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Introduction
From 2011-2014, obesity among African American women in the United States was 56.9% 

[1], with the prevalence of obesity in African American women exceeding those in all other racial, 
ethnic, and gender groups [2]. African Americans also have the highest poverty rate at 27.4%, which 
is an important factor to consider since poverty is correlated to obesity rates [3]. Environments in 
urban neighbourhoods may also contribute to the health disparities and prevalence of obesity in 
African American women making behaviour change challenging [2].

Community-based participatory research

Community-Based Participatory Research (CBPR) is an approach to research that has been 
utilized with marginalized communities because it centers on the participant or community 
members as partners, assisting with the development of self-sustaining, and community-oriented 
health interventions [4,5]. Healthy communities depend upon the social, environmental, and 
physical characteristics that shape individual health practices and behaviours [6]. The principles of 
CBPR ultimately strengthen the capacity of the African American community to take ownership 
of their health, guide program development, and facilitate change from within the community [7-
9]. Moreover, health interventions that utilize community beliefs, practices, and leaders have been 
shown to be effective in promoting lifestyle change [7].
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Abstract

Background: From 2011-2014, 56.9% of African American women in the United States were obese. Poverty 
and urban neighbourhood environments contribute to the health disparities and prevalence of obesity in African 
American women. The limited resources, education, and widespread disparities in health risks and disease 
experience in low-income and minority communities make behaviour change challenging. Understanding which 
strategies facilitate behaviour change is important for improving the health of women in these communities.

Objective: The objective of this quasi-experimental, staggered start pilot study was to determine the 
differences in biometric changes, health behaviours, and overall health risk in low-income African-American 
women using either a self-guided workbook or lay health coaching approach to behaviour change in addition to 
a healthy lifestyle curriculum.

Methods: Utilizing a CBPR approach, a healthy lifestyles curriculum was designed to address health 
risks and education needs of women in a Midwest urban community. Thirty-four women received a 6-week, 
90-minute pilot-curriculum with biometric screening, a health risk assessment, and 30-minutes of personalized 
feedback. The coaching group received bi-weekly personalized behaviour change sessions. Height, weight, 
waist circumference, and fasting glucose, triglycerides and cholesterol were measured. Participants completed a 
53-item health risk assessment. Confidence in and readiness for behaviour change were measured. Knowledge 
scores were obtained for each educational session.

Results: Both groups decreased health risk and increased knowledge related to all topics except relapse 
prevention. There were significant differences in abdominal circumference changes between the coaching group 
(M= -2.605, SD= 2.372) and the workbook group (M= -0.433, SD= 3.294; F (1, 31) = 4.997, p= 0.032).

Conclusion: Personalized feedback from the health risk assessment in conjunction with the program 
immediately following the screening may have led to improvement in both groups. Lack of knowledge and skills in 
relapse prevention highlight the challenge of behaviour maintenance in communities with limited resources. The 
coaching and group education provided a social support and encouraging environment for behaviour change.
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Behaviour change

Achievement of risk reduction of chronic diseases requires 
changes in the health behaviours associated with those diseases, which 
can be challenging. Most people benefit from support to accomplish 
behaviour change. Bandura’s Social Cognitive Theory [10] provides a 
framework in understanding the components of successful behaviour 
change. The theory posits that behaviour change initially depends on 
knowledge of health risks and an expected benefit or positive outcome 
as a result of changing health practices or behaviours. The knowledge 
and expected benefits provide motivation or a readiness to change. 
Additionally, Self-efficacy,[10] a belief in one’s ability to change, is 
a core component of SCT and an important factor in determining 
successful behaviour change, particularly related to changing the 
health behaviours associated with primary health risks and continued 
attendance in health education programs [11]. People with a higher 
self-efficacy are more likely to persist in behaviour change in the face 
of barriers and challenges, which is an important factor in sustaining 
new behaviours. Additionally, motivation or readiness for change is 
an important indicator in identifying individuals, who may be more 
successful with behaviour change, particularly those with chronic 
diseases or at high risk [12]. Personal goal setting is also a component 
utilized in SCT and outlines the pathway to achieve personal change. 
Self-efficacy influences goals setting in that the higher the self-efficacy, 
the higher the goals being set along with a stronger pledge to meeting 
those goals.

Health coaching has been one method utilized to assist 
others in improving skills to increase self-efficacy around health 
behaviour changes and has gained popularity because of its ability 
to address multiple health behaviours and risks. Health coaching 
has traditionally been provided by health professionals who assist 
participants in changing lifestyle behaviours for risk reduction, 
improved health and working toward health related goals [13-15]. 
Coaching develops accountability and provides encouragement 
which increases self-efficacy, and the chance for successful behaviour 
change [16]. Rimmer, Rauworth, Wang, Heckerling, and Gerber [17 ] 
conducted a randomized control trial with African-American women 
utilizing professional coaches to assist with physical activity and 
obesity prevention with positive results on BMI. Similarly, Bennett 
et al [18]. conducted a coaching intervention to reduce obesity in 
African-American women, but also utilized professional coaches and 
registered dieticians.

While professional coaching provides needed support for 
behaviour change and mistrust of outsiders, lack of knowledge of 
community culture and barriers accentuate disparities for individuals 
from marginalized communities, which can create barriers to health 
behaviour change [19]. CBPR has been one approach utilized to bridge 
the gap in reaching these communities, improving health outcomes, 
and reducing health disparities [20]. Moreover, lay health coaching 
has been cited as a promising strategy to assist with behaviour change 
through the provision of support by peers who face similar cultural 
and literacy challenges [21]. These peer/lay health coaches can be 
beneficial to the participants over professional coaches as the peer 
coach can understand the community context and the associated 
barriers that participants need to overcome in order to improve 
health behaviours. Goldman, Ghorob, Eyre, and Bodenheimer [21] 
identified the roles of peer/lay coaches as advisor, role model, and 
supporter focusing on shared decision-making, trust and empathy. 

Overall, this type of coaching can be an effective, culturally-relevant, 
economical way to assist with health behaviour change through 
behavioural strategies, goal setting and problem solving [22].

Health promotion interventions

Previous literature on lay health coaching provides a source 
of information on the importance and value of health coaching. 
According to Ghorob et al. [23], lay coaches are able to “share similar 
experiences about living with diabetes and are able to reach patients 
within and beyond the health care setting” (p.1). Peer/lay coaching 
has been used to provide culturally relevant health guidance to 
patients with type-two diabetes in low-income communities resulting 
in positive changes in knowledge and behaviours, in addition 
to improved biometric measures [14]. However, there is limited 
research published on health promotion interventions utilizing non-
professionals recruited from within the community as the health 
coach and none utilizing a CBPR approach to the design of the 
intervention. Most published research related to peer or lay health 
coaching has been as an adjunct to self-management of chronic 
diseases [14, 21,25-28]. The overall purpose of this study was to train 
a Community Resident Research Team (CRRT) as lay health coaches 
and then assist female community members with health-related 
behaviour change. The goal of the program was to reduce the chronic 
disease health risk and improve biometric data of the women in the 
study by increasing health knowledge and self-efficacy in developing 
healthy lifestyle habits. This fills a gap in the literature in that African-
American women in low-income communities can be hard to 
reach as well as a challenge to retain in health promotion programs. 
Utilizing a CBPR approach can assist in mitigating these challenges 
through the contextual knowledge and relationship of the coaches to 
the community. In addition, the qualitative component of this study 
provides perspectives of the participants in understanding what 
components of a program are important in facilitating behaviour 
change.

Methods
Community partnership

HG, an applied community research and education organization, 
utilized CBPR to engage community members directly in designing 
and carrying out community-based research to improve girls’ and 
women’s’ health. Results from the Pulse study [29] that assessed 
the health of girls and women in the region revealed that African-
American women living in the urban core experienced health 
disparities and higher rates of chronic disease and lacked access 
to medical services and education. This community is a medically 
underserved area. According to U.S. census data, a majority (89.1%) 
of families from this community are African American with 72% 
single female households. The median annual household income 
for families is $14,720, placing over 61% of families below the USA 
poverty level. The neighbourhood consists of largely subsidized 
housing.

HG began its partnership with the community through the Local 
Housing Authority (LHA). The community partnership began with 
a 16-week program offered to mothers in the community focusing 
on girls’ health needs. At the conclusion of this program, HG and 
MHA offered a pilot program to develop a Community-Resident 
Research Team (CRRT) [30]. The six women engaged in research 
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training, conducted needs assessment activities in year-one, and in 
year two developed a chronic disease education program highlighting 
those affecting the African-American community. Utilizing results, 
the team began the design of the current program to include more 
in-depth lifestyle education to prevent obesity and related chronic 
diseases. Human subject’s approval was sought from a local university. 
The CRRT assisted with all data collection, class-session facilitation 
and facilitated the five coaching sessions. 

Research design and intervention

The research project was a quasi-experimental, staggered start 
research design. Women ages 18 and older living in an urban core 
community in the Midwest were recruited with assistance from the 
CRRT for participation in this program. Women were randomly 
assigned to one of two conditions: (1) curriculum with self-guided 
behaviour change workbook or (2) curriculum plus lay health 
coaching. Both coaching and non-coaching groups participated in 
the 6-week, 90-minute healthy lifestyle/health promotion sessions. 
Both groups also received a pre-post biometric screening and health 
risk assessment, as well as a 15-30 minute personalized feedback 
session related to the results. The coaching group received five weekly 
one-on-one coaching sessions which occurred following each of the 
weekly curriculum sessions. Figure 1 illustrates the study design. 

Lay health coach training, program curriculum and 
workbook

The six women in the CRRT completed seven, two-hour training 
sessions about establishing rapport, principles of health coaching, 
the behaviour change process, communication and reflective 
listening skills, types of questions (closed versus open-ended), goal 
setting, providing feedback, and session simulations. The six-session 
curriculum consisted of six 90-minute group sessions that included 
presentation of information and skills, hands-on activities to practice 
the skills, and brief time for questions and answers. Each session also 
included a pre/post-test and brief session evaluations. The sessions 
focused on goal setting, physical activity, principles of healthy eating, 
healthy eating on a budget, stress management and relapse prevention 
and management. Table 1 outlines the session topics, objectives and 
sample activities. 

The workbook was designed to facilitate the goals of the 
curriculum: (1) Be able to set realistic goals towards behaviour change, 
(2) Link healthy lifestyle choices with better health, and (3) Plan 
healthy meals and physical activity throughout the week. Participants 
were asked to reflect on areas that could be improved based on 
feedback from a health risk assessment report. From this information 
they (1) identified one health behaviour change, (2) reflected on why 

Figure 1: Healthy Lifestyle Program Study Design.
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they wanted to make that change, (3) identified whether they had 
ever tried to do this before, as well as previous success, (4) identify 
barriers to be able to carry out the behaviour change, and (5) identify 
strategies that would help them to be successful. The workbook also 
contained example health behaviour targets of change, sample goals 
to assist them in writing a specific goal, and a daily behaviour change 
tracking sheet. 

Participant recruitment and retention

Participants were recruited via CRRT social networks, as well 
as flyers in the housing complexes, the local recreation center, 
and churches. Information sessions were held 1 week prior to the 
program to allow community members to ask questions. Once 
enrolled, participants in both groups received a 3-month individual 
membership to the local YMCA, babysitting, dinner, and a ten-dollar 
cash incentive for each session they attended. 

Intervention overview

During the informational session, the CRRT collected contact 
information from participants and scheduled a time for their 
initial screening or placed them on a waiting list for the second 
session (random number assigned). The baseline and post-program 
assessment consisted of two appointments, each lasting approximately 
45 minutes. The initial screening included the completion of consent 
forms, a 53-item health risk assessment (HRA) questionnaire, and 
anthropometric and biometric measurements. All participants 
received a reminder to fast at least 8 hours before the 5:30pm blood 
draw. Dinner was provided after each screening. The anthropometric 
and biometric data were entered into the health risk assessment. The 
CRRT and additional members of the research team were available to 
assist participants with the consent forms and the HRA completion. 

After the screening, feedback session, and first group class, 
participants either utilized their workbook or met with their coach 
to set their first goal. At the conclusion of each group session, 
participants set goals for the following week. The workbook provided 

space to set goals, identify barriers, rate the importance of the goal, 
rate self-confidence in accomplishing the goal, reflect on healthy 
behaviours from the previous week, and re-establish goals based on 
areas that still needed to be addressed. The coaching group met for a 
15-30-minute session with their coaches, who facilitated the process 
outlined above. Coaches were called or texted the participants to 
remind them of their sessions.

Data collection and measures

Health Risk Assessment (HRA): Participants completed a 53-
item health risk assessment questionnaire [31] utilizing the specific 
biometric data from the screening pre and post program. The 
instrument included questions related to demographics, personal 
health history, physical activity and eating practices, substance use, 
mental and social health, safety practices, and readiness to change. 
The HRA report provided an overall wellness score from 0-100 based 

Figure 2:  Within and between group differences for the health risk 
assessment and biometric data.

Table 1: Health Lifestyle Curriculum Overview.

Week Theme Learning Objectives Sample Activities

1 Goal Setting Identify SMART goals. Demonstrate how to set SMART goals. List the 
components of health.

Participants describe what “healthy” means to them. 
Discuss components of goal setting. Utilize case studies 
to practice goal-setting. Participants write a starting goal.

2 Physical Activity

List types recommended amounts of physical activity. List benefits of 
getting the recommended amount of physical activity. List physical 

activities they can do at home. List strategies for overcoming obstacles 
to physical activity.

Participants identify/discuss what it means to be 
physically active. Demonstrate sample exercises with 

bands/ tubing.

3 Healthy Eating
Explain how food affects health. List the food groups. Identify serving 
sizes. List the number of servings they should get each day from each 

food group.

Card game: Participants have to group different foods 
into correct food groups. Hands-on practice of measuring 

serving sizes.

4 Healthy Eating on a 
Budget

List strategies for eating healthy on a budget. List healthy snack 
options. List 3 fruits or vegetables they like that they had not tried 

before.

Brainstorm ideas for shopping healthy on a budget. 
Plan two healthy snacks. Taste a variety of fruits and 

vegetables.

5 Managing Stress
Explain the difference between “good” stress and “bad” stress. Identify 

3 personal stressors. Create action plan to minimize their stressors.
Hands-on practice with meditation and stress 

management techniques. Practice identifying things we 
can control and are important.

6 Putting it All Together 
& Relapse Prevention

List chronic diseases for which the risk can be reduced by practicing 
healthy behaviors. List short-term benefits of a healthy lifestyle. 

Describe how healthy behaviors impact one another. Identify strategies 
for relapse prevention.

Create relapse prevention plan with coping skills, 
alternate activities, social support and high-risk situation 

plans.
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chronic disease risk and health behaviours. Cut-off points included 
0-19 = caution/high risk; 20-59 = needs improvement; 60-79 = doing 
well; and 80 = excellent. 

Confidence and motivation for behaviour change: Confidence in 
making identified behaviour changes and motivation (readiness) for 
change were each measured via one question on a Likert scale from 
not confident at all (1) to very confident (10). 

Anthropometric and biometric data: A calibrated digital Tanita 
scale (model 310GS) and portable research grade stadiometer were 
used to measure height and weight. BMI was calculated. Blood 
pressure was measured using the Omron HEM907XL-Automatic 
Digital BP Monitor. Fasting blood samples were obtained via a One 
Touch Fine Point Lancet. Blood samples were collected via capillary 
tube and a CardioChek PA system, which provides immediate results 
related to glucose, triglycerides, and cholesterol concentrations. 
Waist circumference was measured at the natural waist. 

Session evaluation: A 10-item pre- and post- knowledge test was 
administered at each session.

Qualitative summative evaluation: Following the final session, 
a brief summative evaluation focus group was conducted with 
participants in each group utilizing open ended questions related 
to the goal setting process, the group classes and overall program 
satisfaction. Questions included: What was most useful/helpful part 
of this program? What motivated you to attend and to keep coming? 
What was the impact of the screenings on your motivation? Probing 
was utilized to follow up on questions and provide clarification to 
answers.

Data analysis

All data were entered into a secured database, and all statistics 
performed with SPSS with a level of significance set at p < .05. Paired-
samples t-tests were used to determine within group differences for 
biometric, confidence, readiness to change, and knowledge; a one-
way ANOVA was used to determine differences between groups. 
An independent t-test was conducted to compare differences in 
knowledge between the coaching and workbook group. Qualitative 
data were recorded and transcribed and thematic analysis was 
conducted. The text data were read for content and then initial codes 
were assigned independently by two researchers. Similar codes were 
classified into categories and then collapsed into themes [32]. The 

themes were presented to a group of the women at a follow-up session 
as a method of member checking. Themes were substantiated with 
participant quotes. 

Results
Thirty-eight African-American women registered for the 

program. Four women dropped out due to new employment 
opportunities. Complete biometric data was collected from 34 total 
participants (coaching n=19; workbook n=15) with a mean age 
of 50.58 (15.38) in the coaching and 54.20 (9.08) in the workbook 
groups. For both groups, mean attendance in the program was 92%.

Figure 2 provides visualization of the within and between group 
differences. The coaching group experienced a significant decrease 
in abdominal circumference. There were significant differences in 
abdominal circumference changes between the coaching group (M= 
-2.605, SD= 2.372) and the workbook group (M= -.433, SD= 3.294; F 
(1, 31) = 4.997, p= .032), although both groups decreased abdominal 
circumference, representing reduced risk for diabetes and other 
chronic diseases. There was not a significant difference in changes in 
wellness scores between the coaching group (M= 2.895, SD= 6.674) 
and the workbook group (M= 6.00, SD= 6.492; F (1, 32) = 1.858, p= 
.182). Both groups similarly improved their health risk.

There was no significant difference in reported readiness to make a 
behaviour change between the coaching group (M= 2.316, SD= 3.198) 
and the workbook group (M= 1.417, SD= 1.311; F (1, 29) = .849, p= 
.364), although both groups experienced a significant increase (Figure 
3). There was, however, a significant difference in reported confidence 
to change (self-efficacy). The coaching group had a larger increase 
in reported confidence to change (M= 1.80, SD= .676) than the lay 
workbook group (M= 1.16, SD= .675; F (1, 32) = 6.534, p= .016). 

Changes in knowledge

The scores for each pre/post session quiz are presented in Figure 4. 
There were significant increases in knowledge in both groups related 
to goal setting, physical activity, general healthy eating, and stress. 
While both groups showed slight increases in relapse prevention, 
there was no significant increase in knowledge for either group. The 
workbook group had significantly greater increases in knowledge 
score related to healthy eating on a budget, possibly due to more 
group discussion within the class.

Figure 4: Pre-Post Knowledge Scores for the Healthy Lifestyle Curriculum.Figure 3: Pre and Post Readiness and Confidence in Change.
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Qualitative evaluation

Qualitative themes included having accountability, filling a void, 
connection to women in the community, needing personalized 
attention and encouragement, and managing stress and goals. At 
the end of the program, participants expressed satisfaction with the 
program, stated they benefitted from the peer accountability either 
through coaching or group class, and increased health knowledge as 
a result of the program. One participant shared that, “Some things 
I thought I knew, I really didn’t.” Another participant shared her 
insight as, “I realize health is a job”. 

Participants discussed the health program and coaching sessions 
as filling a void in their own lives and community. They described 
being thankful that they had the program to attend following the 
screening rather than “being left alone with their results”. Participants 
not only gained knowledge, but felt an increased sense of connection 
to women in their community due to the strong group component of 
the classes and coaching. Some participants felt that group work and 
socialization made learning easier, especially given that participants 
felt a lack of encouragement in their daily lives. One woman stated, 
“Classes and coaching were both important for people in this 
community because we don’t have any encouragement.” Participants 
described the importance of having the program to provide a lot 
more detail on behaviour change that their doctors tell them to make 
“You know as many times as I’ve been to the doctor and they said my 
blood pressure was high, not one person told me what I needed to eat, 
not be specific, no salt, that’s it. They did not tell me what foods to eat, 
but there was a lot of detail in this program. I’ve got something to go 
by when I come here”.

Participants in both the workbook and coaching group reported 
the most helpful aspects of the program were understanding how to 
set a realistic goal and following through on managing and tracking 
the success of that goal, as well as access to the YMCA. They suggested 
that a structured time (versus left to their own scheduling) at the 
YMCA be provided to bring families, meet with coaches for workouts 
together, and promote healthy habits. Participants reported stress 
being difficult to change, but became easier with the techniques taught 
during the class. Other suggestions included adding a depression/
self-esteem screening, since some expressed this as a major cause of 
unhealthy habits and a reason for not adhering to goals. Two women 
shared these thoughts, “I was hurt knowing how badly I had been 
treating myself, but it’s because of low self-esteem” and “I found it 
real hard to keep my goals because of depression. It was nice to have 
the attention and know someone cared”. 

Discussion
There were several findings to note from the current study. Both 

groups experienced an increase in overall wellness scores (reduced 
health risk) from pre- to post-intervention. This increase represented 
movement from the “needs improvement” category to “doing well,” 
indicating that both methods were valuable in increasing overall 
wellness and reducing health risk. Similar results were found for 
questions regarding self-efficacy and motivation to change. Both 
groups experienced change in those measures. Perhaps in underserved 
populations, simply providing timely access to personalized attention, 
support and informational resources, regardless of which kind of 
resources, is instrumental in initiating risk reduction. Results and 

personalized feedback related to the health risk assessment provided 
motivation to change, but the group education assisted individuals 
with increasing confidence to create change in their lives. It is 
likely that they had little to no prior experience with informational 
resources similar to the ones that were provided in the intervention. 
These results would indicate that providing targeted information and 
readily available programs related to healthy behaviours, regardless 
of the method, immediately following the health risk assessment 
is necessary and can be facilitated through a self-guided workbook 
combined with group education and coaching interaction. Having the 
program available immediately after the screening feedback may have 
capitalized on the participants’ motivation to change and contributed 
to success. This is consistent with Bandura’s social cognitive theory 
[10].

Changes in self-efficacy and motivation to change are especially 
important because they have been identified as mediators and 
predictors to behaviour change (namely weight and physical 
activity outcomes) to prevent chronic disease. [33, 34] Clark, et al. 
[35] demonstrated that one-on-one coaching interventions had a 
significant impact on participants’ self-efficacy and confidence in 
maintaining a healthy lifestyle. By focusing on participants’ strengths, 
motivations, and goal-setting, coaches can help participants improve a 
variety of health behaviours, including adherence to a physical activity 
program, nutritional diet, and stress reduction program, all of which 
are crucial for increasing overall wellness. Thompson, Goodman 
and Tussing-Humphreys [36] identified frequent education sessions 
and supervised group physical activity as potential key components 
in increasing self-efficacy in behaviour change interventions for 
African Americans. Another important aspect of increasing self-
efficacy is eliminating perceived barriers to achieving a healthy 
lifestyle. Teixeira et al, [37] found that higher self-efficacy was one of 
the strongest predictors of weight loss, specifically in obese middle-
aged women. Increased self-efficacy has also been associated with 
increased attendance in a health education program for low-income 
patients [11]. This may have contributed to the high participation rate 
in our program. A review of the literature by Lemacks et al [38] found 
that most studies with African American participants have a 58% 
participation rate. Thus motivation to change and self-efficacy are 
important predictors of the success of participants in attending health 
education programs and reducing their health risk when facilitated 
through personalized attention and feedback.

The curriculum showed statistically, significant increases in 
knowledge in all areas for both groups except relapse prevention. 
This shows the challenge of behaviour maintenance. The skills and 
planning needed to maintain changes over time, particularly in 
communities where resources are limited and the environment may 
not be conducive to sustaining positive behaviour change can impact 
the long-term effectiveness of healthy lifestyle programs. Middleton, 
Anton, and Perri [39] cite extended-care programs, skills training, 
targeted techniques for specific behaviours, and social support as 
promising approaches to long-term adherence. Extending the length 
of the program to include booster educational and lay coaching 
sessions through a maintenance period may provide additional 
positive outcomes in future programs. Thompson, Goodman and 
Tussing-Humphreys [36] suggested intervention outcomes would be 
improved through these measures and supervised physical activity.
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Although there were limited significant differences in biometric 
changes between the workbook group and the coaching group, the 
coaching group experienced a significant decrease in abdominal 
circumference. This finding is of note, because waist circumference 
has been shown to be a more important factor than BMI in predicting 
obesity-related health risks and comorbidities and an association 
between higher waist circumference and a higher prevalence of 
hypertension has been seen in minority women [40-42]. These 
findings should be interpreted with caution due to the pilot nature 
of this study. Future research should explore this with a large sample 
to provide more evidence to substantiate these findings. Despite the 
small sample size, this finding could suggest that lay health coaching 
may offer additional benefits above and beyond the resources 
provided in the workbook alone. Participants in the lay coaching 
group may have felt more motivated to engage in exercise and 
positive health behaviours due to accountability to the coach. The 
coaches may have shared personal tips or helped develop confidence 
within the context of their community. Overall, these results provide 
additional support for the use of peer health coaches as a supplement 
to in health behaviour interventions. The current study also provides 
additional empirical research on the use of peer health coaching with 
low-income African-American women, who have rarely been the 
main population of interest. 

The results of this study also provide support for implementing 
community-based group interventions for underserved communities. 
Participants in both groups stressed the importance of the social aspect 
of the group setting for increasing connection to their community, 
as well as an effective way to communicate health information and 
receive encouragement for behaviour changes. Joseph, et al conducted 
a study with similar results. Participants reported having a sense of 
discouragement related to losing weight. They attributed their success 
to the encouragement and emotional support from their community 
that pushed them to achieve their weight loss goals [43]. Additionally, 
participants reported the importance of having a structured program 
to provide support in increasing their knowledge and support for 
behaviour change following the screening, which has been shown to 
be important in reducing health disparities and providing access to 
health in low-income communities [44].

Additionally, the increase in knowledge and associated feedback 
provide an important reminder that knowledge is essential for 
behaviour change and may challenge health professional assumptions 
of the basic knowledge needs of African-American women. The 
positive change seen in both groups points to the importance of social 
connection, guidance and support for behaviour change. Even over 
the course of ten weeks, there were some small but significant changes 
in participants’ biometric and confidence measures, indicating that 
an intervention conducted over a shorter duration of time could 
show measures of effectiveness and also be more convenient for 
participants. 

Limitations

The findings should be considered in the context of the study’s 
limitations. Additional studies are needed as this was a pilot-study. 
Future studies should increase the sample size in order to provide 
additional power in the statistical analysis and interpretation of 
results. Second, we relied on self-reported data for behaviour 
changes, which could have been influenced by social desirability. 

Additionally, there were challenges to biometric data collection 
in that, due to the timing of the blood draws, questions arose as to 
adherence to the full 8-hour fasting period given some of the erratic 
differences in pre and post biometric data. The blood draw was 
scheduled for later in the day based on recommendations from the 
CRRT. Women in this community did not attend early morning 
events and verbalized fear around blood draws making them more 
likely to miss the appointment. Finally, The CRRT were new to 
coaching, which can be a challenging process to navigate, particularly 
asking targeted questions that promote personal insight and change. 
Additional training and experience would enhance the impact of the 
lay coaching. 

Future applications

Suggestions for future research include utilizing a combined 
approach of both the self-guided workbook and lay/peer coaching in 
addition to group sessions, as well as including a maintenance period 
following the program. Moreover, given that there were no significant 
knowledge increases in relapse prevention, providing additional 
sessions in these areas may provide more sustainable behaviour 
change. The blood draws presented a challenge with questions related 
to adherence to fasting, which may have confounded potential results. 
Facilitating the blood draw was an important consideration in the 
completion and success of this pilot study and may be an important 
factor to consider when working in this population. Future studies 
may explore other potential times for fasting blood work, such as later 
morning, that may reduce appointment no shows while decreasing the 
challenges with fasting. Additionally, as mobile apps are increasingly 
being utilized with various successes for behaviour change, [41] 
this may be included to assist with reminders, motivation and data 
collection. Although, interventions that include apps should also 
provide methods for interpersonal contact for peer accountability and 
utilizing the community as part of the behaviour change process. This 
research reinforces the need for peer accountability and connection to 
community and peers for the success of a behaviour change program. 
Group contact through classes and coaching facilitated successful 
behaviour change in this program through a support structure in 
which women reported lacking in their community. This study 
could provide a model for future translational lifestyle interventions 
for African American women residing in low-income, medically 
underserved urban communities.

References

1. National Center for Health Statistics. Health, United States, 2015: With 
Special Feature on Racial and Ethnic Health Disparities. 2016

2. Zenk SN, Schulz AJ, Odoms-Young A. How Neighborhood Environments 
Contribute To Obesity. Am J Nurs. 2009; 109: 61–64.

3. National Center for Health Statistics. Health, United States, 2016: Normal 
Weight, Overweight, and Obesity Among Adults Aged 20 and Over, By 
Selected Characteristics: United States, Selected Years 1988–1994 Through 
2011–2014

4. Jagosh J, Macaulay AC, Pluye P, Salsberg J, Bush PL, Henderson J, et al. 
Uncovering The Benefits Of Participatory Research: Implications Of A Realist 
Review For Health Research and Practice. Milbank Q. 2012; 90: 311-346.

5. Israel, BA, Schulz, AJ, Parker, EA, Becker, AB. Review Of Community-Based 
Research: Assessing Partnership Approaches To Improve Public Health. 
Annu Rev Public Health. 1998;19 :173-202.

https://www.ncbi.nlm.nih.gov/pubmed/27308685
https://www.ncbi.nlm.nih.gov/pubmed/27308685
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2789291/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2789291/
https://www.ncbi.nlm.nih.gov/pubmed/22709390
https://www.ncbi.nlm.nih.gov/pubmed/22709390
https://www.ncbi.nlm.nih.gov/pubmed/22709390
https://www.ncbi.nlm.nih.gov/pubmed/9611617
https://www.ncbi.nlm.nih.gov/pubmed/9611617
https://www.ncbi.nlm.nih.gov/pubmed/9611617


Citation: Miller E, Thompson V, Cooley R, Wyand R and Fichtner A. Lay Health Coaching 
Associated with Improvements in Abdominal Circumference and Reported Psychosocial Benefits 
in Low-Income African American Women: A Pilot Study. SM J Fam Med. 2017; 1(2): 1011. Page 8/9

Gr   upSM Copyright  Miller E

6. Green LW, Richard L, Potvin L. Ecological Foundations of Health Promotion. 
Am J Health Promot. 1996: 10: 270-281.

7. Buchanan DR, Miller FG, Wallerstein N. Ethical Issues in Community-Based 
Participatory Research: Balancing Rigorous Research With Community 
Participation in Community Intervention Studies. Prog Community Health 
Partnersh. 2007; 1: 153-160. 

8. Campbell MK, Hudson MA, Resnicow K, Blakeney N, Paxton A, Baskin 
M. Church-Based Health Promotion Interventions: Evidence and Lessons 
Learned. Annu Rev Public Health. 2007; 28: 213-234.

9. Resnicow K, Wallace DC, Jackson A, Digirolamo A, Odom E, Wang T, et 
al. Dietary change through African American churches: Baseline results and 
program description of the eat for life trial. J Cancer Educ. 2000; 15: 153-163. 

10. Bandura A. Health Promotion by Cognitive Means. Health EducBehav. 2004; 
31: 143-164. 

11. Kamimura A, Nourian MM, Jess A, Chernenko A, Assanik N, Ashby J. 
Perceived Benefits and Barriers and Self Efficacy Affecting Attendance of 
Health Education Programs Among Uninsured Primary Care Patients. Eval 
Program Plann. 2016; 59: 55-61.

12. O’Connor PJ, Asche SE, Crain L, Rush WA, Whitebird RR, Solberg LI, et al. 
Is Patient Readiness To Change A Predictor of Improved Glycemic Control? 
Diabetes Care. 2004; 27: 2325-2329.  

13. Butterworth SW, Linden A, McClay W. Health Coaching As An Intervention in 
Health Management Programs. Disease Management & Health Outcomes. 
2007; 15: 299-307.

14. Thom DH, Ghorob A, Hessler D, De Vore D, Chen E, Bodenheimer TA. Impact 
Of Peer Health Coaching On Glycemic Control in Low-Income Patients With 
Diabetes: A Randomized Control Trial. AnnFam Med. 2013; 11: 137-144. 

15. Wolpert HA, Atakov-Castillo A, Smith SA, Steil GM. Dietary Fat Acutely 
Increases Glucose Concentrations and Insulin Requirements In Patients 
With Type 1 Diabetes: Implications For Carbohydrate-Based Bolus Dose 
Calculation and Intensive Diabetes Management. Diabetes Care 2013; 36: 
810–816.

16. Biuso TJ, Butterworth S, Linden A. A Conceptual Framework For Targeting 
Prediabetes With Lifestyle, Clinical, And Behavioral Management 
Interventions. Dis Manag. 2007; 10: 6-15.

17. Rimmer JH, Rauworth A, Wang E, Heckerling PS, Gerber BS. A Randomized 
Controlled Trial To Increase Physical Activity And Reduce Obesity In A 
Predominately African American Group Of Women With Mobility Disabilities 
And Severe Obesity. Prev Med. 2009; 48: 473-479.

18. Bennett GG, Foley P, Levine E, Whiteley J, Askew S, Steinberg DM, et al. 
Behavioral Treatment for Weight Gain Prevention Among Black Women in 
Primary Care Practice: A Randomized Clinical Trial. JAMA Intern Med. 2013; 
173: 1770- 1777.

19. Bonevski B, Randell M, Paul C, Chapman K, Twyman L, Bryant J, et al. 
Reaching The Hard-To-Reach: A Systematic Review Of Strategies For 
Improving Health and Medical Research With Socially Disadvantaged 
Groups. BMC Medical Research Methodology. 2014; 14: 42.  

20. Tapp H, White L, Steurwald M, Dulin M. Use Of Community-Based 
Participatory Research In Primary Care To Improve Healthcare Outcomes 
And Disparities In Care. J Comp Eff Res. 2013; 2: 405-419.

21. Goldman ML, Ghorob A, Eyre SL, Bodenheimer T. How Do Peer Coaches 
Improve Diabetes For Low-Income Patients?: A Qualitative Analysis. 
Diabetes Educ. 2013; 39: 800-810.

22. Funnell, MM. Peer-Based Behavioural Strategies To Improve Chronic Disease 
Self-Management And Clinical Outcomes: Evidence, Logistics, Evaluation 
Considerations And Needs For Future Research. Fam Pract.2010; 27: 17-22.

23. Ghorob A, Vivas MM, De Vore D, Ngo V, Bodenheimer T, Chen E, et al. The 
effectiveness of peer health coaching in improving glycemic control among 
low-income patients with diabetes: Protocol for a randomized controlled trial. 
BMC Public Health.2011; 11: 208. 

24. Browning C, Chapman A, Cowlishaw S, Li Z, Thomas SA, Yang H, et al. The 
Happy Life Club TM Study Protocol: A Cluster Randomized Trial of A Type 2 
Diabetes Health Coach Intervention. BMC Public Health. 2011; 11: 90.

25. Goldman ML, Ghorob A, Hessler D, Yamamoto R, Thom DH, Bodenheimer T. 
Are Low-Income Peer Health Coaches Able To Master and Utilize Evidence-
Based Health Coaching? Ann Fam Med.2015; 13: 36-41.  

26. Fisher EB, Strunk RC, Highstein GR, Kelley- Skyes R, Tarr KL, Trinkaus 
K. A Randomized Controlled Evaluation of The Effect of Community Health 
Workers On Hospitalization For Asthma: The Asthma Coach. Arch Pediatr 
Adolesc Med. 2009; 163: 225-232.  

27. Philis-Tsimikas A, Gallo LC. Implementing Community-Based Diabetes 
Programs: The Scripps Whittier Diabetes Institute Experience. Curr Diab 
Rep. 2014;14: 462. 

28. Willock JR, Mayberry RM, Yan F, Daniels P. Peer Training Of Community 
Health Workers To Improve Heart Health Among African American Women. 
Health Promot Pract. 2016; 16: 63-71. 

29. Pulse: A study of the status of women and girls in greater Cincinnati. 2005. 

30. Burklow KA, Mills LC. Giving Voice To Underserved And Culturally Diverse 
Groups Using Community-Based Participatory Research. The Open Medical 
Education Journal. 2009; 2: 75-79. 

31. Wellsource. Health Risk Assessments. 2016. 

32.  Miles MB, Huberman AM, Saldana J. Qualitative Data Analysis: A Methods 
Sourcebook. 2014. Thousands Oak, CA. Sage.

33. den Braver NR, de Vet E, Duijzer G, Ter Beek, J, Jansen SC, Hiddink GJ, et 
al. Determinants Of Lifestyle Behavior Change To Prevent Type 2 Diabetes 
In High-Risk Individuals. International Journal of Behavioral Nutrition and 
Physical Activity. 2017; 14. 

34. Teixeria PJ, Carraca EV, Marques MM, Rutter H, Oppert JM, DeBourdeauhuij 
I, et al. Successful Behavior Change In Obesity Interventions In Adults: A 
Systematic Review Of Self-Regulation Mediators. BMC Med. 2015; 13: 84. 

35. Clark MM, Bradley KL, Jenkins SM, Mettler EA, Larson BG, Preston HR, et 
al. Improvements In Health Behaviors, Eating Self-Efficacy, And Goal-Setting 
Skills Following Participation In Wellness Coaching. Am J Health Promot. 
2016; 30: 458-464. 

36. Thompson JL, Goodman MH, Tussing-Humphreys L. Diet Quality And 
Physical Activity Outcome Improvements Resulting From A Church-Based 
Diet And Supervised Physical Activity Intervention For Rural, Southern, 
African American Adults: Delta Body And Soul III. Health Promot Pract. 2015; 
16: 677-688. 

37. Teixeira PJ, Going SB, Houtkooper LB, Cussler EC, Martin CJ, Metcalfe LL et 
al. Weight Loss Readiness In Middle-Aged Women: Psychosocial Predictors 
Of Success For Behavioral Weight Reduction. J Behav Med. 2002; 25: 499-
523. 

38. Lemacks J, Wells BA, Ilich JZ, Ralston PA. Interventions for Improving 
Nutrition and Physical Activity Behaviors in Adult African American 
Populations: A Systematic Review, January 2000 Through December 2011. 
Prev Chronic Dis 2013; 10: 99. 

39. Middleton KR, Anton SD, Perri MG. Long-Term Adherence To Health 
Behavior Change. Am J Lifestyle Med. 2013; 7: 395-404. 

40. Janssen I, Katzmarzyk PT, Ross R. Waist Circumference and Not Body Mass 
Index Explains Obesity-Related Health Risk. Am J ClinNutr. 2004; 79: 379-
384. 

41. Hasselman MH, Faerstein E, Werneck GL, Chor D, Lopes CS. Association 
Between Abdominal Circumference And Hypertension Among Women: The 
Pró-Saúde Study. Cad SaúdePública. 2008; 24: 1187-1191. 

42. Schoeppe S, Alley S, Van Lippevelde W, Bray NA, Williams SL, Duncan 
MJ, et al. Efficacy Of Interventions That Use Apps To Improve Diet, Physical 
Activity And Sedentary Behavior: A Systematic Review. Int J Behav Nutr 
Physl Act.2016; 13:127.

https://www.ncbi.nlm.nih.gov/pubmed/10159708
https://www.ncbi.nlm.nih.gov/pubmed/10159708
https://www.ncbi.nlm.nih.gov/pubmed/20208234
https://www.ncbi.nlm.nih.gov/pubmed/20208234
https://www.ncbi.nlm.nih.gov/pubmed/20208234
https://www.ncbi.nlm.nih.gov/pubmed/20208234
https://www.ncbi.nlm.nih.gov/pubmed/17155879
https://www.ncbi.nlm.nih.gov/pubmed/17155879
https://www.ncbi.nlm.nih.gov/pubmed/17155879
https://www.ncbi.nlm.nih.gov/pubmed/11019764
https://www.ncbi.nlm.nih.gov/pubmed/11019764
https://www.ncbi.nlm.nih.gov/pubmed/11019764
https://www.ncbi.nlm.nih.gov/pubmed/15090118
https://www.ncbi.nlm.nih.gov/pubmed/15090118
https://www.ncbi.nlm.nih.gov/pubmed/27591485
https://www.ncbi.nlm.nih.gov/pubmed/27591485
https://www.ncbi.nlm.nih.gov/pubmed/27591485
https://www.ncbi.nlm.nih.gov/pubmed/27591485
https://www.ncbi.nlm.nih.gov/pubmed/15451895
https://www.ncbi.nlm.nih.gov/pubmed/15451895
https://www.ncbi.nlm.nih.gov/pubmed/15451895
https://link.springer.com/article/10.2165/00115677-200715050-00004
https://link.springer.com/article/10.2165/00115677-200715050-00004
https://link.springer.com/article/10.2165/00115677-200715050-00004
https://www.ncbi.nlm.nih.gov/pubmed/23508600
https://www.ncbi.nlm.nih.gov/pubmed/23508600
https://www.ncbi.nlm.nih.gov/pubmed/23508600
https://www.ncbi.nlm.nih.gov/pubmed/23193216
https://www.ncbi.nlm.nih.gov/pubmed/23193216
https://www.ncbi.nlm.nih.gov/pubmed/23193216
https://www.ncbi.nlm.nih.gov/pubmed/23193216
https://www.ncbi.nlm.nih.gov/pubmed/23193216
https://www.ncbi.nlm.nih.gov/pubmed/17309360
https://www.ncbi.nlm.nih.gov/pubmed/17309360
https://www.ncbi.nlm.nih.gov/pubmed/17309360
https://www.ncbi.nlm.nih.gov/pubmed/19459233
https://www.ncbi.nlm.nih.gov/pubmed/19459233
https://www.ncbi.nlm.nih.gov/pubmed/19459233
https://www.ncbi.nlm.nih.gov/pubmed/19459233
https://www.ncbi.nlm.nih.gov/pubmed/23979005
https://www.ncbi.nlm.nih.gov/pubmed/23979005
https://www.ncbi.nlm.nih.gov/pubmed/23979005
https://www.ncbi.nlm.nih.gov/pubmed/23979005
https://bmcmedresmethodol.biomedcentral.com/articles/10.1186/1471-2288-14-42
https://bmcmedresmethodol.biomedcentral.com/articles/10.1186/1471-2288-14-42
https://bmcmedresmethodol.biomedcentral.com/articles/10.1186/1471-2288-14-42
https://bmcmedresmethodol.biomedcentral.com/articles/10.1186/1471-2288-14-42
https://www.ncbi.nlm.nih.gov/pubmed/24236682
https://www.ncbi.nlm.nih.gov/pubmed/24236682
https://www.ncbi.nlm.nih.gov/pubmed/24236682
https://www.ncbi.nlm.nih.gov/pubmed/24168838
https://www.ncbi.nlm.nih.gov/pubmed/24168838
https://www.ncbi.nlm.nih.gov/pubmed/24168838
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2873176/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2873176/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2873176/
https://www.ncbi.nlm.nih.gov/pubmed/21457567
https://www.ncbi.nlm.nih.gov/pubmed/21457567
https://www.ncbi.nlm.nih.gov/pubmed/21457567
https://www.ncbi.nlm.nih.gov/pubmed/21457567
https://www.ncbi.nlm.nih.gov/pubmed/21303564
https://www.ncbi.nlm.nih.gov/pubmed/21303564
https://www.ncbi.nlm.nih.gov/pubmed/21303564
https://www.ncbi.nlm.nih.gov/pubmed/26304970
https://www.ncbi.nlm.nih.gov/pubmed/26304970
https://www.ncbi.nlm.nih.gov/pubmed/26304970
https://www.ncbi.nlm.nih.gov/pubmed/19255389
https://www.ncbi.nlm.nih.gov/pubmed/19255389
https://www.ncbi.nlm.nih.gov/pubmed/19255389
https://www.ncbi.nlm.nih.gov/pubmed/19255389
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3946451/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3946451/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3946451/
https://www.ncbi.nlm.nih.gov/pubmed/24891525
https://www.ncbi.nlm.nih.gov/pubmed/24891525
https://www.ncbi.nlm.nih.gov/pubmed/24891525
https://benthamopen.com/ABSTRACT/TOMEDEDUJ-2-75
https://benthamopen.com/ABSTRACT/TOMEDEDUJ-2-75
https://benthamopen.com/ABSTRACT/TOMEDEDUJ-2-75
https://www.wellsource.com/
https://us.sagepub.com/en-us/nam/qualitative-data-analysis/book239534
https://us.sagepub.com/en-us/nam/qualitative-data-analysis/book239534
https://ijbnpa.biomedcentral.com/articles/10.1186/s12966-017-0532-9
https://ijbnpa.biomedcentral.com/articles/10.1186/s12966-017-0532-9
https://ijbnpa.biomedcentral.com/articles/10.1186/s12966-017-0532-9
https://ijbnpa.biomedcentral.com/articles/10.1186/s12966-017-0532-9
https://www.ncbi.nlm.nih.gov/pubmed/25907778
https://www.ncbi.nlm.nih.gov/pubmed/25907778
https://www.ncbi.nlm.nih.gov/pubmed/25907778
https://www.ncbi.nlm.nih.gov/pubmed/26305609
https://www.ncbi.nlm.nih.gov/pubmed/26305609
https://www.ncbi.nlm.nih.gov/pubmed/26305609
https://www.ncbi.nlm.nih.gov/pubmed/26305609
https://www.ncbi.nlm.nih.gov/pubmed/25603798
https://www.ncbi.nlm.nih.gov/pubmed/25603798
https://www.ncbi.nlm.nih.gov/pubmed/25603798
https://www.ncbi.nlm.nih.gov/pubmed/25603798
https://www.ncbi.nlm.nih.gov/pubmed/25603798
https://www.ncbi.nlm.nih.gov/pubmed/12462956
https://www.ncbi.nlm.nih.gov/pubmed/12462956
https://www.ncbi.nlm.nih.gov/pubmed/12462956
https://www.ncbi.nlm.nih.gov/pubmed/12462956
https://www.ncbi.nlm.nih.gov/pubmed/23786910
https://www.ncbi.nlm.nih.gov/pubmed/23786910
https://www.ncbi.nlm.nih.gov/pubmed/23786910
https://www.ncbi.nlm.nih.gov/pubmed/23786910
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4988401/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4988401/
https://www.ncbi.nlm.nih.gov/pubmed/14985210
https://www.ncbi.nlm.nih.gov/pubmed/14985210
https://www.ncbi.nlm.nih.gov/pubmed/14985210
https://www.ncbi.nlm.nih.gov/pubmed/18461251
https://www.ncbi.nlm.nih.gov/pubmed/18461251
https://www.ncbi.nlm.nih.gov/pubmed/18461251
https://www.ncbi.nlm.nih.gov/pubmed/27927218
https://www.ncbi.nlm.nih.gov/pubmed/27927218
https://www.ncbi.nlm.nih.gov/pubmed/27927218
https://www.ncbi.nlm.nih.gov/pubmed/27927218


Citation: Miller E, Thompson V, Cooley R, Wyand R and Fichtner A. Lay Health Coaching 
Associated with Improvements in Abdominal Circumference and Reported Psychosocial Benefits 
in Low-Income African American Women: A Pilot Study. SM J Fam Med. 2017; 1(2): 1011. Page 9/9

Gr   upSM Copyright  Miller E

43. Rodney JP, Barbara AE, LaTanya M, Steven HP, Colleen K. Utility of Social 
Cognitive Theory in Intervention Design for Promoting Physical Activity 
among African-American Women: A Qualitative Study. American Journal Of 
Health Behavior. 2017, 41: 518-513. 

44. Murray K, Liang A, Barnack-Tavlaris J, Navarro AM. The reach and rationale 
for community health fairs. Journal of cancer education : the official journal of 
the American Association for Cancer Education. 2014; 29: 19-24.

https://asu.pure.elsevier.com/en/publications/utility-of-social-cognitive-theory-in-intervention-design-for-pro
https://asu.pure.elsevier.com/en/publications/utility-of-social-cognitive-theory-in-intervention-design-for-pro
https://asu.pure.elsevier.com/en/publications/utility-of-social-cognitive-theory-in-intervention-design-for-pro
https://asu.pure.elsevier.com/en/publications/utility-of-social-cognitive-theory-in-intervention-design-for-pro

	Title
	Abstract
	Introduction
	Community-based participatory research
	Behaviour change
	Health promotion interventions

	Methods
	Community partnership
	Research design and intervention
	Lay health coach training, program curriculum and workbook
	Participant recruitment and retention
	Intervention overview
	Data collection and measures
	Data analysis

	Results
	Changes in knowledge
	Qualitative evaluation

	Discussion
	Limitations
	Future applications

	References
	Table 1
	Figure 1
	Figure 2
	Figure 3
	Figure 4

