellness coach) could help them. It is possible that they have made

repeated attempts at behavior change and are now less receptive to trying another
intervention. Repeated unsuccessful attempts by smokers to quit smoking (United States
Department of Health and Human Services, 2020) as well as the high rates of New Year’s
resolutions being broken (Oscarrson et al., 2020) support the notion of behavior change
being difficult and individuals already having made multiple attempts to change health
behaviors, which may impact receptivity to further participation in interventions that
support health behavior change. Even if participants are initially receptive to participating
in an intervention or program, continuing long enough for lasting behavior change may
be challenging such as those in the Rissell (2019) and Viken (2019) studies. The findings
of the current study related to health status and receptivity to health and wellness

coaching are surprising given what is described in the literature.

It is noted that these findings in the literature cannot directly be compared with
the current study, however, which assesses initial receptivity to working with a health and
wellness coach. The findings do, however, provide insight to how health status might
impact continued participation by those who may be seeking health behavior change and
improvements in health status (i.e., specifically those individuals who see their health as
less favorable than those with “excellent/very good” health statuses). The findings in the
literature differ from that of the current study in that participants in the current study with
poor or fair health status are more receptive to an intervention to improve health

outcomes, specifically health and wellness coaching.
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Those in the current study reporting “excellent/very good” health being less
receptive to health and wellness coaching than those reporting “fair/poor” health might be
explained through the Transtheoretical Model (Prochaska & DiClemente, 1982) which
purports that there are varying stages of readiness for behavior change. Participants who
reported “excellent/very good” health in the current study may not demonstrate readiness
to work with a health and wellness coach if they see their health as already being
favorable. It is also possible that they have recently made improvements in their health
or lifestyle habits and are in the “maintenance” or “action” stage of the model, where they
do not feel a need for coaching. There may be other factors involved as explained by
Bandura’s (1986) Social Cognitive Theory including self-efficacy, where they may feel
they can achieve favorable health outcomes without outside help and may already be

working on health goals on their own.

While the current study findings indicate that for research question #2, health
status is a significant predictor of receptivity, with “fair/poor” health being predictive of
greater receptivity to health and wellness coaching, there are limitations to the current
study and further research is needed to assess receptivity to health and wellness coaching
and caregiver health status. In particular, the demographics of the largest number of
participants in the current study were White (Pinquart & Sorensen, 2005; McCann et al.,
2000; Blue Cross Blue Shield, 2020), higher income women (Kim et al., 2023), This
might explain the more favorable health status of those participating this this study which

does not reflect that of the general population and is also a limitation.
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Receptivity and Facilitators, Barriers, and Challenges

Findings for research question #3 indicate that the number of barriers and
challenges significantly predicted caregiver receptivity to health and wellness coaching,
while the number of facilitators marginally predicted receptivity to health and wellness

coaching.

These findings might be explained by the Social Cognitive Theory (Bandura,
1986) and reciprocal determinism as a key construct. People seeking to exert control over
important events in their lives by having a sense of agency may find that barriers and
challenges impact that sense of agency, decreasing their self-efficacy, outcome
expectations, goals, and self-evaluation and reducing their receptivity to health and
wellness coaching. (Bandura, 1986). It makes sense that even with multiple
facilitators present (i.e., adequate caregiver support, virtual coaching, health insurance
coverage, and motivation), barriers and challenges might still preclude participation
regardless of the number of facilitators present. As an example, if a caregiver’s health is
poor (barrier/challenge) and physical or mental health prohibits their participation in a
health and wellness coaching program, the fact that the costs are covered by an insurance
program (facilitator) and they have adequate support (facilitator) with respite care or
other resources may not matter and they still are precluded from participating in health
and wellness coaching. Similarly, while they may have insurance coverage for health
and wellness coaching (a facilitator), if they cannot afford the co-pay due to lack of
financial resources (a barrier), they may still be precluded from participating in health
and wellness coaching. The same can be said for the Social Cognitive Theory (Bandura,

1986) and facilitators increasing one’s sense of agency. It becomes a matter of which
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“outweighs” the other — facilitators or barriers and challenges - and would require

additional study.

Receptivity by Sex, Age, Race, Ethnicity, Income, Employment, Geographic Residence,
and Health Status

It is important to understand the impact that caregiver demographics may have on
receptivity to health and wellness coaching, in order to effectively tailor interventions.
Research question #4 addresses barriers, challenges, and facilitators to receiving health
and wellness coaching and how they may differ by sex, age, race, ethnicity, income,
employment, geographic area of residence, or health status.

There was no statistically significant difference in mean facilitators to receiving
health and wellness coaching for age, sex, and employment. There was a statistical
difference based on income, region of residence (South), and health status.

There was no statistically significant difference in mean barriers and challenges to
receiving health and wellness coaching for age, sex, and employment. There was a
statistical difference based on income, region of residence (South), and health status.

The sample was not large enough to include race and ethnicity in the analyses.

Age: There was no significant statistical difference for barriers and challenges by
age. Of the participants answering the question pertaining to age, ages 61-65 was the
largest single group of participants, indicating they were between the ages of 61 and 65.
This age group is included in the “baby boomer” demographic which is made up of
individuals born between 1946 — 1964 and currently in the year 2023, ages 59-77. When
accounting for those in the ages 56-60 group, the two combined represent over half of all

participants. This is not surprising and is reflective of the large percentage of caregivers
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who are baby boomers found by the Miyawaki et al. (2020) study which estimated the

prevalence of informal caregiving finding that of the 109,268 baby boomers surveyed,

24.2% were caregivers, and of all caregivers surveyed, 38.5% were baby boomers.

With an aging population (Vespa, 2019), and baby boomers themselves aging, it
confirms the importance of the current study having adequate representation from this
group as new strategies for addressing the health and wellness of this population — which
might include health and wellness coaching - tailored to their needs. While fewer
participants in the current study were within the age categories that include millennials
born between 1981-1986 and who would be ages 37-42 in the year 2023, they are well-
represented in the current study. The health impact of caregiving for millennials was
greater than for baby boomers and Gen X in one study (Blue Cross Blue Shield, 2020), so

having this population represented in the sample is also important.

Therefore, health and wellness coaching interventions consider the age of the
targeted participants and differences in barriers and challenges to health and wellness

coaching when developing interventions.

Sex: Analyses indicated that there was no statistically significant difference in
mean barriers and challenges, and facilitators to receiving health coaching based on sex.
However, this is an important factor associated with caregiving. The majority of study
participants were female (85.65%) and is representative of what is reported in the
literature (Family Caregiver Alliance, 2016; Institute on Aging, 2016; National Alliance
for Caregiving and AARP, 2020), with the majority of caregivers being female.

Estimates from these sources vary with females comprising anywhere from 60-75% of all
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caregivers. While the analyses in the current study did not find statistically significant
differences in mean barriers and challenges, and facilitators based on sex, it remains
important that these barriers and challenges, and facilitators be identified and addressed
to help optimize participation in health and wellness coaching interventions for female

caregivers, given the high percentage of females in caregiving roles.

Male caregivers should not be overlooked, however. While male caregivers do
not comprise the majority of caregivers reported in the literature (Family Caregiver
Alliance, 2016; Institute on Aging, 2016; National Alliance for Caregiving and AARP,
2020) or those represented in the current study, it is estimated that they do represent
approximately 25% of all caregivers (Family Caregiver Alliance, 2016;Institute on
Aging, 2016) with other estimates at 40% nationwide (National Alliance for Caregiving
and AARP, 2020). It is possible that the number of male caregivers is under-reported.
As noted by Kent et al. (2016), there is variance in the literature of how caregivers are
defined which may impact eligibility for and participation in research studies. Men may
not see providing financial assistance, assisting with household chores, or other non-
personal tasks as caregiving and elect not to participate in surveys or other research
activities and self-identify as a caregiver, though those forms of support do fit the more

objective American Psychological Association’s (2020) definition of caregiver.

Studies indicate male caregivers are more likely to help with finances,
arrangement of care, and other less burdensome tasks (National Alliance for Caregiving
& AARP, 2009) while 36% of female caregivers handle the most difficult caregiving

tasks (i.e., bathing, toileting, and dressing) as compared to 24% of males. In addition to
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males potentially being less likely to self-identify as a caregiver because they do not
recognize specific tasks as caregiving, another difference is in how they cope with stress
and solicit support. The AARP (2017) reports that males are less likely to open up to
others when feeling stressed or are overwhelmed by caregiving duties which may
translate into poor caregiver health, an identified barrier in the current study, and reduced
caregiver support, an identified facilitator in the current study. These findings should be
considered as health and wellness coaching interventions are developed and implemented

for male caregivers.

Income: There was a statistically significant difference in mean barriers and
challenges, and facilitators based on income. The current study had the largest number
and percentage of participants with income levels of $80,001 or more, making up almost
half of all study participants. From earlier research (Kim et al., 2023), it is known that
socioeconomics is an important consideration in health outcomes, and outcomes from the
current study indicate that cost is a barrier to participating in health and wellness

coaching for many caregivers.

It is not unexpected that those with higher incomes might have more facilitators.
For example, those with incomes under $20,000 may not be able to afford the cost of
respite care or have access to or be able to afford health insurance which may cover the
cost of health and wellness coaching, two facilitators. They may also not be able to afford
or have access to technology and thus virtual coaching. In addition, for barriers, lack of

resources would likely be a consideration for those in the $20,001-$40,000 income group,
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as would caregiver health given what is known about income levels and health status with

those with lower incomes often having less favorable health outcomes (Kim et al., 2023),

Based on these findings, and those for research question #3 that indicate the
number of barriers is more predictive of receptivity to health and wellness coaching than
the number of facilitators, it would be important to further examine the barriers to health
and wellness coaching for caregivers with incomes of $20,001 - $40,000. Examining
facilitators for those with incomes of $20,000 or less would also be helpful to better
understand how to improve caregiver receptivity to health and wellness coaching. There
are examples of studies in the literature that include facilitators, barriers, and challenges
to health and wellness coaching for vulnerable individuals, which include those with low
incomes (Jordan, 2013; U.S. Department of Agriculture, 2021; Howard & Lee, 2019),
though none were found specific to low-income caregivers. While facilitators, barriers,
and challenges were not the focus of these studies, they were addressed. Limited
incomes, long work hours, transportation, access to a health coach, lack of support
systems, physical environment (including homelessness or subsidized housing), and
health challenges were noted barriers and challenges in these studies. Facilitators
included low-cost coaching programs, coaching availability (e.g., coaching offered 24
hours a day, 7 days a week), increased access through providers trained in health and

wellness coaching, and telephone-based coaching.

Because socioeconomics play an important role in health outcomes (Kim et al.,
2023), and outcomes from the current study cite cost as a barrier to health and wellness

coaching for caregivers, health and wellness coaching interventions should consider cost
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and how it might serve as a barrier to participation in health and wellness coaching based
on income levels. While facilitators to health and wellness coaching for caregivers
should not be overlooked, additional research on other barriers specific to lower-income
populations would be helpful in addressing caregiver receptivity to health and wellness
coaching for this group, given the study results on barriers being a greater predictor of

receptivity than facilitators and findings specific to income and receptivity.

Employment: The majority of participants in the current study worked outside of
the home. While study findings did not demonstrate statistically significant differences
for this variable, it is important that these barriers and challenges, and facilitators be
identified and addressed to help optimize participation in health and wellness coaching
interventions for caregivers who work outside of the home. According to AARP, an
estimated one in six employees are caregivers (AARP, n.d.) who may experience lack of
time as a barrier. Lack of time was one of the most common barriers and challenges in
the study. In addition, with caregiver support and health insurance coverage of health and
wellness coaching being facilitators identified in the current study, workplace health and
wellness coaching interventions and employer sponsored coverage of costs may be

avenues for health and wellness coaching professionals to explore.

Geographic location: Participants were primarily from Tennessee. Findings
from the current study indicate statistically significant differences based on region of
residence. There was a significantly lower average number of facilitators to receiving
health coaching for participants in other regions when compared to those the south, with

those in other regions having one less facilitator on average than those in the south
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region. There was a statistically significant higher number of barriers in other regions as
compared to the south region, with those in other regions having an average of two more

barriers on average than those in the south region.

In the United States, southern states were reported to have the highest prevalence
of informal caregivers (>25%) during 2015 to 2017 and age-adjusted rates of informal
caregivers reporting fair or poor health in Alabama, Louisiana, Mississippi, and
Tennessee during 2015 to 2017 were reported to be 20% or more (Edwards et al., 2020).
It is known that chronic disease is more prevalent in the Southern region of the country
(Barker et al., 2011; Oates et al., 2017; Tanner et al., 2013; Vaughn et al., 2014), so it is
not surprising that there may be more caregivers in the southern states. With the current
study findings that those in the south region had more facilitators and fewer barriers to
health and wellness coaching on average than those in other regions, there are
opportunities for health and wellness coaching to have a positive impact on a region with
documented high prevalence of informal caregivers and with unfavorable health

outcomes (Edwards et al., 2020).

With socioeconomic status and incomes on average being lower in the south as
well as poorer health outcomes, both identified barriers in the current study, it might be
expected that on average the number of barriers for this region would be greater, though
that was not the case given the study findings. Further research might determine which
individual barriers as well as individual facilitators are more common for this region.
With the prevalence of more minorities in southern states (United States Census, 2020), it

is possible that caregiver support is more common in the south region, similar to that
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found in other studies (Pinquart & Soérensen, 2005) where minority caregivers were more
likely to receive support from family and friends. This may be an area for further

exploration.

It is important that health and wellness coaching interventions consider
geographic region and caregiver facilitators, barriers, and challenges that may vary based
on region of residence. There were no identified coaching interventions specifically

targeting individuals that live in the south or in any other specific region.

Health Status: Findings for health status are specific to research questions #2
and #4. Caregivers participating in the current study reported diabetes as the most
common chronic disease, which is also the most common area for disease-specific health
and wellness coaching research (Health and Wellness Coaching Compendium (Sforzo et
al.,2017; Sforzo et al., 2019). Heart disease was the second most cited in this study and
also included in the Health and Wellness Coaching Compendium as a common area of
study. With caregiver health status identified as a barrier or challenge to health and
wellness coaching in the current study, and poor caregiver health noted in the literature
(Miyiwaki et al.,2020; Carbonelle, 2023; Edwards et al. 2020), identifying or developing
effective health and wellness coaching interventions for caregivers experiencing chronic
disease might be considered that take into account factors such as medication adherence,
prescribed lifestyle changes with diet and physical activity, self-monitoring of clinical
indicators (i.e., blood sugars, HbAlc , blood pressure), stress management, and resources

available for social support for a given condition.
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Receptivity and Caregiver Health Areas Ready to Address

Research questions #1 — 4 each include receptivity. In examining receptivity as
measured by caregiver motivation to work with a health and wellness coach in a given
area, participants in this study responded to questions about areas they felt a need to
address and were either “very ready” to address or “somewhat ready” to address. Answer
choices to survey questions specific to readiness were modeled after the Transtheoretical
Model (Prochaska & DiClemente 1982). The Transtheoretical model helps in
understanding the results as different strategies are needed for individuals who are
“somewhat ready” than those who are “very ready.” Health and wellness coaches can
determine where an individual falls in stages of readiness and can tailor coaching
sessions accordingly for successful behavior change. Moving from “somewhat ready” to
“very ready” and how that might happen can be explored through motivational

interviewing and self-discovery.

Areas identified as needing to be addressed with participants being “very ready”
were not surprising. Most frequently cited was managing stress, followed by and in
order, increasing energy, improving sleep habits, and improving the ability to be “in the
moment” and focus. These areas were clearly demonstrated in participant opinions and
feedback to open-ended questions on the survey which provide context to this discussion.
One research participant directly noted lack of sleep and energy in particular, and stress
indirectly, “With the caregiver shortage and a nonverbal total care parent I can’t even get
help to allow me time to shower and do other basic personal care every day so time for
this would take away sleep which I can’t afford to do and function.” Another participant

noted “I have less time and energy for myself, and I can barely take care of the
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minimum.” This example also indicates lack of caregiver support, with support a noted

facilitator in this study.

Limitations

This research had several limitations that should be noted. With so few studies
that look at both caregivers and health and wellness coaching, there were very limited
studies to review. The lack of standardized evaluation tools was a limitation to the
development of the survey. There also was no clearly defined variable to measure
receptivity to health and wellness coaching in the literature. Another limitation was the
length of the survey developed for this research and time for completion. The survey
took approximately 25-30 minutes to complete which may have resulted in fewer
individuals being willing to complete the survey without additional incentives which

were not available for this study.

The sample size of 202 participants after data cleaning was less than the goal of
400 and a limitation of this study. This may have affected the ability to detect significant
differences in groups. There were also limitations on generalizability due to participant
demographics (i.e., needed more diverse geographic, racial, ethnic, gender, and
socioeconomic representation). While the survey was promoted widely including online
through multiple online communities and social media platforms which reached an
international audience, participants were primarily from Tennessee with 102 participants
or 56.6% being from Tennessee and likely due to extensive networking and personal
outreach and contact made by the researcher who lives in Tennessee. While research has

found the majority of caregivers to be female, having a larger number of male
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participants in the current study sample would have been helpful in better understanding

facilitators, barriers and challenges for this population.

The survey was limited to those who can read and understand English. Because
of these limitations, study results may not be generalizable to a linguistically diverse

population.

Another limitation to the study was that data specific to the number of hours spent
caregiving was collected as a limited range of hours and not actual hours. The current
study attempted to broadly address barriers and challenges, and facilitators and
receptivity to health and wellness coaching. Given the findings of the current study with
caregiver support identified as a common facilitator for the population studied, more
focused research can be done specific to caregiving hours and barriers, challenges, and
facilitators and receptivity to health and wellness coaching. The National Alliance for
caregiving and AARP (2015) report that 4 in 10 (40%) caregivers are in high-burden
situations, 18% medium burden, and 41% low burden based on the Level of Care Index
(AARP and National Alliance for Caregiving, 1997). It is noted that burden of care
increases with the hours of care provided and that providers are classified as “high
burden” if they provide more than 21 hours or more of caregiving in a week. This report
found that 92% of caregivers provided 21 more hours per week or more as compared to
16% of lower hour providers. Further study pertaining to facilitators, barriers, and
challenges to health and wellness coaching where more precise hours of caregiving
provided may be useful with targeted coaching interventions based on level of caregiver

burden.
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While there were several limitations to this study, there were noted strengths such
as the use of a validated and reliable instruments, the American Medical Association
(AMA) Caregiver Self-Assessment Questionnaire (2009) and the Centers for Disease

Control and Prevention (2019) “Healthy Days Measures,” as part of the larger survey.

Future Recommendations

It is recommended that facilitators, and barriers and challenges to health and
wellness coaching by caregivers of older adults be further explored including research
with larger sample sizes that are representative of a diverse population, specifically by
sex, race, ethnicity, and geographic area of residence, and that more male caregivers are

included in the sample.

Some of the most common facilitators, barriers, and challenges cited in this study
as well as others specific to health and wellness coaching were virtual coaching to
support caregiver isolation and limited time, health insurance coverage, caregiver
support, lack of time, lack of awareness of health and wellness coaching, caregiver
health, lack of financial resources and cost, and physical environment. Addressing these

areas by developing interventions that consider each would be worthwhile.

Strategies to explore to address common barriers and challenges and to maximize

facilitators include:

e Identifying innovative approaches to coaching that will maximize
favorable health outcomes with the least amount of time required by the

caregiver;
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e Educating caregivers on health and wellness coaching that may be
available to them at a low cost through insurance providers, medical
providers or other sources;

e Educating caregivers on available support resources; and

e Making caregivers aware of coaching interventions that utilize technology
for those isolated at home with loved ones.

Exploring expansion of the innovative Caring for Caregivers (Carbonelle, 2023)
model developed and launched in 2019 by Rush University, to include health and
wellness coaches as part of the professional team, and to expand the initiative to more
healthcare provider practices, may provide additional opportunities for caregivers to
receive needed support and resources to help improve their and their care recipients' well-
being. Supporting the American Medical Association and the NBHWC’s efforts to
expand health and wellness coaching from a Category Il emerging service to that of a
Category I service would create more opportunities for caregivers to receive health and

wellness coaching as an insurance covered service.

Lastly, exploring funding mechanisms that would support respite care for
caregivers to participate in health and wellness coaching sessions would be an
opportunity to maximize participation much like providing childcare for parents

participating in parenting classes might maximize participation.

Conclusion
In summary, the United States has an aging population and is projected to have

more older adults than children by the year 2035 (Vespa, 2019). Unpaid caregivers
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represent more than one in five Americans with that number increasing, with this group
generally having poor health (The National Alliance for Caregiving (NAC) and AARP,
2020). The Centers for Disease Control and Prevention (2022) indicates that six in 10
adults in the United States have a chronic disease, and four in 10 have two or more.
Chronic disease is often connected to lifestyle and behaviors (Centers for Disease Control
and Prevention, 2022). Health and wellness coaching is an emerging field demonstrating
positive outcomes and which may be an effective strategy to facilitate improved health
outcomes for caregivers, a generally unhealthy population. By understanding and
addressing facilitators, barriers, and challenges to health and wellness coaching for this
population, this group may be more receptive to opportunities to participate in a

promising strategy for improved health behaviors and outcomes.

Coaching interventions that consider efficient use of caregiver time and that
address caregiver concern over lack of time, those where the costs are covered by
insurance and where caregivers are made aware of such, as well as those that utilize
technology as a means of addressing caregiver isolation and inability to leave the home,
and educating caregivers on available caregiver support resources may address common
barriers and challenges while maximizing facilitators for this population to participate in

health and wellness coaching.

Supporting expansion of innovative programs that link healthcare providers with
caregivers such as the Caring for Caregivers (Carbonelle, 2023) model and supporting the
American Medical Association and NBHWC’s (National Board for Health and Wellness

Coaching, n.d.). efforts to move health and wellness coaching from a Category III
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emerging service to that of a Category I service will create more opportunities for
caregivers to receive health and wellness coaching. Lastly, exploring funding
mechanisms to support the cost of respite care to allow caregivers freedom to participate

in health and wellness coaching sessions may eliminate barriers as well.



149
REFERENCES

AARP (n.d.). Supporting Family Caregivers Providing Complex Care. Retrieved
11/01/2023, from https://www.aarp.org/ppi/initiatives/supporting-family-

caregivers-providing-complex-care/.

AARP (n.d.). Helping Employers Support and Retain Working Caregivers. Retrieved

11/01/2023, from https://www.aarp.org/work/caregiving-resources/

AARP and National Alliance for Caregiving (1997). Caregiving in the United States
1997. Retrieved 11/01/23, from https://www.caregiving.org/wp-

content/uploads/2020/05/finalreport97.pdf

AARP (2017). The Hidden Male Caregiver. Retrieved 11/01/2023, from
https://www.aarp.org/caregiving/life-balance/info-2017/hidden-male-

caregiver.html

Alfredsson, J. (2002). Days of full health in Givleborg County: an attempt to measure
health-related quality of life in the population using the CDC's Health Days
questionnaire. Community Medicine Gdvleborg, County Council Gévleborg.

Retrieved 11/1/2023, from https://www.regiongavleborg.se/smg/Dgrmth.htm

Almeida, O. P., Marsh, K., Murray, K., Hickey, M., Sim, M., Ford, A., & Flicker, L.
(2016). Reducing depression during the menopausal transition with health
coaching: Results from the healthy menopausal transition randomised controlled

trial. Maturitas, 92, 41-48.



150
Alpajora, B., Gerhardt, N., Thielen, C. C., Dunn, W., & Mulcahey, M. J. (2021). Health

coaching in context for caregivers of youth with spinal cord injury: A feasibility
study. AJOT: American Journal of Occupational Therapy, 75(S2).

https://doi.org/10.5014/aj0t.2021.75S2-PO97

American Academy of Family Physicians (2023). Caregiver Health and Wellness.

https://familydoctor.org/caregiver-health-and-wellness/

American Library Association (2023). Digital Literacy. Retrieved 11/11/2023, from
https://literacy.ala.org/digital-literacy/

American Medical Association (2009). Caregiver Self-Assessment. Healthyaging.org.
Retrieved 11/01/2023, from https://www.healthinaging.org/tools-and-
tips/caregiver-self-assessment-questionnaire

American Psychological Association (2011). What do Family Caregivers Do? Caregiver
Briefcase. Retrieved 11/01/2023, from
https://www.apa.org/pi/about/publications/caregivers/faq/family

American Psychological Association (2020). Caregivers. Retrieved 11/01/2023, from
https://www.apa.org/pi/about/publications/caregivers/

American Psychological Association (2021). Family Caregivers' Needs Are Often
Invisible. Retrieved 11/01/2023, from
https://www.apa.org/pi/about/publications/caregivers/faq/invisible-needs

Aschbrenner, K. A., Naslund, J. A., Tomlinson, E. F., Kinney, A., Pratt, S. I., & Brunette,

M. F. (2019). Adolescents' use of digital technologies and preferences for mobile



151
health coaching in public mental health settings. Frontiers in Public Health, 7,

178.

Baik, D., Reeder, B., Coats, H., Baker, C., & Jankowski, C. (2023). Perceptions and
attitudes toward a proposed digital health physical activity program among older
family caregivers of persons with heart failure: a qualitative study. Informatics for
Health and Social Care, 48(3), 239-251.

Bandura, A. (1986) and National Institute of Mental Health. Social foundations of
thought and action: A social cognitive theory. Prentice-Hall, Inc.

Barile, J. P., Reeve, B. B., Smith, A. W., Zack, M. M., Mitchell, S. A., Kobau, R., Cella,
D. F., Luncheon, C., & Thompson, W. W. (2013). Monitoring population health
for Healthy People 2020: evaluation of the NIH PROMIS® Global Health, CDC
Healthy Days, and satisfaction with life instruments. Quality of Life Research: An
International Journal of Quality of Life Aspects of Treatment, Care and
Rehabilitation, 22(6), 1201-1211. https://doi.org/10.1007/s11136-012-0246-z

Barker, L. E., Kirtland, K. A., Gregg, E. W., Geiss, L. S., & Thompson, T. J. (2011).
Geographic distribution of diagnosed diabetes in the U.S.: a diabetes belt.
American Journal of Preventive Medicine, 40(4), 434—439.
https://doi.org/10.1016/j.amepre.2010.12.019

Barrett, S., Begg, S., O’Halloran, P., & Kingsley, M. (2020). A physical activity coaching
intervention can improve and maintain physical activity and health-related
outcomes in adult ambulatory hospital patients: The Healthy4U-2 randomised
controlled trial. International Journal of Behavioral Nutrition and Physical

Activity, 17(1), 1-11.



152
Beach, S. R., Schulz, R., Donovan, H., & Rosland, A. M. (2021). Family caregiving

during the COVID-19 pandemic. The Gerontologist, 61(5), 650—660.
https://doi.org/10.1093/geront/gnab049

Bennett, H. D., Coleman, E. A., Parry, C., Bodenheimer, T., & Chen, E. H. (2010).
Health coaching for patients with chronic illness. Family Practice Management,
17(5), 24-29.

Blue Cross Blue Shield. (2020). The Impact of Caregiving on Physical and Mental
Health. https://www.bcbs.com/the-health-of-america/reports/the-impact-of-

caregiving-on-mental-and-physical-health

Butterworth, S., Linden, A., McClay, W., & Leo, M. C. (2006). Effect of motivational
interviewing-based health coaching on employees' physical and mental health

status. Journal of occupational health psychology, 11(4), 358-365.

https://doi.org/10.1037/1076-8998.11.4.358

Cambridge Dictionary (n.d.). Receptivity. In Cambridge.org dictionary. Retrieved
11/01/23, from

https://dictionary.cambridge.org/dictionary/english/receptiveness?q=receptivity

Caramenti, M., & Castiglioni, I. (2022). Determinants of Self-Perceived Health: The
Importance of Physical Well-Being but Also of Mental Health and Cognitive
Functioning. Behavioral Sciences (Basel, Switzerland), /2(12), 498.

https://doi.org/10.3390/bs12120498

Carbonelle, E. L. (2023). ‘Caring for Caregivers’ model addresses needs of those looking

after others. Health Progress, 104(2), 60—63.



153
Carter, A. D., & Bloom, G. A. (2009). Coaching knowledge and success: Going beyond

athletic experiences. Journal of Sport Behavior, 32(4), 419-437.

Centers for Disease Control and Prevention (2022). Chronic Diseases in America.
Retrieved 11/01/2023, from

https://www.cdc.gov/chronicdisease/resources/infographic/chronic-diseases.htm

Centers for Disease Control and Prevention (2019). Healthy Days Measures. Retrieved
11/01/2023, from

https://archive.cdc.gov/#/details?url=https://www.cdc.gov/hrqol/methods.htm

Centers for Disease Control and Prevention (CDC) (2002). Health-related quality of
life--Puerto Rico, 1996-2000. MMWR. Morbidity and Mortality Weekly Report,

51(8), 166-168.

Chafin, Cynthia (2021). Receptiveness, challenges and barriers - health coaching for
multi-generational caregivers — the sandwich generation (Unpublished Paper).

Health and Human Performance, Middle Tennessee State University.

Chapman, L. S., Lesch, N., & Baun, M. P. (2007). The role of health and wellness
coaching in worksite health promotion. American Journal of Health Promotion:

AJHP, 21(6), 1-iii. https://doi.org/10.4278/0890-1171-21.6.tahp-1

Cleary P. D. (1997). Subjective and objective measures of health: which is better when?
Journal of Health Services Research & Policy, 2(1), 3—4.

https://doi.org/10.1177/135581969700200102



154
Clements, V., Leung, K., Khanal, S., Raymond, J., Maxwell, M., & Rissel, C. (2016).

Pragmatic cluster randomised trial of a free telephone-based health coaching
program to support women in managing weight gain during pregnancy: the Get

Healthy in Pregnancy Trial. BMC Health Services Research, 16(1), 1-9.

Cohen, C. A., Colantonio, A., & Vernich, L. (2002). Positive aspects of caregiving:
rounding out the caregiver experience. International Journal of Geriatric

Psychiatry, 17(2), 184—188. https://doi.org/10.1002/gps.561

Crampton, C. (1950). The essentials of the geriatric examination at 50. Geriatrics, 5, 1—

14.

Davidson, K. W., & Scholz, U. (2020). Understanding and predicting health behaviour
change: a contemporary view through the lenses of meta-reviews. Health

Psychology Review, 14(1), 1-5. https://doi.org/10.1080/17437199.2020.1719368

Edwards, V. J., Bouldin, E. D., Taylor, C. A., Olivari, B. S., & McGuire, L. C. (2020).
Characteristics and Health Status of Informal Unpaid Caregivers - 44 States,
District of Columbia, and Puerto Rico, 2015-2017. MMWR: Morbidity &
Mortality Weekly Report, 69(7), 183—188. https://doi-

org.ezproxy.mtsu.edu/10.15585/mmwr.mm6907a2

Epstein-Lubow, G., Gaudiano, B.A., Hinckley, M., Salloway, S. and Miller, L W. (2010),
Evidence for the validity of the American Medical Association's Caregiver Self-

Assessment Questionnaire as a screening measure for depression. Journal of the



155
American Geriatrics Society, 58: 387-388. Retrieved 11/01/23 from,

https://pubmed.ncbi.nlm.nih.gov/20370867/

Families of Cancer Survivors Challenged by Intense, Episodic Caregiving Experiences.

(2016, June 20). PRWeb Newswire.

Family Caregiver Alliance (n.d.). Caregiver Isolation and Loneliness. Retrieved
11/10/23, from https://www.caregiver.org/news/caregiver-isolation-and-

loneliness/

Family Caregiver Alliance (2002). Caregiver Depression — A Silent Health Crisis.
Retrieved 11/01/2023, from https://www.caregiver.org/resource/caregiver-

depression-silent-health-crisis/

Family Caregiver Alliance (n.d.). Caregiver Health. Retrieved 11/01/2023, from

https://www.caregiver.org/resource/caregiver-health/

Family Caregiver Alliance (2012). Selected Long-term Care Caregiver Statistics (Fact
Sheet). Retrieved 11/01/2023, from https://www.caregiver.org/resource/selected-

long-term-care-statistics/

Family Caregiver Alliance (2016). Caregiver Statistics: Demographics. Retrieved 11/-
01/23, from https://www.caregiver.org/resource/caregiver-statistics-

demographics/

Family Caregiver Alliance (2023). State Caregiving Profiles. Retrieved 11/01/23, from

https://www.caregiver.org/research-policy/state-caregiving-profiles/



156
Ferré-Grau, C., Raigal-Aran, L., Lorca-Cabrera, J., Lluch-Canut, T., Ferré-Bergada, M.,

Lleixa-Fortuiio, M., Puig-Llobet, M., Miguel-Ruiz, M. D., & Albacar-Rioboo, N.
(2021). A mobile app-based intervention program for nonprofessional caregivers

to promote positive mental health: randomized controlled trial. JMIR Mental

Health and Health, 9(1), €21708. https://doi.org/10.2196/21708

Folkman, S., & Moskowitz, J. T. (2000). Positive affect and the other side of coping.

American Psychologist, 55, 647-654.

Fujimoto, K. (2017). Effectiveness of coaching for enhancing the health of menopausal

Japanese women. Journal of Women & Aging, 29(3), 216-229.

Gallagher, S., & Wetherell, M. A. (2020). Risk of depression in family caregivers:
unintended consequence of COVID-19. BJPsych, 6(6), el119.

https://doi.org/10.1192/bj0.2020.99

Gierisch JM, Hughes JM, Edelman D, et al. (2017). The effectiveness of health coaching.
Washington (DC): Department of Veterans Affairs (US); Retrieved 3/20/22.

https://www.ncbi.nlm.nih.gov/books/NBK487702/

Glajchen M. (2012). Physical well-being of oncology caregivers: an important quality-of-
life domain. Seminars in Oncology Nursing, 28(4), 226-235.

https://doi.org/10.1016/j.soncn.2012.09.005

Goodwin, R., Engstrom, G. (2002). Personality and the perception of health in the

general population. Psychol. Med. 32, 325-332.



157
Groves, Robert M., Fowler Jr., Floyd J., Couper, Mick. P., Lepkowski, James. M.,

Singer, Eleanor, and Tourangeau, Roger (2009). Survey methodology (Second

Edition). John Wiley and Sons, Inc.

Hajek, A., Kretzler, B., & Konig, H. H. (2021). Informal caregiving, loneliness and social
isolation: A systematic review. International Journal of Environmental Research

and Public Health, 18(22), 12101. https://doi.org/10.3390/ijerph182212101

Haley, W. E., LaMonde, L.A., Han, B., Burton, A.M., & Schonwetter, R. (2003).
Predictors of depression and life satisfaction among spousal caregivers in hospice:

Application of a stress process model. Journal of Palliative Medicine, 6, 215-224.

Haley, W. E., Allen, J. Y., Grant, J. S., Clay, O. J., Perkins, M., & Roth, D. L. (2009).
Problems and benefits reported by stroke family caregivers: Results from a
prospective epidemiological study. Stroke, 40(6), 2129-2133.

doi:10.1161/STROKEAHA.108.545269

Hansen, M.S., Fink, P., Frydenberg, M., Oxhoy, M.L., Sondergaard, L., Eriksen, M.,
(2001). Mental disorders in medical inpatients and the association to severity of
illness, self-rated physical disability, and health-perception. Psychosomatics 42,

41-47.

Harvath, T. A., Mongoven, J. M., Bidwell, J. T., Cothran, F. A., Sexson, K. E., Mason, D.
J., & Buckwalter, K. (2020). Research priorities in family caregiving: process and

outcomes of a conference on family-centered care across the trajectory of serious



158
illness. The Gerontologist, 60(Suppl 1), S5-S13.

https://doi.org/10.1093/geront/gnz138

Hasin DS, Goodwin RD, Stinson FS, et al. (2005). Epidemiology of major depressive
disorder: results from the National Epidemiologic Survey on Alcoholism and

Related Conditions. Arch Gen Psychiatry; 62:1097-1106

Hayes E and Kalmakis KA (2007). From the side- lines: coaching as a nurse practitioner
strategy for improving health outcomes. J Am Acad Nurse Pract 2007; 19: 555—

562.

Health Coaching Institute (n.d.). Wellness Coach vs. Health Coach: The Key Differences.
https://www.healthcoachinstitute.com/articles/wellness-coach-vs-health-coach-

the-key-differences/

Hilgeman, M. M., Allen, R. S., DeCoster, J., & Burgio, L.D. (2007). Positive aspects of
caregiving as a moderator of treatment outcome over 12 months. Psychology and

Aging, 22, 361-371.

Hirschman, K. B., Bowles, K. H., Garcia-Gonzalez, L., Shepard, B., Walser, T. J.,
Thomas, G. L., Stawnychy, M. A., & Riegel, B. (2021). Lessons learned from the
implementation of a video health coaching technology intervention to improve

self-care of family caregivers of adults with heart failure. Research in Nursing &

Health, 44(1), 250-259. https://doi.org/10.1002/nur.22100



159
Howard, E., & Lee, B. (2019). Use of a wellness coaching model among urban-dwelling,

low-income older adults. J Comm Pub Health Nursing 5:232. DOI:

10.4172/2471-9846.1000232

Hoyt, J. (2001). The sandwich generation. Senior Living. Retrieved 11/01/2023, from

https://www.seniorliving.org/caregiving/sandwich-generation/

Hudlicka E. (2013). Virtual training and coaching of health behavior: example from
mindfulness meditation training. Patient Education and Counseling, 92(2), 160—

166. https://doi.org/10.1016/j.pec.2013.05.007

Huffman MH. Advancing the practice of health coaching: differentiation from wellness
coaching. Workplace Health & Safety. 2016;64(9):400-403.

doi:10.1177/2165079916645351

IBM Corp. (2022). IBM SPSS Statistics for Windows (Version 29.0) [Computer

software]. IBM Corp.

Institute on Aging (2016). Aging in America: Women caregivers. Retrieved 11/01/2023,

from https://www.ioaging.org/aging-in-america#caregivers

Jafar, N., Huriyati, E., Haryani, Lazuardi, L., & Setyawati, A. (2023). Exploring the
coach-client interaction of virtual health coaching conducted in patients with type
2 diabetes mellitus: A scoping review. Diabetes & Metabolic Syndrome, 17(7),

102787. https://do1.org/10.1016/5.dsx.2023.102787

Jordan M. (2013). Health coaching for the underserved. Global Advances in Health and

Medicine, 2(3), 75-82. https://doi.org/10.7453/gahm;.2013.025



160
Jordan, M., Wolever, R. Q., Lawson, K., & Moore, M. (2015). National training and

education standards for health and wellness coaching: the path to national
certification. Global Advances in Health and Medicine, 4(3), 46-56.

https://doi.org/10.7453/gahmj.2015.039

Keller, R., Wangenheim, F. v., Mair, J., & Kowatsch, T. (2023). Chapter 6 - Receptivity
to mobile health interventions. Digital Therapeutics for Mental Health and

Addiction, 65-77.

Kent, E. E., Rowland, J. H., Northouse, L., Litzelman, K., Chou, W. Y. S., Shelburne, N.,
Huss, K. (2016). Caring for caregivers and patients: Research and clinical
priorities for informal cancer caregiving. Cancer, 122(13), 1987-1995.

doi:10.1002/cncr.29939

Kim, Y., Vazquez, C., & Cubbin, C. (2023). Socioeconomic disparities in health
outcomes in the United States in the late 2010s: results from four national
population-based studies. Archives of Public Health, 81(1).

https://doi.org/10.1186/s13690-023-01026-1

Kim, Y., & Given, B. A. (2008). Quality of life of family caregivers of cancer survivors:
across the trajectory of the illness. Cancer, 112(11 Suppl), 2556-2568.

https://doi.org/10.1002/cncr.23449

Leemrijse, C., Vervloet, M., Dijk, L. V., & Korevaar, J. (2020). Effective and
sustainable lifestyle-interventions to reduce the risk of cardiovascular diseases for

women from the menopause: a literature review. Archives of Women, Health and



161
Care, 3(2). https://researchopenworld.com/wp-content/uploads/2020/06/AWHC-

3-3-308.pdf

Lovell, B., & Wetherell, M. A. (2011). The cost of caregiving: Endocrine and immune
implications in elderly and non-elderly caregivers. Neuroscience and

Biobehavioral Reviews, 35(6), 1342-1352. doi:10.1016/j.neubiorev.2011.02.007

Liu, C., Marino, V. R., Howard, V. J., Haley, W. E., & Roth, D. L. (2023). Positive
aspects of caregiving in incident and long-term caregivers: Role of social
engagement and distress. Aging & Mental Health, 27(1), 87-93.

https://doi.org/10.1080/13607863.2021.2000935

McCann, J.J., L.E. Hebert, L.A. Beckett, M.C. Morris, P.A. Scherr, & D.A. Evans
(2000). Comparison of informal caregiving by Black and White older adults in a

community population. Journal of the American Geriatrics Society 48,1612-1617.

Margolius, D., Bodenheimer, T., Bennett, H., Wong, J., Ngo, V., Padilla, G., & Thom, D.
H. (2012). Health coaching to improve hypertension treatment in a low-income,

minorized population. The Annals of Family Medicine, 10(3), 199-205.

Merriam-Webster (n.d.). Receptivity. In Merriam-Webster.com dictionary. Retrieved

11/02/23, from https://www.merriam-webster.com/dictionary/receptivity

Miller, W. R., & Rollnick, S. (2013). Motivational interviewing: Helping people to

change (3rd ed.). Guilford Press.

Miller, W. R., & Rose, G. S. (2009). Toward a theory of motivational interviewing.

American Psychologist, 64(6), 527-537. https://doi.org/10.1037/a0016830



162
Miyawaki, C. E., Bouldin, E. D., Taylor, C. A., & McGuire, L. C. (2020). Baby boomers

as caregivers: Results from the behavioral risk factor surveillance system in 44
States, the district of Columbia, and Puerto Rico, 2015-2017. Preventing Chronic

Disease, 17. DOI: http://dx.doi.org/10.5888/pcd17.200010external icon

Moriarty, D. G., Zack, M. M., & Kobau, R. (2003). The Centers for Disease Control and
Prevention's Healthy Days Measures - population tracking of perceived physical
and mental health over time. Health and Quality of Life Outcomes, 1, 37.

https://doi.org/10.1186/1477-7525-1-37

National Alliance for Caregiving (NAC) (2009). Caregiving in the U.S. 2009. Retrieved

11/02/2023, from https://www.caregiving.org/research/caregiving-in-the-us-2009/

National Alliance for Caregiving (NAC) and AARP (2020). Caregiving in the U.S. 2020.
Retrieved 11/02/2023, from https://www.aarp.org/ppi/info-2020/caregiving-in-

the-united-states.html?CMP=RDRCT-PPI-CAREGIVING-042920

National Alliance for Caregiving (NAC) and AARP (2015). Caregiving in the U.S. 2015.
Retrieved 11/02/2023, from https://www.caregiver.org/resource/caregiver-

statistics-demographics/

National Board for Health and Wellness Coaching (n.d.). https://nbhwc.org/

National Board for Health and Wellness Coaching (n.d.). NBC-HWC Information.

Retrieved 11/09/23, from https://nbhwc.org/nbchwc/



163
National Center for Health Statistics. Health, United States, 2020-2021: Annual

Perspective. Hyattsville, Maryland. 2023. DOI:

https://dx.doi.org/10.15620/cdc:122044

National Council on Aging. Social isolation and loneliness of caregivers. Retrieved
11/02/2023, from https://www.ncoa.org/caregivers/health/behavioral-

health/isolation-loneliness

Nyenhuis, S. M., Balby, G. M., Ma, J., Marquez, D. X., Wilbur, J., Sharp, L. K., &
Kitsiou, S. (2020). A walking intervention supplemented with mobile health
technology in low-active urban African American women with asthma: proof-of-

concept study. JMIR Formative Research, 4(3), €13900.

Oates, G. R., Jackson, B. E., Partridge, E. E., Singh, K. P., Fouad, M. N., & Bae, S.
(2017). Sociodemographic patterns of chronic disease: How the mid-south region
compares to the rest of the country. American Journal of Preventive Medicine,

52(1S1), S31-S39. https://doi.org/10.1016/j.amepre.2016.09.004

Ogourtsova, T., O'Donnell, M., De Souza Silva, W. and Majnemer, A. (2019). Health
coaching for parents of children with developmental disabilities: a systematic
review. Dev Med Child Neurol, 61: 1259-1265.

https://doi.org/10.1111/dmcn. 14206

Oliveira, D., Zarit, S. H., & Orrell, M. (2019). Health-promoting self-care in family
caregivers of people with dementia: The views of multiple stakeholders. The

Gerontologist, 59(5), e501—e511. https://doi.org/10.1093/geront/gnz029



164
Olivier, C. B., Middleton, S. K., Purington, N., Shashidhar, S., Hereford, J., Mahaffey, K.

W., & Turakhia, M. P. (2021). Why digital health trials can fail: Lessons learned
from a randomized trial of health coaching and virtual cardiac rehabilitation.
Cardiovascular Digital Health Journal, 2(2), 101-108.

https://doi.org/10.1016/j.cvdh;j.2021.01.003

Olsen, J. M., & Nesbitt, B. J. (2010). Health coaching to improve healthy lifestyle
behaviors: an integrative review. American Journal of Health Promotion: AJHP,

25(1), el—el2. https://doi.org/10.4278/ajhp.090313-LIT-101

Olsen J. M. (2014). Health coaching: a concept analysis. Nursing Forum, 49(1), 18-29.

https://doi.org/10.1111/nuf. 12042

Oscarsson, M., Carlbring, P., Andersson, G., & Rozental, A. (2020). A large-scale
experiment on New Year's resolutions: Approach-oriented goals are more
successful than avoidance-oriented goals. PLOS One, 75(12), €0234097.

https://doi.org/10.1371/journal.pone.0234097

Ounpuu, S., Krueger, P., Vermeulen, M., & Chambers, L. (2000). Using the U.S.
Behavior Risk Factor Surveillance System’s Health Related Quality of Life
Survey Tool in a Canadian City. Canadian Journal of Public Health / Revue

Canadienne de Sante’e Publique, 91(1), 67-72.

Palmer, S., Tubbs, 1., & Whybrow, A. (2003). Health coaching to facilitate the promotion

of healthy behaviour and achievement of health-related goals. International



165
Journal of Health Promotion and Education, 41(3), 91-93.

https://doi.org/10.1080/14635240.2003.1080623 1

Perlman, A., & Dabrh, A. M. A. (2020). Health and Wellness coaching in serving the
needs of today’s patients: a primer for healthcare professionals. Global Advances
in Health and Medicine, 9, 216495612095927.

https://doi.org/10.1177/2164956120959274

Pinquart, M. & Sorensen, S. (2005). Ethnic differences in stressors, resources, and
psychological outcomes of family caregiving: A meta-analysis. The

Gerontologist, 45(1), 90-106—106.

Prochaska, J. O., & DiClemente, C. C. (1982). Transtheoretical therapy: Toward a more
integrative model of change. Psychotherapy.: Theory, Research and Practice, 19,

276-287.

Qualtrics. (2005) (Version 2023.) Provo, Utah. Retrieved from

http://www.qualtrics.com

Reinhard, S. C., Feinberg, L.,Houser, A., & Choula, R. , Evans, M (2019). AARP Public
Policy Institute. Valuing the invaluable: 2019 update: Charting the path forward.
https://catalog.nlm.nih.gov/permalink/0INLM_INST/101phhn/alma99176788534

06676

Riegel, B., Hanlon, A. L., Coe, N. B., Hirschman, K. B., Thomas, G., Stawnychy, M.,
Wald, J. W., & Bowles, K. H. (2019). Health coaching to improve self-care of

informal caregivers of adults with chronic heart failure - iCare4Me: Study



166

protocol for a randomized controlled trial. Contemporary Clinical Trials, 85,

105845. https://doi.org/10.1016/j.cct.2019.105845

Rissel, C., Khanal, S., Raymond, J., Clements, V., Leung, K., & Nicholl, M. (2019).
Piloting a telephone based health coaching program for pregnant women: a mixed

methods study. Maternal and Child Health Journal, 23(3), 307-315.

Roth, D. L., Fredman, L., & Haley, W. E. (2015). Informal caregiving and its impact on
health: A reappraisal from population-based studies. The Gerontologist, 55(2),

309-319. doi: 10.1093/geront/gnul77

Roth, D. L., Sheehan, O. C., Haley, W. E., Jenny, N. S., Cushman, M., & Walston, J. D.
(2019). Is Family Caregiving Associated With Inflammation or Compromised
Immunity? A Meta-Analysis. GERONTOLOGIST, 59(5), ES21-E534.

doi:10.1093/geront/gnz015

Saunders M. M. (2012). Perspectives from family caregivers receiving home nursing
support: findings from a qualitative study of home care patients with heart failure.
Home Healthcare Nurse, 30(2), 82-90.

https://doi.org/10.1097/NHH.0b013e3182429337

Schulz, R., Eden, J., Committee on Family Caregiving for Older Adults, Board on Health
Care Services, Health and Medicine Division, & National Academies of Sciences,
Engineering, and Medicine (Eds.). (2016). Families Caring for an aging America.

National Academies Press (US).



167

Schulz, R., & Sherwood, P. R. (2008). Physical and Mental Health Effects of Family

Caregiving. The American Journal of Nursing, 108, 23-27.

Senette, C., Buzzi, M. C., Paratore, M. T., & Trujillo, A. (2018). Persuasive design of a
mobile coaching app to encourage a healthy lifestyle during menopause. In

proceedings of the /7th International Conference on Mobile and Ubiquitous
Multimedia, 47-58.
Sforzo, G. A., Kaye, M. P., Todorova, 1., Harenberg, S., Costello, K., Cobus-Kuo, L.,

Faber, A., Frates, E., & Moore, M. (2017). Compendium of the health and

wellness coaching literature. American Journal of Lifestyle Medicine, 12(6), 436—

447. https://doi.org/10.1177/1559827617708562

Sforzo, G. A., Kaye, M. P., Harenberg, S., Costello, K., Cobus-Kuo, L., Rauff, E.,
Edman, J. S., Frates, E., & Moore, M. (2019). Compendium of health and

wellness coaching: 2019 addendum. American Journal of Lifestyle Medicine,

14(2), 155-168. https://do1.0org/10.1177/1559827619850489

Singh, H. K., Kennedy, G. A., & Stupans, I. (2022). Competencies and training of health

professionals engaged in health coaching: A systematic review. Chronic Illness,

18(1), 58-85-85. doi:10.1177/1742395319899466
Sixsmith, A., Horst, B. R., Simeonov, D., & Mihailidis, A. (2022). Older people’s use of
digital technology during the COVID-19 pandemic. Bulletin of Science,

Technology & Society, 42(1-2), 19-24.

https://doi.org/10.1177/02704676221094731



168
Skouteris, H., McPhie, S., Hill, B., McCabe, M., Milgrom, J., Kent, B., Bruce, L.,

Herring, S., Gale, J., Mihalopoulos, C., Shih, S., Teale, G., & Lachal, J. (2016).
Health coaching to prevent excessive gestational weight gain: A randomized-
controlled trial. British Journal of Health Psychology, 21(1), 31-51.

https://doi.org/10.1111/bjhp.12154

Smart, M. H., Nabulsi, N. A., Gerber, B. S., Gupta, 1., Di Eugenio, B., Ziebart, B., &
Sharp, L. K. (2022). A remote health coaching, text-based walking program in
ethnic minorized primary care patients with overweight and obesity: Feasibility

and acceptability pilot study. JMIR Formative Research, 6(1), €31989.

Smith, Katherine, Hayes, Leanne, Yen, Lisa, & Wolever, Ruth Q. (2022). Effects of
health and wellness coaching with an adult cancer caregiver. The Permanente

Journal, 26 (2). https://doi.org/10.7812/TPP/21.227

Sprecher, E., Toomey, S., Epee-Bounya, A., Hernandez, B., Le, T., & Conroy, K. (2022).
Randomized controlled trial of health coaching for parents of children with
medical complexity. Academic Pediatrics, 22(8), 1482—1488.

https://doi.org/10.1016/j.acap.2022.05.018

Stenberg, U., Ruland, C.M. and Miaskowski, C. (2010), Review of the literature on the
effects of caring for a patient with cancer. Psycho-Oncology, 19: 1013-1025.

https://doi.org/10.1002/pon.1670



169
Stelter, R., & Andersen, V. (2018). Coaching for health and lifestyle change: Theory and

guidelines for interacting and reflecting with women about their challenges and

aspirations. /nternational Coaching Psychology Review, 13(1), 61-71.

Strzelecki, A. M., Moloney, M. E., Brooks, A. T., & Weafer, J. (2022). Alcohol use,
sleep, and depression among family caregivers in the time of COVID-19. Alcohol

(Fayetteville, N.Y.), 102, 35-42. https://doi.org/10.1016/j.alcohol.2022.04.002

Suominen, S., Koskenvuo, M., Helenius, H., Blomberg, H., & Uutela, A. (2001). Sense
of coherence as a predictor of subjective state of health results of 4 years of
follow-up of adults. Journal of Psychosomatic Research, 50(2), 77-86—86.

https://doi.org/10.1186/1751-0759-2-4

Tanner, R. M., Gutiérrez, O. M., Judd, S., McClellan, W., Bowling, C. B., Bradbury, B.
D., Safford, M. M., Cushman, M., Warnock, D., & Muntner, P. (2013).
Geographic variation in CKD prevalence and ESRD incidence in the United
States: results from the reasons for geographic and racial differences in stroke
(REGARDS) study. American journal of kidney diseases: the official journal of
the National Kidney Foundation, 61(3), 395-403.

https://doi.org/10.1053/j.ajkd.2012.10.018

Thom, D. H., Ghorob, A., Hessler, D., De Vore, D., Chen, E., & Bodenheimer, T. A.
(2013). Impact of peer health coaching on glycemic control in low-income
patients with diabetes: a randomized controlled trial. The Annals of Family

Medicine, 11(2), 137-144.



170
U.S. Department of Agriculture (2021). Telephonic Health Coaching Initiative.

Retrieved 11/10/23, from https://snaped.fns.usda.gov/library/success-

stories/telephonic-health-coaching-initiative

U.S. Department of Health and Human Services (2020). Smoking cessation. A report of
the Surgeon General. Atlanta, Georgia. U.S. Department of Health and Human
Services, Centers for Disease Control and Prevention, National Center for
Chronic Disease Prevention and Health Promotion, Office on Smoking and

Health. https://www.cdc.gov/tobacco/sgr/2020-smoking-cessation/index.html

University of Michigan, Institute on Healthcare Policy and Innovation (2022). National

Poll on Healthy Aging. Retrieved 3/19/23, from www.healthyagingpoll.org.

U.S. Census Bureau (2020). 2020 U.S. population more racially, ethnically diverse than
in 2010. Retrieved 11/3/2023, from
https://www.census.gov/library/stories/2021/08/2020-united-states-population-

more-racially-ethnically-diverse-than-2010.html

U.S. Census Bureau (2020). South Region: 2020 Census. Retrieved 9/14/2023, from

https://www?2.census.gov/geo/pdfs/maps-data/maps/reference/us_regdiv.pdf

Van Dijk, M. R., Koster, M. P., Willemsen, S. P., Huijgen, N. A., Laven, J. S., &
Steegers-Theunissen, R. P. (2017). Healthy preconception nutrition and lifestyle
using personalized mobile health coaching is associated with enhanced pregnancy

chance. Reproductive Biomedicine, 35(4), 453-460.



171
van Ryn, M., & Heaney, C. A. (1997). Developing effective helping relationships in

health education practice. Health Education & Behavior, 24(6), 683—702.

http://www.jstor.org/stable/45055643

Vaughan, A. S., Kramer, M. R., & Casper, M. (2014). Geographic disparities in declining
rates of heart disease mortality in the southern United States, 1973-2010.

Preventing Chronic Disease, 11, E185. https://doi.org/10.5888/pcd11.140203

Vespa, J. (2019). The Graying of America. National Population Projections. United
States Census Bureau. Retrieved 5/19/2022, from

https://www.census.gov/library/stories/2018/03/graying-america.html

Viken, H., Reitlo, L. S., Zisko, N., Nauman, J., Aspvik, N. P., Ingebrigtsen, J. E.,
Wisleftf, U., & Stensvold, D. (2019). Predictors of dropout in exercise trials in
older adults: The generation 100 study. Medicine and Science in Sports and

Exercise, 51(1), 49-55. https://doi.org/10.1249/MSS.0000000000001742

Wiener, L., Viola, A., Kearney, J., Mullins, L. L., Sherman-Bien, S., Zadeh, S., Farkas-
Patenaude, A., Pao, M., & Lone Parent Study Group (2016). Impact of caregiving
for a child with cancer on parental health behaviors, relationship quality, and
spiritual faith: Do lone parents fare worse? Journal of Pediatric Oncology
Nursing: Olfficial Journal of the Association of Pediatric Oncology Nurses, 33(5),

378-386. https://doi.org/10.1177/1043454215616610

Willard-Grace, R., Chen, E. H., Hessler, D., DeVore, D., Prado, C., Bodenheimer, T., &

Thom, D. H. (2015). Health coaching by medical assistants to improve control of



172

diabetes, hypertension, and hyperlipidemia in low-income patients: a randomized

controlled trial. The Annals of Family Medicine, 13(2), 130-138.

Williams, D. R., Mohammed, S. A., Leavell, J., & Collins, C. (2010). Race,
socioeconomic status, and health: complexities, ongoing challenges, and research
opportunities. Annals of the New York Academy of Sciences, 1186, 69—101.

https://doi.org/10.1111/5.1749-6632.2009.05339.x

Williamson, S. S., Gorman, P. N., & Jimison, H. B. (2014). A mobile/web app for long
distance caregivers of older adults: functional requirements and design
implications from a user centered design process. AMIA ... Annual Symposium

Proceedings / AMIA Symposium. AMIA Symposium, 2014, 1960-1969—1969.

Wolever, R. Q., Simmons, L. A., Sforzo, G. A., Dill, D., Kaye, M., Bechard, E. M.,
Southard, M. E., Kennedy, M., Vosloo, J., & Yang, N. (2013). A systematic
review of the literature on health and wellness coaching: Defining a key

behavioral intervention in healthcare. Global Advances in Health and Medicine,

2(4), 38-57.

Wolever, R. Q., Yang, Q., Maldonado, C. J., Armitage, N. H., Musty, M. D., Kraus, W.
E., Chang, J., Ginsburg, G. S., & Vorderstrasse, A. A. (2022). Health coaching
and genetic risk testing in primary care: Randomized controlled trial. Health
Psychology: Official Journal of the Division of Health Psychology, American

Psychological Association, 41(10), 719—732. https://doi.org/10.1037/hea0001183



173
Zarit, S. H., Reever, K. E., & Bach-Peterson, J. (1980). Zarit, S. H., Reever, K. E., &

Bach-Peterson, J. (1980). Relatives of the impaired elderly: Correlates of feelings
of burden. Gerontologist, 20(6), 649-655—655.

https://doi.org/10.1093/geront/20.6.649



174

APPENDICES



Appendix A: Survey Summary Table

Survey: Receptiveness, Challenges, Barriers, Facilitators - Health Coaching — 88

175

questions
Category Questions Measures Attributes
General 13 multiple choice General Demographics
Demographics questions on general information on participants | General demographics and

demographics and 9
specific to health status

and social support

Total Questions: 22

to include age, sex, race,
ethnicity, income level,
employment status,
household size, number of
individuals cared for, time
spent on caregiving, and

travel time for caregiving.

General health status,
physical health, mental
health, disruption in usual
activities due to poor
health, disease status, level
of support for caregiver
role, caregiver
encouragement, caregiver
travel burden, and physical

living environment

Caregiver Descriptives

Health status and
caregiving, social support
and caregiving —
Facilitators,

Barriers/Challenges

Receptiveness to
Health Coaching
for Positive

Lifestyle Changes

8 multiple choice
questions with *2 of the

8 questions with a

Access to a health coach
via health insurance,
interest in working on

several health arcas and

Receptiveness to working
with a health coach

(motivation/readiness to
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matrix of 18 individual

components/questions

Total Questions: 42

receptivity to working with
a health coach in these
areas which include weight
loss, energy, cravings,
food prep, blood pressure,
blood sugar, cholesterol,
blood pressure, emotional
eating, eating out, working
out, stress, life satisfaction,
sleep, mindfulness,
tobacco, alcohol, drugs,

other.

*Scale score calculated as
sum of 18 individual
components where

Very Ready (1), Somewhat
Ready (1), Already
Working On (0), Not at all
Ready, Last column (O)
<used as N/A or extreme
disinterest).

Range of

scale scoreis 0 - 18

work on an identified area

as the measure)

Facilitators

Barriers/Challenges

Barriers,
Challenges and

Facilitators

1 multiple choice
question, 1 5-point
scaled question, 2 open-

ended qualitative

Barriers to working with a
health coach, awareness of
coaching for caregivers,
receptivity to working with

a health coach if no

Barriers, Challenges, and

Facilitators
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feedback questions, 1

yes/no question

Total Questions: 5

barriers, likelihood to work
with a coach if virtual
sessions were an option,
other comments on barriers

and facilitators.

**Mental and
Emotional Health,
Social Support,
and Physical Well-

being

16 yes/no questions, 1
5-point scaled question,
2 open-ended
qualitative feedback

questions.

Total Questions: 19

Focus, fears, decision-
making, overwhelmed,
need, loneliness, upset,
loss of privacy, irritable,
sleep, crying, strain, back-
pain, ill, satisfaction,
relative’s living situation,
stress, overall health,

other.

*Scale score calculated as
sum of 18 individual
components where
Extremely likely (1),
Somewhat likely (1)
Neither likely nor unlikely
(0), Somewhat unlikely,
(0), Extremely unlikely.
Range of scale score is 0 —

16.

Awareness of mental and
emotional health, social
support, and physical health

and well-being
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Resources for
Caregivers and on

Health Coaching

N/A

N/A

* Centers for Disease Control and Prevention “Healthy Days” Measures (1993)

** American Medical Association’s Caregiver Self-Assessment Questionnaire (2009)



179

Appendix B: Survey Instrument
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Welcome!

IRBF024 - Participant Informed Consent

Primary Investigator: Cynthia Chafin Student Investigator: Cynthia Chafin

Pl Department & College: Health and Human Performance Faculty Advisor (if Pl is a

student):Chandra Story

Protocol Title: : Facilitators, Challenges, and Barriers to Health and Wellness Coaching

for Caregivers of Older Adults

Protocol ID: FY2023-69 Approval Date: 3-21-23 Expiration Date: NI4

Information and Disclosure Section

1. Purpose:

This research project is designed to help us evaluate unpaid caregivers of older adults
(age 65 or older) and their willingness to work with a health and wellness coach as well

as what makes it easier or more difficult to do so.
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2. Description:

This study seeks to examine whether unpaid caregivers of older adults (age 65 or older)
would be willing to work with a health and wellness coach and to determine what might
make it easier or more difficult for them to work with a health and wellness coach. The
United States Census Bureau (Vespa, 2019) indicates that by 2035 the United States will
have more older adults than kids, evidence of an aging population. The National Alliance
for Caregiving (NAC) and AARP (2020) note in a recent report that family caregivers
now include more than one in five Americans and that the number of caregivers is
increasing. They also report that caregivers are often in poor health with 23% finding it
hard to take care of their own health as well as 23% indicating that caregiving has made
their health worse. By learning more about caregivers and their willingness to work with
a health and wellness coach as well as what makes it easier or more difficult to do so,
coaches are better able to understand how they might reach caregivers who desire to

make improvements in their health and wellness.
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3. Duration:

The whole activity should take about 25-30 minutes.

Here are your rights as a participant:

Your participation in this research is voluntary. You may skip any item that you don't
want to answer, and you may stop the experiment at any time (but see the note below) If
you leave an item blank by either not clicking or entering a response, you may be warned
that you missed one, just in case it was an accident. But you can continue the study
without entering a response if you didn't want to answer any questions. Some items may

require a response to accurately present the survey.

4. Risks & Discomforts:

Risks of participating in this study are minimal and are no more than that of taking a

survey for personal or professional purposes. It is possible that participants might feel
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emotional distress when reading or responding to questions about health topics that may

be sensitive (i.e., weight, mental health).

5. Benefits:

a.

Benefits to you that you may not receive outside this research: There are no

direct benefits to you as a participant in this study.

Benefits to the field of science or the community: The scientific community will
benefit through the analysis of the available data, advances in understanding of
facilitators, challenges, and barriers to health and wellness coaching for
caregivers which may lead to a better understanding of how health and wellness
coaches can better reach this population which as a group has documented
unfavorable health outcomes. The National Alliance for Caregiving (NAC) and
AARP (2020) report that caregivers are often in poor health with 23% finding it
hard to take care of their own health as well as 23% indicating that caregiving
has made their health worse. Health and wellness coaches have an opportunity to
work with a population experiencing poor health but only if that population can
be effectively reached. This research would support a better understanding of
how this population would be reached which would be useful to practicing health

and wellness coaches and the field overall. Caregivers who may engage with a
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health and wellness coach may benefit through improved health status and as a

healthier member of society at large.
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6. Identifiable Information:

You will NOT be asked to provide identifiable personal information/You may provide
contact information for follow-up/ We may request your contact information for

compensation purposes

7.  Compensation:

There is no compensation for participating in this study.

8. Confidentiality:

All efforts, within reason, will be made to keep your personal information private but
total privacy cannot be promised. Your information may be shared with MTSU or the

government, such as the Middle Tennessee State University Institutional Review Board,
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Federal Government Office for Human Research Protections, if you or someone else is in

danger or if we are required to do so by law.

9. Contact Information.

If you should have any questions about this research study or possibly injury, please feel
free to contact Cynthia Chafin by telephone 615-898-5493 or by email
Cynthia.chafin@mtsu.edu OR my faculty advisor, Chandra Story by telephone, at 615-
615-898-2812 or by e- mail at Chandra.story@mtsu.edu. You can also contact the MTSU
Office of compliance via telephone (615 494 8918) or by email (compliance@mtsu.edu).

This contact information will be presented again at the end of the experiment.

You are not required to do anything further if you decide not to enroll in this study. Just
quit your browser. Please complete the response section below if you wish to learn more

or you wish to part take in this study.

ConfirmRead I have read this informed consent document pertaining to the above
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identified research

No

Yes

ConfirmedClear The survey instructions are clear to me.

No

Yes

Confirmed18+ I confirm that I am 18 years or older.

No

Yes
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ConfirmedRisks I am aware of the risks of the study.

No

Yes

By clicking below, I affirm that I freely and voluntarily choose to participate in this
survey research study. I understand I can withdraw at any time without facing any

consequences.

NO I do not consent

YES I consent

ConfirmedVoluntary More Information about this Survey:

This is an online survey about adults who are unpaid caregivers for an older adult (age
65+) and their attitudes, beliefs, and motivation to use a health and wellness coach for
purposes of developing and maintaining healthy lifestyle behaviors. You are eligible to

complete this survey if you are an adult over the age of 18 and can answer “Yes” to the
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following question: “During the last 12 months have you, yourself, given personal care
(e.g., hygiene, chores, errands, providing financial support) for a period of one month or
more to a an older adult (age 65 or older) because of a physical or medical condition,

illness or disability?

Why is this survey important? This information from unpaid adult caregivers of older
adults (age 65 or older) will help researchers gain a better idea of how health and
wellness coaching may help these individuals develop and maintain healthy lifestyle

habits as they deal with the stresses and challenges of caregiving.

What can I expect from participating in this survey? The survey will take about 25-
30 minutes to complete. In addition to basic questions about your age, sex, and race,
questions will be asked about whom you care for and questions about your interest in
participating in health and wellness coaching as a strategy for developing and
maintaining healthy lifestyle behaviors as well as any barriers you might face to using the
services of a health and wellness coach. Specific topic areas mentioned in the survey
questions may include mental and emotional health, physical health, chronic conditions,

stress, use of tobacco, alcohol, and other drugs, and healthy lifestyle habits.

YesCare Please read and acknowledge the following: I affirm that I am age 18 or older
and during the last 12 months have given personal care for a period of one month or more
to a family member or friend because of a physical or medical condition, illness, or
disability. I agree with the above statement and wish to participate in this

survey. Click yes or no if you agree with the above statement and wish to participate in
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this survey.

No

Yes



Age What is your current age?

Sex What was your sex at birth?

Male

18-20

20-29

30-39

40-55

46-50

51-55

56-60

61+

191
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Female

Other not listed

Do not wish to answer
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Race What racial group do you most identify with?

American Indian or Alaska Native

Asian

Black or African American

Native Hawaiian or Other Pacific Islander

White

Do not wish to answer

Ethnicity Are you Hispanic or Latino?

No, not Hispanic or Latino

Yes, Hispanic or Latino origin

Do not wish to answer
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Q35 Where is your home located?

United States

Canada

Other

Prefer not to say

Q36 If your home is in the United States, in which state do you live?

Alabama

Alaska

Arizona

Arkansas

California

Colorado



Connecticut

Delaware

Florida

Georgia

Hawaii

Idaho

Illinois

Indiana

Towa

Kansas

Kentucky

Louisiana

Maine

Maryland

195



Massachusetts

Michigan

Minnesota

Mississippi

Missouri

Montana

Nebraska

Nevada

New Hampshire

New Jersey

New Mexico

New York

North Carolina

South Dakota

196
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Ohio

Oklahoma

Oregon

Pennsylvania

Rhode Island

South Carolina

South Dakota

Tennessee

Texas

Utah

Vermont

Virginia

Washington

West Virginia
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Wisconsin

Wyoming

For the following items, care or support means meeting the physical, emotional, and
social needs or providing financial support (either primary support or some support in the

past year) for an older adult (age 65 or older).

WhoCaringFor In addition to the older adult you are caring for, how many other

individuals are you providing care for?

One

Two

Three

Four or more

TimeSpentCaregiving How much time do you spend on caregiving responsibilities each

week (not including travel time if you do not live with the person for whom you are
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providing care?)

1-3 hours

3-5 hours

5-7 hours

7-9 hours

More than 9 hours
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TravelTimeCaregiving How much total time do you spend each week traveling to

provide caregiving?

None - the person I provide care for lives with me.

Less than 1 hour

1-3 hours

3-5 hours

5-7 hours

7-9 hours

More than 9 hours

Employment Do you work outside of the home? Check the answer or answers that apply

to you. More than one response is o.k.

I work outside of the home

I am a homemaker

I am currently unemployed and not looking for work
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I am currently unemployed and looking for work

UnemployedAdditional If you answered "I am currently unemployed" to the question

above, please mark the correct response below.

I am a full-time student

I am a part-time student

I am retired

I am active military

None of the above

HouseholdIncome What is your current household income?

Under $20,000

$20,001 - $40,000
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$40,001 - $60,000

$60,001- $80,000

$80,001 - $100,000

$100,001 or over

HouseholdSize How many people live in your household full or part-time?

5 or more
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GeneralHealth Would you say that in general your health is:

Excellent

Very Good

Good

Fair

Poor

Don't Know/Not Sure

Retired

PhysicalHealth30Days Now thinking about our physical health, which includes physical

illness and injury, for how many days during the past 30 days was your physical health
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not good?

Number of Days

None

Don't Know/Not Sure

Refused

Q40 Now thinking about your mental health, which includes stress, depression, and
problems with emotions, for how many days during the past 30 days was your mental

health not good?

Number of Days

Don't Know

Not Sure

SelfCare30Days During the past 30 days, for how about many days did poor physical or

mental health keep you from doing your usual activities such as self-care, work, or



205

recreation?

Number of Days

None

Don't Know/Not Sure

DiseasesPresent Indicate which if any of the following diseases you have:

Heart Disease

Cancer

Chronic lung disease

Stroke

Alzheimer's disease

Diabetes
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Chronic Kidney Disease

Q47 Describe your level of support from family members or friends in your role of
caregiver (i.e., do they provide help when needed? Do they encourage you as a

caregiver? Do they support the choices you make as a caregiver?)

Very supportive

Supportive

Neither Supportive or Unsupportive

Unsupportive

Very Unsupportive
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Q48 Do family and friends encourage you to take care of yourself and your health and

well-being?

Always

Often

Sometimes

Rarely

Never
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Q49 Rate the level of difficulty taking care of your own health and wellness due to

traveling to care for our loved one.

Very difficult

Somewhat difficult

Neutral

Easy

Very easy

Q50 How difficult does your physical living environment make it to take care of your
own health and wellness (i.e., no access to area to exercise or to be physically active,

noise that makes it difficult to sleep well, lack of space to pursue hobbies and stress
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reducing activities)

Very difficult

Somewhat difficult

Neutral

Easy

Very easy

PartII:  Receptiveness to Health Coaching for Positive Lifestyle

Changes: Health coaches are individuals who are professionally trained and
credentialed (or certified) to assist individuals safely and effectively in making behavioral
changes to promote health and wellness. Experienced health coaches use skills in
communication and have a basic knowledge of a variety of health, wellness, and lifestyle
topics that guide individuals towards making changes (for example smoking cessation,
weight loss, increasing exercise), and refer to other professionals as appropriate (medical
providers, dietitians, personal trainers, etc.). Some people think of health coaches as
being personal trainers, but they cover many areas of health and wellness as noted

through the examples above. Health coaches provide one-on-one assistance to prevent or
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manage a variety of chronic illnesses.

AccesstoCoach Sometimes people have access to a health and wellness coach through
their medical insurance or through their employee assistance program (EAP). Do you

have access to a health and wellness coach?

Yes

No

Unsure
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Q51 Do you have prior experience with health and wellness coaching?

Yes

No

Q52 Have you ever tried to engage in a personal health improvement program?

Yes

No

Q53 How confident are you that you could be successful working with a health and

wellness coach to meet your health and wellness goals?

Very confident

Somewhat confident

Neither confident or unconfident
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Not very confident

Unsure



AreasforWork Do you feel you need to address any of

Weight loss

Increasing energy

Reducing food cravings, such as sweets

Preparing healthy food, quickly and easily

Lowering blood pressure through dietary changes

Balancing blood sugar

Lowering cholesterol through dietary changes

Yes

No

213

Do not
wish to

respond



Reducing emotional eating

Making healthy choices when eating out

Exercising

Managing Stress

Improving life satisfaction

Improving sleep habits

Improving your ability to be "in the moment" and focused

without distraction

Decreasing tobacco use

Decreasing alcohol use

214
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Decreasing use of drugs

Other



Readiness Please
indicate whether you
would be ready to

work with a health

Weight loss

Increasing

energy

Reducing
food
cravings
such as

sweets

Preparing
healthy
food,
quickly and

easily

Very

Ready

Somewhat

Ready

Already
Working

On

Don't

Need to

Work on

this Area
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Click to
Not at all write
Ready Scale
Point 6



Lowering
blood
pressure
through
dietary

changes

Balancing

blood sugar

Lowering
cholesterol
through
dietary

changes

Reducing
emotional

eating

Making

healthy

choices
when eating

out

217



Exercise

Managing

Stress

Improving
life

satisfaction

Improving

sleep habits

Improving
your ability
to be "in the

moment"
and focused
without

distractions

Decreasing

tobacco use

218



Decreasing

alcohol use

Decreasing

use of drugs
that are not
prescribed

for you

Other

219
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Q54 What motivates you to engage in healthy behaviors? Check all that apply.

Seeing others around me engaging in healthy behaviors.

Others encouraging me to be healthy and practice healthy habits.

Having someone else to keep me motivated and accountable.

Thinking about the health benefits for myself.

Thinking about wanting to be healthy for my loved ones.

Incentives offered through my health insurance plan or by others to

engage in healthy

habits.

Q55 What barriers do you have to engaging in healthy behaviors? Check all that apply.

Seeing others around me engaging in unhealthy behaviors.

I do not have a support system that encourages me to engage in healthy

behaviors.

Not having someone else to keep me motivated and accountable.
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Not having a desire to make changes to be healthy at this time.

Not having the knowledge of what I need to do to be healthy.

Not having financial resources for things I feel I need to be healthy.

Not having enough time that healthy behaviors might require.

Not feeling like I would be successful in making healthy behavior

changes.

The following questions are about things that might make it hard for you to begin

working with a health and wellness coach (barriers), things that might make working with
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a health and wellness coaching harder once getting started (challenges) and needs that

might make it easier to work with a health and wellness coach.

ReasonsforNo For the things that you indicated "no" or did not want to work on, what are

the reasons? Check all that apply. More than one response is o.k.

I am not sure I can afford a health coach.

I don't have time to work with a health coach right now.

I do not believe a health coach could help me.

I do not know enough about health coaching to make a decision.

I am not confident that I could be successful in making changes even with

the help of a

health coach.

I am not sure how to go about finding a health coach.

I am not ready to make changes in my life right now.
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Virtual How likely would you be to work with a health coach if virtual counseling
sessions were an option (sessions that could be held using technology on your cell phone

or computer)?

Neither
Extremely Somewhat Somewhat Extremely
likely nor
likely likely unlikely unlikely
unlikely

CommentsBarriers Please share any comments you have about barriers to working with a

health and wellness coach.

AwarenessofCoaching Prior to this survey, were you aware of health and wellness
coaching as a way to support caregivers in making health and wellness improvements?
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Yes

No

Do not wish to answer

CommentsCoaching Please share any comments you may have about working with a
health and wellness coach through virtual counseling sessions.

This section of the survey is adapted from the American Medical Association Caregiver
Self-Assessment Questionnaire (2009). Caregivers are often concerned with caring for
their relative's needs that they lose sight of their own well-being. Please take a few

moments to answer the following questions.



Felt During the past
Yes
week or so, I have:

Had trouble keeping
my mind on what [

was doing

Felt that I couldn't
leave the person for
whom i am providing

caregiving alone

Had difficulty making

decisions

Felt completely

overwhelmed

Felt useful and needed

Felt lonely

No

Do Not Wish to

Answer

225



Been upset that the
person for whom [ am
providing caregiving
has changed so much

from his/her former

self

Felt a loss of privacy

and/or personal time

Been edgy or irritable

Had sleep disturbed
because of caring for

my relative

Had a crying spell(s)

Felt strained between
work and family

responsibilities
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Had back pain

Felt ill (headaches,
stomach problems or

common cold)

Been satisfied with the
support my family has

given me

Found the person for
whom I am providing
caregiving has a living
situation that is
inconvenient or a

barrier to care
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RateHealth Please rate your current health compared to what it was this time last year.

Excellent Good Average Poor Terrible

AnyFeedback Please feel free to comment or provide feedback on any of the above
questions. If you do not have any comments or feedback to share, you may leave this

question blank.
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AnythingElse? Is there anything about caregiving or health coaching which you haven't

already shared but would like to share? If you do not have any comments to share, you

may leave this question blank.

Thank you for your time in completing this survey. This information collected from
unpaid, adult caregivers ages 18 and up who provide personal care to older adults (adults
ages 65 and over) will help researchers gain a better idea of how health and wellness
coaching may help these individuals develop and maintain healthy lifestyle habits as they
deal with the stresses and challenges of caregiving. Your participation in the survey is

greatly appreciated to support this research.
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Additional resources for caregivers and about health and wellness coaching are included

below.

Caregiver Resources:

Eldercare Locator:
(A national directory of community services) 1-800 677-1116

www.aoa.gov/elderpage/locator.html

Family Caregiver Alliance 1-415- 434-3388

www.caregiver.org

Medicaid Hotline 1-800-638-6833

National Alliance for Caregiving 1-301-718-8444

WWwWw.caregiving.org

National Family Caregivers Association 1-800 896-3650

www.nfcacares.org

For additional tools for caregiving or aging, visit www.CaregiversLibrary.org of the
American Medical Association.

Health and Wellness Coaching:

National Board for Health and Wellness Coaching "Find a Health Coach"
https://nbhwc.org/find-a-certified-coach/#!directory/ord=rnd

Centers for Disease Control and Prevention

https://www.cdc.gov/pcd/issues/2013/13 0116.htm
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Web MD

https://www.webmd.com/balance/guide/life-and-wellness-coaches
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Appendix C: Institutional Review Board (IRB) Approval

UFfice af Hesearch Campliance

Z269 Middle Terncascs Bled.

Sum H. Ingram Bldg 1| NG Moo L0,
Leaw 129

Murtrceshora, TH 27132

v mbau.edusirh

Date: March 21, 2023

Pl: Cynthia Chafin

Depariment: Health and Human Performance, Research and Sponsored Programs

Re: Initial - IRB-FY2023-69

Facilitators, Challenges, and Bamiers to Health and Wellness Coaching for Caregivers of Older Adults

The Middle Tennessee State University Institutional Review Board has rendered the decision below for Facilitators,
Challenges, and Barriers to Health and Wellness Coaching for Caregivers of Older Adults. The approval is effective
starting March 21, 2023.

Decision: Approved

Category: 7. Research on individual or group characteristics or behavior (including, but not limited to, research on
perception, cognition, mofivation, identity, language, communication, cultural beliefs or practices, and social
behavior) or research employing survey, interview, oral history, focus group, program evaluation, human factors
evaluation, or quality assurance methodologies.

Findings:
Research Notes:

Please note:

Any modifications fo the approved study must be submitted for review through Cayuse IRB. Please note, as well,
that according to MTSU Policy, a researcher is defined as anyone who works with data or has contact with
parficipants. Anyone meeting this definition needs to be listed on the protocol and needs to complete the required
training. if you add researchers to an approved project, please add them to the project within Cayuse IRB for
approval before they begin fo work on the project.

Any unanticipated harm to participants or adverse events must be reported to the Office of Compliance, and any
subsequent changes to the protocol must be submitted to the IREB for review before implementing this change.

You must submit an end-of-project form fo the Office of Compliance upon completion of your research. Completed
research means that you have finished collecting data.

All research materials must be retained by the Pl or faculty advisor (if the Pl is a student) for at least three (3) years
after study completion and then desfroyed in a manner that maintains confidentiality and anomymity.



Appendix D: Participant Recruitment

Recruitment - Study Participants
Social Media and Organizations Actively Promoting Research Opportunity

Platform
Social Media:
AARP Family Caregivers Facebook - Member Only
Aging Parent Support Linked In
Alzheimer's Caregivers Linked In
Cancer Caregivers Reddit
Caregiver Action Network Facebook - Professional Page
Caregiver Action Network Linked In

Caregiver Support

Caregivers of Elderly Parents
Caregivers of Reddit

Caregivers Self-Care

Caring for the Caregiver
Dementia

Empowered Caregiver

Family Caregivers Support Group
Family Caregivers Support Group
Parkinsons

Parkinsons Caregivers

Reddit

Facebook -Member Only
Reddit

Reddit

Facebook - Member Only
Reddit

Linked In

Facebook - Public
Facebook - Member Only
Reddit

Reddit

Sandwich Generation: Support for Caregivers of Elderly Parents Facebook - Member Only

The Caregiver Space
The Healthy Caregiver

Tips for the Sandwich Generation & Baby Boomers

Total

Organizations:

Area Agency on Aging
Choices

Community ConneXor

Linked In
Facebook -Member Only
Linked In

Middle Tennessee State University (MTSU) Subscriber List
MTSU American Assoc. of University Women (AAUW)
MTSU Faculty

MTSU June Anderson Women's Center

MTSU- MTSU Education Association Members

MTSU Positive Aging Consortium Members

St. Clair Senior Center

Tennessee Commission on Aging and Disability
Tennessee Respite Organization

The Caregivers Voice

We Remember You
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# Members or Followers

14,000
65

380
3,900
15,000
4,000
13,400
15,200
721
254
3,000
24,800
662
13,000
1,700
10,100
1,000
19,200
724
498
298
141,902
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States Represented

Response Count (N=175)

Alabama 1
Alaska

Arizona 2
Arkansas

California 5
Colorado

Connecticut

Delaware 1
Florida 5
Georgia 8
Hawaii

Idaho

Illinois 4
Indiana 1
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Iowa

Kansas

Kentucky

Louisiana

Maine

Maryland

Massachusetts

Michigan

Minnesota

Mississippi

Missouri

Montana

Nebraska

Nevada

New Hampshire

New Jersey
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New Mexico

New York 4
North Carolina 4
South Dakota 1
Ohio 4
Oklahoma

Oregon |
Pennsylvania

Rhode Island

South Carolina

Tennessee 102
Texas 7
Utah 1
Vermont

Virginia 3
Washington 3
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West Virginia

Wisconsin

Wyoming




	ABSTRACT
	TABLE OF CONTENTS
	LIST OF TABLES
	LIST OF FIGURES
	CHAPTER ONE: INTRODUCTION
	Health and Wellness Coaching – Overview
	Health and Wellness Coaching for Caregivers – Overview
	Caregivers Excluded from this Research

	Purpose of Study
	Research Questions
	Hypotheses
	Problem Statement 
	Significance of Study

	CHAPTER TWO: REVIEW OF LITERATURE
	Introduction
	Conceptual or Theoretical Framework
	Social Cognitive Theory
	Transtheoretical Model

	Review of Research
	History of Health and Wellness Coaching
	Health and Wellness Coaching Defined.
	Health and Wellness Coaching and Standardization of the Field.
	Health and Wellness Coaching and Chronic Disease.
	Health Coaching and Special Populations.
	Health and Wellness Coaching Literature Synthesis – The Health and Wellness Coaching Compendium.

	Caregivers
	Caregiver Research Overview.
	Caregiver Health.
	Innovative Approaches to Caregiver Health.

	Health and Wellness Coaching and Caregivers


	CHAPTER THREE:  METHODOLOGY
	Introduction
	Research Design and Procedures
	Participant Recruitment
	Participants
	Instrumentation
	Data Analysis

	CHAPTER FOUR: RESULTS
	Caregiver Demographics
	Facilitators, Barriers, and Challenges 
	Facilitator – Caregiver Support
	Facilitator – Virtual Coaching
	Barrier/Challenge – Lack of Time
	Barrier/Challenge – Physical Environment
	Other Facilitators, Barriers, and Challenges
	Facilitator – Health Insurance Coverage.
	Facilitator – Motivation.
	Barrier/Challenge – Lack of Financial Resources or Cost.
	Barrier/Challenge – Caregiver Health.
	Barrier/Challenge – Lack of Awareness of Health and Wellness Coaching.


	Caregiver Receptivity
	Receptivity and Health Status
	Receptivity and Facilitators, Barriers, and Challenges
	Receptivity by Sex, Age, Race, Ethnicity, Income, Employment, Geographic Residence, and Health Status 
	Receptivity and Caregiver Health Areas Ready to Address


	CHAPTER FIVE: DISCUSSION
	Overview
	Facilitators, Barriers, and Challenges 
	Facilitator – Motivation
	Facilitator – Virtual Coaching
	Facilitator – Health Insurance Coverage
	Facilitator – Caregiver Support
	Barrier/Challenge – Lack of Time
	Barrier/Challenge – Physical Environment
	Barrier/Challenge – Caregiver Health 
	Barrier/Challenge – Lack of Awareness of Health and Wellness Coaching

	Receptivity
	Receptivity and Health Status
	Receptivity and Facilitators, Barriers, and Challenges
	Receptivity by Sex, Age, Race, Ethnicity, Income, Employment, Geographic Residence, and Health Status 
	Receptivity and Caregiver Health Areas Ready to Address

	Limitations
	Future Recommendations
	Conclusion

	REFERENCES
	APPENDICES
	Appendix A:  Survey Summary Table
	Appendix B:  Survey Instrument  
	Appendix C:  Institutional Review Board (IRB) Approval
	Appendix D:  Participant Recruitment 
	Appendix E:  United States Participants - State of Residence



<<

  /ASCII85EncodePages false

  /AllowTransparency false

  /AutoPositionEPSFiles true

  /AutoRotatePages /None

  /Binding /Left

  /CalGrayProfile (Dot Gain 20%)

  /CalRGBProfile (sRGB IEC61966-2.1)

  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)

  /sRGBProfile (sRGB IEC61966-2.1)

  /CannotEmbedFontPolicy /Error

  /CompatibilityLevel 1.7

  /CompressObjects /Tags

  /CompressPages true

  /ConvertImagesToIndexed true

  /PassThroughJPEGImages true

  /CreateJobTicket false

  /DefaultRenderingIntent /Default

  /DetectBlends true

  /DetectCurves 0.0000

  /ColorConversionStrategy /CMYK

  /DoThumbnails false

  /EmbedAllFonts true

  /EmbedOpenType false

  /ParseICCProfilesInComments true

  /EmbedJobOptions true

  /DSCReportingLevel 0

  /EmitDSCWarnings false

  /EndPage -1

  /ImageMemory 1048576

  /LockDistillerParams false

  /MaxSubsetPct 100

  /Optimize true

  /OPM 1

  /ParseDSCComments true

  /ParseDSCCommentsForDocInfo true

  /PreserveCopyPage true

  /PreserveDICMYKValues true

  /PreserveEPSInfo true

  /PreserveFlatness true

  /PreserveHalftoneInfo false

  /PreserveOPIComments true

  /PreserveOverprintSettings true

  /StartPage 1

  /SubsetFonts true

  /TransferFunctionInfo /Apply

  /UCRandBGInfo /Preserve

  /UsePrologue false

  /ColorSettingsFile ()

  /AlwaysEmbed [ true

  ]

  /NeverEmbed [ true

  ]

  /AntiAliasColorImages false

  /CropColorImages true

  /ColorImageMinResolution 300

  /ColorImageMinResolutionPolicy /OK

  /DownsampleColorImages true

  /ColorImageDownsampleType /Bicubic

  /ColorImageResolution 300

  /ColorImageDepth -1

  /ColorImageMinDownsampleDepth 1

  /ColorImageDownsampleThreshold 1.50000

  /EncodeColorImages true

  /ColorImageFilter /DCTEncode

  /AutoFilterColorImages true

  /ColorImageAutoFilterStrategy /JPEG

  /ColorACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /ColorImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000ColorACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000ColorImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasGrayImages false

  /CropGrayImages true

  /GrayImageMinResolution 300

  /GrayImageMinResolutionPolicy /OK

  /DownsampleGrayImages true

  /GrayImageDownsampleType /Bicubic

  /GrayImageResolution 300

  /GrayImageDepth -1

  /GrayImageMinDownsampleDepth 2

  /GrayImageDownsampleThreshold 1.50000

  /EncodeGrayImages true

  /GrayImageFilter /DCTEncode

  /AutoFilterGrayImages true

  /GrayImageAutoFilterStrategy /JPEG

  /GrayACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /GrayImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000GrayACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000GrayImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasMonoImages false

  /CropMonoImages true

  /MonoImageMinResolution 1200

  /MonoImageMinResolutionPolicy /OK

  /DownsampleMonoImages true

  /MonoImageDownsampleType /Bicubic

  /MonoImageResolution 1200

  /MonoImageDepth -1

  /MonoImageDownsampleThreshold 1.50000

  /EncodeMonoImages true

  /MonoImageFilter /CCITTFaxEncode

  /MonoImageDict <<

    /K -1

  >>

  /AllowPSXObjects false

  /CheckCompliance [

    /None

  ]

  /PDFX1aCheck false

  /PDFX3Check false

  /PDFXCompliantPDFOnly false

  /PDFXNoTrimBoxError true

  /PDFXTrimBoxToMediaBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXSetBleedBoxToMediaBox true

  /PDFXBleedBoxToTrimBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXOutputIntentProfile ()

  /PDFXOutputConditionIdentifier ()

  /PDFXOutputCondition ()

  /PDFXRegistryName ()

  /PDFXTrapped /False



  /CreateJDFFile false

  /Description <<



    /BGR <>

    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>

    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>

    /CZE <>

    /DAN <>

    /DEU <>

    /ESP <>

    /ETI <>

    /FRA <>

    /GRE <>



    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)

    /HUN <>

    /ITA <>

    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>

    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>

    /LTH <>

    /LVI <>

    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)

    /NOR <>

    /POL <>

    /PTB <>

    /RUM <>

    /RUS <>

    /SKY <>

    /SLV <>

    /SUO <>

    /SVE <>

    /TUR <>

    /UKR <>

    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)

  >>

  /Namespace [

    (Adobe)

    (Common)

    (1.0)

  ]

  /OtherNamespaces [

    <<

      /AsReaderSpreads false

      /CropImagesToFrames true

      /ErrorControl /WarnAndContinue

      /FlattenerIgnoreSpreadOverrides false

      /IncludeGuidesGrids false

      /IncludeNonPrinting false

      /IncludeSlug false

      /Namespace [

        (Adobe)

        (InDesign)

        (4.0)

      ]

      /OmitPlacedBitmaps false

      /OmitPlacedEPS false

      /OmitPlacedPDF false

      /SimulateOverprint /Legacy

    >>

    <<

      /AddBleedMarks false

      /AddColorBars false

      /AddCropMarks false

      /AddPageInfo false

      /AddRegMarks false

      /ConvertColors /ConvertToCMYK

      /DestinationProfileName ()

      /DestinationProfileSelector /DocumentCMYK

      /Downsample16BitImages true

      /FlattenerPreset <<

        /PresetSelector /MediumResolution

      >>

      /FormElements false

      /GenerateStructure false

      /IncludeBookmarks false

      /IncludeHyperlinks false

      /IncludeInteractive false

      /IncludeLayers false

      /IncludeProfiles false

      /MultimediaHandling /UseObjectSettings

      /Namespace [

        (Adobe)

        (CreativeSuite)

        (2.0)

      ]

      /PDFXOutputIntentProfileSelector /DocumentCMYK

      /PreserveEditing true

      /UntaggedCMYKHandling /LeaveUntagged

      /UntaggedRGBHandling /UseDocumentProfile

      /UseDocumentBleed false

    >>

  ]

>> setdistillerparams

<<

  /HWResolution [2400 2400]

  /PageSize [612.000 792.000]

>> setpagedevice





