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Original Article

How VAWhole Health Coaching Can
Impact Veterans’ Health and Quality of
Life: A Mixed-Methods Pilot Program
Evaluation

Natalie Purcell, PhD, MPA1,2 , Kara Zamora, MA1,2,
Daniel Bertenthal, MPH1, Linda Abadjian, PhD1,
Jennifer Tighe, MSPH1 and Karen H Seal, MD, MPH1,2

Abstract

Purpose: To examine the impact of a pilot VAWhole Health Coaching program, including whether and how the program

helps veterans improve their health and quality of life.

Intervention: Whole Health Coaching is a structured program to support veterans in making healthy behavior changes to

promote holistic well-being.

Design: This mixed-methods quality-improvement evaluation combined surveys (pre- and post-coaching) with follow-up

qualitative interviews.

Setting: The setting was a large VA healthcare system, encompassing a medical center and six community-based clinics in

Northern California.

Participants: 65 veterans completed surveys at both time points; 42 completed qualitative interviews.

Method: Telephone surveys administered at baseline and 3months assessed global health (PROMIS-10), perceived stress

(PSS-4), and perceived health competency (PHCS-2). Pre- and post-scores were compared using t-tests. A subsample of

participants completed a qualitative interview evaluating program experience, goal attainment, and the coaching relationship.

Results: Surveys showed significant improvements over baseline in mental health (p¼ 0.006; d¼ 0.36), stress (p¼ 0.003;

d¼ –0.38), and perceived health competence (p¼ 0.01; d¼ 0.35). Interviewees were highly satisfied with their coaching

experience, describing both effective program components and improvement opportunities.

Conclusion: Whole Health Coaching can help participants make meaningful progress toward health goals, reduce stress,

and improve quality of life. The Whole Health model’s emphasis on holistic self-assessment; patient-driven goal-setting;

supportive, non-judgmental inquiry; and mindful awareness contributed to program success and enhanced participants’

experience.
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Introduction, Background, and Significance

The Veterans Health Administration is the largest inte-
grated healthcare system in the United States.1 VA cares
for 9 million veterans annually across more than 1,200
health facilities and is thus well positioned to pilot new
care models.1,2 To improve veteran population health,
care quality, and patient satisfaction, VA is implement-
ing a “Whole Health” care model centered on holistic,
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patient-driven, personalized care planning.3,4 Whole
Health seeks to make healthcare more person-focused,
relationship-based, and oriented toward promotion of
health-sustaining behavior. To realize Whole Health
transformation, VA engages veterans in health planning
across multiple dimensions of wellbeing—physical, emo-
tional, social, and spiritual. Veterans receive support in
developing and reaching their own health goals, and can
access a range of integrated clinical care, complementary
and integrative health services, and wellness programs to
support self-management and healthy behavior change.

A key component of VA’s Whole Health transforma-
tion has been the national rollout of a Whole Health
Coaching program.5,6 Whole Health Coaches help vet-
erans explore their values, develop personal health plans,
and make progress in achieving their health goals.
Nationwide, VA has trained over 2,300 VA clinicians,
staff, veteran peers, and others in its coaching model.
The purpose of VA’s coaching program is to “provide
veterans personalized, proactive, patient-driven health
care,” “support them to successfully implement their
personal health plans,” and “incentivize measurable
improvement in health outcomes.”6(p3) To achieve
these aims, VA’s program draws on evidence-based
practices known to support health behavior change,
including motivational interviewing,7 appreciative inqui-
ry,8 and positive psychology.9 Research suggests that
similar health coaching programs are effective in sup-
porting behavior change,10–12 but coaching models
vary widely.10,12–14 To date, there is little research exam-
ining the effectiveness of VA’s Whole Health Coaching
Program in supporting behavior change or improving
veterans’ health and wellbeing.15

At the San Francisco VA, we conducted a mixed-
methods quality-improvement (QI) evaluation to
examine the impact and effectiveness of a pilot coaching
program grounded in VA’s Whole Health model.
Combining telephone surveys administered pre- and
post-coaching with qualitative interviews, we examined
whether Whole Health Coaching helps veterans achieve
meaningful improvements in their physical health,
mental health, and quality of life. We also examined
which aspects of the program were more and less helpful
to participants and solicited suggestions for improve-
ment. In this manuscript, we describe the pilot program,
report results of our mixed-methods evaluation, and
consider their implications for VA and other health
systems.

The Intervention

VA’s Whole Health Coaching program provides a struc-
tured model (Table 1) to support veterans in making
healthy behavior changes.6 Like many health coaching
programs,14 VA’s program is designed to empower

participants and support them in self-management.
Coaches help participants find their own motivation
for change, then facilitate that change through collabo-
rative development of realizable, progressive goals.
Regular coaching sessions allow participants to check
in on their progress, promoting accountability and fos-
tering a relationship between coach and participant.
Within that relationship, the coach recognizes the par-
ticipant as the expert on themselves and harnesses that
expertise using open-ended questions, active listening,
reflections, expressions of empathy, and affirmations.
Discussions stay present- and future-oriented, emphasiz-
ing the participant’s strengths and aspirations and pro-
viding support to mobilize these. Coaches adopt a
guiding, rather than directing, style; they actively inquire
and listen but share information and advice only when
invited. Coaching facilitates behavior change by helping
participants “try on” different perspectives, refine action
plans, anticipate barriers and facilitators, reflect on les-
sons learned, and draw on strengths and supports within
the context of an accountable relationship.6,14

In addition to these evidence-informed coaching tech-
niques, VA’s Whole Health Coaching model adds sever-
al elements that are specific to integrative health and
wellness coaching programs,14,17–20 and some that are
unique to VA’s program. Detailed in Table 2, these ele-
ments include exploration of the participant’s “mission,
aspiration, and purpose” in life; holistic, multi-
dimensional self-assessment (a “Personal Health
Inventory”16); and practice of “mindful awareness.”6

Whole Health Coaching is rooted in a fundamentally
patient-driven agenda; the program does not focus on
addressing any specific diagnosis or problem and instead
supports veterans in making life or health changes based
on their personal values and priorities. VA attempts to
integrate Whole Health Coaches within the veteran’s
broader VA care team, encouraging communication
through the electronic medical record and aligning the
team in support of the veteran’s personal health plan.

To facilitate this integration, VA’s Whole Health
Coaching model was designed to be flexible, and differ-
ent VAs have adapted the program to fit local needs. At
San Francisco VA, coaching is a one-on-one service
offered to interested veterans referred by a provider.
Coaching unfolds over 8-10 sessions that occur roughly
once per week and last approximately 50minutes. Most
sessions are conducted by telephone, but coaches also
offer in-person or video options upon request. San
Francisco VA’s coaches come from a variety of different
backgrounds; all have other clinical and/or non-clinical
roles at VA, coaching veterans only part-time. The pilot
coaching team was recruited from a small team of clini-
cians interested in holistic care and involved in launching
a new Integrative Health service line at San Francisco
VA. The team included psychologists, social workers,
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Table 2. Unique Features of VA’s Whole Health Coaching Program.

Feature Category Description

Manual-based Program materials/structure – Guided by an original manual6 that progresses through four

unique stages of coaching (Table 1).

– Uses VA-developed program materials, including a Personal

Health Inventory16 that assesses various dimensions of health

and wellbeing across VA’s “Circle of Health.”32

Veteran-focused Target population – Designed to serve veterans, reflecting military cultural aware-

ness and sensitivity to traumatic conditions common among

veterans.

– Flexible program to serve a highly diverse veteran population.

Open Target population – Intended to be a resource for any veteran.

– Not focused on any particular disease or condition.

Patient-driven Program philosophy/approach – Agenda and goals are fundamentally patient-driven.

– Starts with exploration of the veteran’s mission, aspiration, and

purpose in life (“What matters most to you?” and “What do

you want your health for?”)

Holistic Program philosophy/approach – Explicitly holistic.

– Attends to the biological, psychological, social, and spiritual

dimensions of health and well-being.

Mindfulness-centered Program philosophy / approach – Emphasizes mindful awareness

– Supports veterans in learning and practicing breathing techni-

ques/mindfulness.

– Mindfulness practices woven into coaching sessions (as the

veteran is interested and open to them).

Integrated Role within the healthcare system – Coaches are integrated with the veteran’s VA care team.

– Coaches communicate with care team members through the

electronic medical record.

– Veteran’s personal health plan is intended to be shared across

coaching and clinical care.

Table 1. Stages of Whole Health Coaching (Adapted From the VHA Whole Health Coaching Manual6).

Stage 1 Explore mission,

aspiration, and

purpose

– Coach uses open-ended, values-based inquiry to help veteran explore their “mission, aspiration, and

purpose” in life.

– Through examination of personal values, veteran develops/begins to articulate a vision for their health

and wellness.

– Coach and veteran explore potential value conflicts, including behaviors, patterns, or circumstances that

are not consistent with veteran’s articulated values and vision.

Stage 2 Reflect, assess,

and focus

– Coach guides veteran through a “Personal Health Inventory”16—a self-assessment of the veteran’s

experience across multiple dimensions of health and wellbeing.

– Areas explored include activity/energy, rest, nutrition, relationships, surroundings, and spirituality.

– Veteran identifies the dimensions that are most important to them and where they are motivated/ready

to make change.

– The specific purpose of the coaching relationship comes into focus for veteran and coach.

Stage 3 Plan for action – Veteran and coach develop a plan for action that includes veteran-defined “SMART” goals—goals that

are specific, measurable, action-oriented, realistic, and timebound.

– Veteran and coach explore facilitators of and barriers to action, as well as available resources for

education/support.

– Veteran and coach co-create a plan for action and for maintaining accountability.

Stage 4 Execute the

action

– Coach supports veteran in executing the action plan.

– Coach engages veterans in active reflection, ongoing self-assessment of actions taken to date, and

discussion of lessons learned.

– Veteran’s goals remain dynamic; action plan is iteratively refined with attention to evolving facilitators,

barriers, and supports.

Purcell et al. 3



nurses, veteran peers, and public health professionals
(see acknowledgements). All completed VA’s Whole
Health Coaching Training, consisting of two separate
three-day trainings in Whole Health Coaching, with
required practice and feedback sessions between and
after each training. The team maintains fidelity to the
coaching model through weekly team meetings and case
reviews facilitated by a coaching lead, participation in
monthly national community-of-practice calls, and peer
mentorship allowing individualized reflection and feed-
back for each coach.

Methods

We invited all participants in San Francisco VA’s Whole
Health Coaching pilot program to take part in an IRB-
exempt program evaluation, funded through VA’s
Quality Improvement Research Initiative. The primary
aim of the study was to evaluate the pilot program’s
impact on participating veterans’ physical health,
mental health, and quality of life. Secondary aims were
to evaluate participants’ satisfaction with the program,
solicit suggestions for improvement, and obtain partici-
pant feedback on the quality and impact of the program,
including its structure, design, and content.

To achieve these aims, we used a mixed-methods
design. Upon enrollment in the coaching program, par-
ticipants completed a baseline telephone survey admin-
istered by a program assistant who recorded their
responses into a secure electronic database. Three
months after baseline, participants who completed at
least three health coaching sessions were invited to com-
plete a follow-up telephone survey. Survey instruments
included demographic questions and multiple validated
scales drawn from the VA’s Whole Health Evaluation
Toolkit.21 These scales included the Patient-Reported
Outcomes Measurement Information System 10–
Question Short Form – Global Health (PROMIS-10)22

measuring overall mental and physical health, the
Perceived Stress Scale – 4 Item (PSS-4)23 measuring per-
ceived stress, and the Perceived Health Competence
Scale – 2 Item (PHCS-2)24 measuring perceptions of
competence to manage one’s health. Survey data were
exported to Stata 14.2 for analysis. Baseline and follow-
up survey responses were compared using t-tests and
Cohen’s d.

Upon completion of the follow-up telephone survey,
veterans were invited to participate in a semi-structured
qualitative interview evaluating their coaching experi-
ence. Trained interviewers completed qualitative inter-
views within three months of follow-up survey
administration. Interviews were guided by a set of orig-
inal questions informed by qualitative interview instru-
ments previously used to evaluate local clinical program
implementation and effectiveness for quality

improvement.25,26 Topics covered included program
experience, impact, and satisfaction, with probes to
elicit feedback on health goals, goal attainment progress,
the coaching relationship, and program improvement
suggestions. Interviews lasted 30–60minutes. All were
administered by telephone and audio-recorded with par-
ticipant permission.

Interview recordings were analyzed using a matrix-
based analysis technique developed for health services
research contexts.27,28 This technique was designed to
be time- and resource-efficient, balancing rigor with
pragmatism and yielding results that are comparable to
traditional qualitative methods.29–31 Rather than pro-
ducing and analyzing transcripts, our trained analysts
listened to the audio-recording of each interview and
prepared a written summary using a templated matrix
organized by topical areas drawn from the interview
guide.27 At least two trained analysts independently
examined each audio file, summarizing participant
responses for each domain and transcribing relevant
quotations into the interview analysis matrix. The ana-
lysts then collaborated to review and compare all matri-
ces, identify and discuss recurring themes, and refine a
description of each theme. Identified themes were paired
with direct veteran quotations to ensure alignment with
veterans’ language and broad representation of inter-
viewed veterans’ voices. Any discrepancies were resolved
through discussion, with audio files consulted as needed
to reach consensus in the identification and description
of themes.

Results

Participants

Of the 88 veterans who enrolled in the pilot program
during the study period and completed at least three
coaching sessions, 79 volunteered to participate in the
QI study. Of these, 65 (74% of the total eligible popula-
tion) completed both baseline and follow-up surveys and
were included in this analysis. Among those participants,
42 (65%) completed qualitative interviews. Participants
included a diverse segment of the VA population across
the spectrum of age, gender, and race/ethnicity. Eighty-
eight percent (88%) of participants were referred from
the urban medical center in San Francisco and 9%
from community-based outpatient clinics, including
5% from rural areas in Northern California.
Demographics are summarized in Table 3.

Survey Results

Survey results are summarized in Table 4. In follow-up
surveys, participants showed statistically significant
improvements over baseline in both mental health and
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Table 3. Participant Demographics (N¼ 65).

Self-Report Variables N %

Gender

Man 51 78.5%

Transgender man 0 0.0%

Woman 12 18.5%

Transgender woman 1 1.5%

Other 1 1.5%

Age

18–29 1 1.5%

30–39 9 13.8%

40–49 9 13.8%

50–59 15 23.1%

60–64 9 13.8%

65 or older 22 33.8%

Race and ethnicity (multi-select option)

American Indian or Alaskan Native 6 9.2%

Asian 4 6.2%

Black or African American 10 15.4%

Hawaiian or Pacific Islander 2 3.1%

White 44 67.7%

Hispanic or Latino 10 15.9%

Employment status

Not working and not looking for work 3 4.6%

Unable to work due to disability 15 23.1%

Not working, but actively looking for work 5 7.7%

Retired 21 32.3%

Working as a volunteer (no pay) 2 3.1%

Working for pay full-time (30 hours or more per week 17 26.2%

Working for pay part-time (less than 30 hours per week) 5 7.7%

Education

2-Year degree or lower 39 60.0%

4-Year degree or higher 26 40.0%

Current housing (multi-select option)

Own apartment or house 55 84.6%

Friend or relative’s apartment or house 7 10.8%

Hospital, domiciliary, or drug treatment center 1 1.5%

Transitional housing 4 6.2%

Car or street 1 1.5%

Perceived ability to meet basic needs

1 Not at all 0 0%

2 9 13.8%

3 10 15.4%

4 10 15.4%

5. Very well 36 55.4%

Administratively-sourced variables

Referring clinic location

Primarily urban 60 92%

Primarily rural 3 5%

Unspecified 2 3.10%

Professional background of assigned coach

Psychologist (PhD) 26 40.0%

Registered nurse (RN) 21 32.3%

Public health background (MPH) 9 13.8%

Veteran peer 9 13.8%

Purcell et al. 5



perceived stress scores. Participants improved an aver-

age of .85 points on the PROMIS-10 Mental Scale

(p¼ 0.006). Average PSS-4 scores decreased by 1.21

points (p¼ 0.003), where lower scores indicate less

stress. In both domains, effect sizes were moderate

(0.36 and –0.38, respectively), suggesting reductions in

stress and improvement in overall self-reported mental

health with potential clinical significance. Perceived

health competence (PCHS-2) scores also showed signif-

icant improvement over baseline (1.08 points on average;

p¼ 0.01) with a moderate effect size (0.35). No signifi-

cant differences between baseline and follow-up scores

were noted for the PROMIS-10 Physical Scale measur-

ing overall physical health.
The small number of participants within demographic

subgroups (see Table 3) limited our power to conduct

comparisons based on age, race or ethnicity, and socio-

economic factors. However, we did note potentially

meaningful differences between men and women.

Women’s baseline scores were somewhat poorer than

men’s on measures of mental health (mean PSS-4 of

6.3 for men versus 7.3 for women; mean PROMIS-10

Mental Scale of 12.0 for men versus 10.9 for women)

and physical health (mean PROMIS-10 Physical of

12.2 for men versus 10.9 for women). At follow-up,

women reported more improvement than men on the

PROMIS-10 Mental Scale (women’s mean score

change was 0.8 greater; p¼ .25) and the PROMIS-10

Physical Scale (women’s mean score change was 0.7

greater; p¼ .43). Men improved more on the PSS–4

(men’s mean score change was 0.9 greater; p¼ .36).

These differences were not statistically significant in

our small sample.

Qualitative Interview Themes

All interviewed participants felt they benefited from

coaching, were glad that they had participated, and

would recommend the program to other veterans.

Qualitative themes are reported here across four

domains: (1) Coaching Impact, (2) Effective Program

Components, (3) Coaching Relationship, and (4)

Improvement Opportunities.

Coaching Impact

Theme: veterans reported meaningful progress across a wide

variety of goal types. Interviewed veterans described a
wide variety of personal coaching goals. Many set
goals pertaining to their physical health—for example,
sleeping better, eating healthier foods, increasing physi-
cal activity/exercise, losing weight, quitting smoking,
reducing alcohol/drug use, or improving management
of chronic conditions like diabetes. Other goals per-
tained to reducing stress and enhancing quality of
life—for example, improving family relationships,
engaging in meaningful activities, or improving manage-
ment of home and financial matters.

Across goal areas, veterans reported high levels of
satisfaction with their progress. Those with goals related
to physical health described making meaningful changes,
such as walking more, trying new exercises and activities,
eating healthier foods, and transitioning to more consis-
tent sleep schedules. A few reported achieving significant
weight loss and feeling confident about their ability to
sustain the loss: “I was going up and down before, but
now I’m sticking to it.” Three veterans reported reaching
new insights about their drug and alcohol use and sig-
nificantly reducing or stopping their use for the first
time. Veterans tended to describe their progress on phys-
ical health goals as intertwined with mental health
changes. For example: “[Coaching] definitely got me to
change my diet,” observed one veteran, “That’s a big
help to my health. She’s got me doing yoga and tai chi
and meditation . . . so that’s helped me quite a bit as far
as my stress levels, my body, pain.”

Theme: coaching improved participants’ mood and increased

confidence in their ability to make ongoing positive life

changes. Across many goal types, participants reported
overall improvements in mood and reductions in stress.
As one veteran put it, “[I] feel a little more confident and
just generally feel a little better, particularly emotionally.
When we started, I tended to feel a little bit down about
things, and I think some of that has gone away and
that’s because of the program.” In some cases, partici-
pants’ improvements in mood were tied to greater con-
fidence in their ability to make meaningful changes in
their lives and health. “I know I can actually do it now,”
affirmed one veteran, “I can achieve those [goals].”

Table 4. Survey Results.

Scale Domain N Baseline 3 Months Change t P Effect Size

PROMIS Physical Scale Overall physical health 65 11.95 12.15 0.20 0.59 0.557 0.07

PROMIS Mental Scale Overall mental health 65 11.74 12.58 0.85 2.84 0.006 0.36

Perceived Stress Scale – 4 item Stress 65 6.54 5.34 –1.21 –3.03 0.003 –0.38

Perceived Health Competency

Scale – 2 item

Perceived health

competency

65 6.80 7.88 1.08 2.66 0.01 0.35

6 Global Advances in Health and Medicine



Participants emphasized that coaching is an active,
rather than passive, modality—one that requires the vet-
eran to “show up.” For many, desire for change and
willingness to work for it preceded coaching but was
reinforced or enhanced through the coaching
relationship.

Despite veterans’ satisfaction with the progress they
made in coaching, many acknowledged that there was
significant work left to be done. They used a language of
incremental progress and ongoing improvement, rather
than achievement or completion. The sum of that prog-
ress, however, was often described as profound and life-
changing. Coaching “affected my diet, the way I
approach my life, the way I respond to people, and the
anxieties I had,” shared one veteran. Coaching was “the
spark I needed to reignite my life,” observed another,
“My life’s opened up in really unimaginable ways.”

Effective Program Components

Theme: a participant-defined agenda facilitates engagement/

empowerment. When veterans described aspects of the
program that worked well for them, a primary theme
was the veteran-driven nature of coaching: veterans
decided the overall purpose of the coaching relationship
and set their own goals. They saw coaches as offering
support and helping them learn new skills, but funda-
mentally following the veteran’s lead. “I would set the
goals, [the coach] would give suggestions, and I would
ultimately be the one to decide,” explained one veteran,
“The whole goal was that I would get skills that I’d use
for the rest of my life and, if he was driving it, I wouldn’t
get the skills.” Another veteran, who felt that coaching
provided crucial support as she transitioned off opioid
pain medications, described her coach’s approach:

“She wouldn’t tell me you need to do this . . . . She’d give

me ideas of what could be done, and how things could be

done, and then we’d talk about which way, from the

things that she mentioned, did I think would work for

me, and how. It was like she had me figure it out. You

know, we’d talk it out.”

Participants emphasized coaches’ efforts to tap into their
own motivation and capabilities. “What I’m going to
take away from all this is that my happiness is based
on my own behavior,” asserted one veteran.

Theme: SMART-goal setting keeps goals realistic and facilitates

gradual progress. Participants praised coaches’ approach
to goal-setting, noting that coaches helped them to iden-
tify realistic goals and moderate their expectations. “I
had a lot of stuff that needed attention, but it looked
like an overwhelming amount,” explained one veteran,
“[I’d] look at it and just go ‘I can’t deal with that today.

[My coach] would make suggestions like ‘how about
trying 15–30minutes of working at it, just chip at it a
little each day?’ and I’m like, ‘yeah I’ll give it a shot.’ But
it worked.” Some noted that modest, incremental goal-
setting was an adjustment in perspective for them and
helped them stay on course rather than abandoning their
efforts as they had in the past. “When I set an unreason-
able goal for myself, I have a tendency to get stopped
and then get depressed and not want to do anything,”
noted one veteran, “[My coach] was able to help me map
out a lot of steps towards a goal I had more or less
written off as impossible.” Coaches encouraged veterans
to celebrate small successes and gradual progress, which
could help them to stay the course and make meaningful
improvements over time:

“[My coach] was very good at making me feel at ease,

making sure that I wasn’t under any pressure . . .You

don’t have to make huge goals or make too many. She

was able to construct it to where I was making big goals,

but . . . I was able to see little tiny achievements . . . [It

was] a lot less stressful than it would have been if I

would have thought about what was going to happen

in six months.”

Theme: regular weekly meetings with progress check-in’s create

accountability. Participants felt that consistent, routine
meetings were key to making progress. They were moti-
vated to make changes because they knew they’d be
asked about their progress during their next coaching
session, and they did not want to let the coach—or them-
selves—down. One participant explained:

“My coach was somebody I could be accountable

to . . .She gave me the support and held the space for

me to actually do it. If I didn’t have anybody to tell

about my kitchen or my eating dark green leafy vegeta-

bles, you know, it’s just not going to happen. As soon as

you have someone to share it with who cares about you,

it happens.”

Routine, consistent “check in” opportunities helped
stave off procrastination for many veterans. “I wanted
to prove that I could do it—to myself and to someone
else,” shared one.

Theme: coaching techniques—including probing, challenging,

and holding space—helped veterans gain new perspective.

The opportunity to try on different perspectives was
important to participants. Veterans explained that
coaching helped them to gain perspective and focus,
paying attention to feelings, thoughts, and other factors
that they might otherwise fail to notice. “Every time we
talk, something new opens up,” affirmed one veteran.

Purcell et al. 7



Coaches would not only “hold space” for thoughtful
reflection, but also gently ask probing questions, chal-
lenging assumptions and negative self-talk to facilitate
new insights:

“Some things you already know about, some you don’t;

[they] are pretty much latent. [Coaching] helps bring

them out and bring them to the forefront. It keeps you

on point, it keeps you focused. That’s always great. It’s

like a separate mind. Sometimes [my coach] acts as a

sounding board, other time she acts as an incentive.”

Some veterans noted the particular value of shifting
from a “super soldier” mindset to one more attentive
to their personal needs, feelings, and health: “You
have to unlearn some things . . .You can’t just push
through everything.”

Theme: the holistic Circle-of-Health approach engages veterans

in new and welcome ways. Several veterans noted that
VA’s Whole Health program materials were helpful.
For example, the “dimensions of wellness” in the VA
Circle of Health32 (Table 2) functioned as “signposts
along the way.” Veterans appreciated the holistic
approach that the Circle of Health offered, with atten-
tion to mind, body, spirit, and surroundings. A few
noted how important it was that they could weave
their spiritual and religious values into their coaching
plan; they emphasized this was not something they expe-
rienced in the healthcare system before. Several felt that
the mindful awareness focus and incorporation of mind-
fulness practices like breathing and meditation helped
them get more out of coaching and, in some cases,
gave them valuable tools that they continued to use
between sessions and after coaching ended. For example,
one veteran described how creative visualization exer-
cises, such as prompts to imagine a different possible
future, motivated him to stop drinking alcohol: “It was
the first time I really thought . . . I don’t want to be this,
I’d rather be that.”

Theme: flexible program elements allow adaptation to individual

needs. Although participants appreciated the structure
of the program, many also praised the flexibility built
into that structure. They liked that they could have input
into the focus of each coaching session, as well as the
meeting schedule and frequency (for example, meeting
every other week instead of weekly upon request).
“Letting me make my own decisions rather than
having to go strictly by the book or by the rule-
s . . . helped me a lot,” noted one veteran. Many appre-
ciated having the option to connect with their coach by
telephone or in-person, citing the convenience of con-
necting by phone but also, for some, the importance of
making a face-to-face connection. Participants felt that,

overall, the program structure was flexible enough to

allow tailoring to their individual needs.

Coaching Relationship

Theme: veterans value a coaching relationship that is

collaborative and non-judgmental. Above all, veterans

valued having a personal, collaborative, one-on-one

relationship with their coach. The characteristics that

Veterans praised most in their coaches included their

ability to listen with attentiveness and care, their com-

passion and kindness, their lack of judgment, their sup-

portive and encouraging style, their emphasis on the

positive, their approachability, and their authenticity.

Although veterans praised the knowledge and profes-

sionalism of the coaches, they also described a warmth

to the coaching relationship. Most felt a “real and gen-

uine” personal connection, often using familial analogies

to describe how close they felt to their coach over time—

for example, comparing their coach to a brother, a

grandma, or a “favorite auntie.” “The Whole Health

Coach is part of my family, my network, my essential

support system,” shared one veteran. For others, the

coach became a primary support person in the absence

of supportive personal or familial relationships.

Themes: coach and participant can meet as peers. Multiple

veterans articulated a clear contrast between their rela-

tionship with their coach and their relationship with

other healthcare providers. They described a patient-

provider power dynamic present in many healthcare

contexts that was not present in the coaching relation-

ship. Coaches met them as an equal and peer, not as a

superior or an authority; coaches were there to listen,

not to tell. “To have a professional associated with the

VA actually listen to me was mind-blowing,” confided

one veteran. The fact that there was no diagnosis or

problem at the root of the coaching relationship also

mattered to veterans; they were met as human beings

with goals and capabilities to nurture rather than

patients with problems and diagnoses to treat.

Veterans contrasted their person-centered coaching

experience with diagnosis-driven conventional

healthcare:

“[Healthcare providers think] everyone has the same

issues, the same stories. They want to give you a pill or

put you in a program, and none of it is really about you.

Like [if] you don’t have a substance abuse issue, or you

weren’t in Vietnam, or you’re not suffering with all these

conditions that they’re familiar with, you don’t really

have an issue, or you’re just kind of pushed to the side.”

8 Global Advances in Health and Medicine



Coaching, by contrast, “was about me. I felt like some-
one was paying attention to me for the first time in a
really long time.”

In particular, multiple veterans expressed apprecia-
tion for the opportunity to engage in therapeutic
self-exploration outside the context of a mental health
diagnosis or treatment:

“When you’re going to a mental health counselor, you’re

going because there’s something wrong with your mental

health, and that’s the stigma . . .A coach is standing there

behind you, whispering in your ear, telling you to speed

up when you get to the curve and slow down for the last

ten yards, whatever it is that coaches throughout life do

to help someone reach their potential—you know, teach-

ing and suggesting. And I think, probably, interac-

ting . . .on a coach basis would probably be in a lot of

ways more effective. . . . I can see that there would be real

value in coaching taking away the stigma of the mental

health professional.”

Veterans described an authenticity and even reciprocity
in their relationship with their coaches that some had not
felt with mental health providers or other healthcare
providers in the past.

Theme: participants attribute their positive coaching experience

to their specific coach’s approach, skill, and personality. Many
participants felt that their particular coach was the
reason they succeeded, attributing the success of the rela-
tionship to the specific skill and personality of their
coach. “I think my coach was one of the best that you
guys have; I can’t imagine anyone being more empathet-
ic and supportive,” noted one representative veteran.
However, this sentiment was shared among participants
working with variety of coaches, suggesting that the
desirable characteristics attributed to individual
coaches—that they were non-judgmental, positive,
encouraging, approachable, relatable, good listeners,
and supportive—were at least in part a product of the
Whole Health Coaching model and training. Notably,
those who worked with veteran coaches felt that their
shared military background was important to building
camaraderie; however, those who did not work with vet-
eran coaches described similar satisfaction and rapport
with their coach and did not bring up lack of veteran
status as a concern.

Improvement Opportunities

Theme: participants would prefer a longer or ongoing coaching

program. When asked how the program could be
improved, a majority of participants said that they felt
that eight to ten coaching sessions was not a sufficient
number. Many felt that coaching should be

ongoing: “You need that for a lifetime, you’re always
going to need somebody to talk to and someone to help
you through, and be accountable, and pick you up a little
bit.” Some felt saddened and distressed at the idea of
ending their relationship with their coach, comparing it
to the withdrawal of a needed medication. “How am I
going to fit something in that space so that I keep moving
forward without her?,” asked one veteran, “It’s like
taking pain medication [away]; it works, and then it
stops, and you’re like, ‘what?’” Some suggested a more
gradual tapering of coaching sessions or the addition of
other options to support ongoing healing and progress.

Theme: program materials could be confusing and overwhelming

for some participants. Although many participants felt the
program materials were helpful, a few found VA’s
Personal Health Inventory16 (see Tables 1 and 2) to be
somewhat overwhelming and confusing, at least at first.
Those who offered this critique shared that they could
also see the value in proceeding through a structured,
holistic self-assessment. For example, one veteran who
initially found the Personal Health Inventory to be chal-
lenging reflected in retrospect, that “the questions are
there for a reason. I think they’re also a good gauge to
see where I’m at in the whole decision-making proc-
ess . . . for the practitioner to know what I need to
work on.”

Discussion

Our mixed methods evaluation of VA’s Whole Health
Coaching program provides preliminary evidence for its
effectiveness in improving veterans’ self-reported mental
health, perceived stress, and perceived health competen-
cy. Through qualitative interviews, we found high levels
of satisfaction with program structure and content, the
coach-veteran relationship, and program outcomes.
Although self-reported health goals varied widely, veter-
ans were largely satisfied with their progress toward their
goals, often describing that progress as incremental and
ongoing after coaching.

Prior studies of health coaching interventions have
shown coaching to be effective in promoting health
behavior change and improving some health out-
comes.10–12,33 In particular, coaching toward a defined
purpose to facilitate health behavior change—for exam-
ple, tobacco cessation,34,35 increasing physical activi-
ty,12,36,37 or improving diet and weight
management11,12—often results in a significant, measur-
able impact. However, unlike many coaching programs
(and other health behavior interventions), the broad
aims of Whole Health Coaching are not defined in
advance; they are instead defined by participants in the
course of the coaching relationship. This complicates
evaluation of Whole Health Coaching’s impact: tracking
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specific chronic disease indicators and health outcome
measures (e.g., Body Mass Index, blood pressure, lipid
panels) across the participant population may miss the
outcomes that are most relevant to participants.

Indeed, our qualitative interviews revealed that the
goals of Whole Health Coaching participants were
wide-ranging, covering a broad spectrum of topics relat-
ed to health, quality of life, and well-being. Our survey
identified statistically significant, moderate improve-
ments in mental health, stress, and perceived health com-
petency. However, given the diversity and specificity of
reported goals, any composite survey is unlikely to have
captured the full range of program impacts. The diver-
sity in veterans’ reported goals—and the fact that many
goals were not directly related to physical health—may
also account for the discrepancy between our quantita-
tive and qualitative findings with regard to physical
health outcomes. No statistically significant improve-
ments were identified on the PROMIS physical health
scale, but many interviewed participants reported mean-
ingful, positive changes in their physical health, includ-
ing major, life-altering changes. This suggests that
qualitative inquiry can play an important role in illumi-
nating hidden impacts in the evaluation of health inter-
ventions with participant-defined goals (especially goals
developed as a part of the intervention).

To date, systematic and integrative reviews suggest
that health coaching interventions vary widely in their
techniques, theoretical underpinnings, intervention
structure, and goals, and many studies do not explicitly
describe or define what health coaching means.10,12,13 It
is thus not surprising that reviews show variability in
program outcomes and find it challenging to identify
what intervention characteristics are associated with
greatest effectiveness. Our qualitative findings lend
insight into the aspects of the Whole Health Coaching
program that participants believe contribute to its effec-
tiveness (see Table 5). These include empowering veter-
ans to set the agenda for coaching; guiding veterans
through a holistic self-assessment of their health and
well-being; rooting coaching goals in each participants’
mission, aspiration, and purpose; and skill-building with
incorporation of mindfulness exercises.

The positive outcomes identified in our study suggest
that Whole Health Coaches can fill an important role as
integrated members of a patient’s care team—a role that
is consistent with VA’s vision for the program.6 Coaches
can provide patients with attention and support beyond
the patient-provider dyad, helping patients work toward
goals developed in collaboration with their providers
and incentivizing healthy behavior change. Because of
coaching’s emphasis on goal-setting and its potential to
enhance perceived health competency, coaching may
also prime patients to meaningfully engage in shared
decision making38 with medical and/or mental health

providers, ideally leading to more realistic, meaningful,
and patient-centered care plans.

It is notable that so many Whole Health Coaching
participants thought of their coach as providing a ther-
apeutic intervention that, in itself, improved their mental
health. It is also notable that some participants—includ-
ing more than one with longstanding substance abuse
problems—reported that coaching helped them to
address those problems where prior formal treatment
interventions had failed. Interviewees suggested that,
because Whole Health Coaching is not diagnosis-
driven, it could be an option for veterans who are strug-
gling with stress and mood concerns but are not willing
or ready to engage in mental health care. Multiple par-
ticipants explicitly suggested this, noting that coaching
does not carry the potential stigma of mental health care
and may thus have a lower barrier to entry for veterans
who are reluctant to pursue mental health treatment.
Health coaching and psychotherapy are distinct inter-
ventions with distinct aims,39 and VA would not suggest
that coaching is an appropriate substitute for mental
health care. However, some veteran participants did sug-
gest this, and several articulated reasons why they pre-
ferred coaching to mental health care. Those reasons
included the absence of a clinician-patient power/status
differential and a greater focus on strengths than
problems.

Participants’ primary critique of the Whole Health
Coaching program was its short duration. Many felt
that the program should be ongoing. Because VA
resources are likely not adequate to sustain ongoing,
one-on-one coaching, it will be important for VA to
explore how coaches can help veterans foster other sup-
portive community connections and transition into these
support networks as the coaching relationship comes to
an end. VA could also explore creative possibilities to
foster longer-term peer support—for example, by con-
necting coaching graduates to one another in facilitated
Whole Health groups. VA has already worked to devel-
op peer-led Whole Health groups, but additional work is
needed to explore the integration of such groups with
coaching programs.

Strength and Limitations

Our study has several limitations. Our sample size was
small and drawn from a single VA site, limiting gener-
alizability. A larger sample would have allowed sub-
group comparisons in analyzing survey and interview
results. Future studies with larger samples could exam-
ine whether veterans with particular demographic or
clinical profiles are more likely to report positive coach-
ing outcomes, and whether veterans who set certain
types of goals report greater progress. Unfortunately,
these comparisons were not possible with our modest
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sample. Our study also did not include a control group,
limiting our ability to attribute observed outcomes to the
coaching program. Additionally, our three-month
follow-up time point was not sufficient to examine
long-term program impacts. Future research should
incorporate longer-term follow-up assessments (e.g., six
months, one year) to understand whether observed gains
are sustained. Finally, the present study was limited to
examining coaching impacts among veterans who
engaged in the program and completed three or more
sessions. To better understand contributors to successful
engagement, future studies could assess veterans who
enrolled in coaching but never started or dropped out.

Strengths of the present study include the relative
diversity of our sample (including a large number of
women) and the high participation rate among coaching
program enrollees. Arguably, the study’s primary
strength is its mixed-methods design; qualitative inter-
views helped in the interpretation of quantitative
survey results and shed light on elements of the
coaching program that contributed to its effectiveness.
We suggest using mixed methods to explore the impact
of coaching programs at other sites and in other geo-
graphic areas.

Conclusion

Although further research is needed, VA’s Whole Health

Coaching program is a promising intervention with the

potential to help participants improve their lives in the

ways that matter most to them. Integrating coaches into

healthcare teams may provide patients with needed sup-

port to develop personal care plans and make meaning

progress toward identified health goals. Whole Health

Coaching was designed to serve veterans, but may be

considered for adaptation and implementation beyond

VA. Practitioners from other clinical professions might

also consider adopting aspects of the Whole Health

Coaching approach that participants identified as partic-

ularly helpful. Motivational interviewing and values-

based engagement, for example, are already widely

used by mental health and primary care providers.40

But Whole Health Coaching goes a step further in its

commitment to a truly patient-driven agenda and its

explicit rejection of a hierarchical provider-patient rela-

tionship. For the participants in our study, Whole

Health Coaching worked in large part because of the

warm, supportive relationship that developed between

veteran and coach—a relationship that felt authentic

Table 5. Contributors to Program Effectiveness: Qualitative Interview Themes.

Domain Effective Program Element Example

Relationship Non-judgmental, collaborative

relationship with coach

“There’s no judgment; it never feels like I have to say the right

thing, like I can just say whatever it is and work it out from

there . . . and maybe hear some feedback.”

Collaboration Patient-defined agenda; taps into

motivation; fosters

empowerment

“I’m feeling like, yeah, I want to move forward. I want to be

empowered and not in despair, not in crisis, not not getting up.

It’s a positive thing, but it’s hard work.”

Communication Absence of clinician/patient

power dynamic – meeting as

equals

“[I was] 100% in the driver’s seat . . .All she had was just sugges-

tions, nothing pushy, not like you have to do it this way, all

suggestions to help me hammer out what my own goals were.”

Goal-setting SMART-goal setting keeps goals

realistic; facilitates gradual

progress

“[My coach] made me realize I was capable of change.”

“She told me don’t set your goals too high, don’t set your goals

too low, somewhere in between, and that’s what I do.”

Accountability Regular weekly meetings with

check-in’s create

accountability

“Having someone kind of check up on me . . . knowing that

somebody was kind of watching me, even though there’s no

judgment or anything on their part, it still kind of helped keep

me motivated. I think that was the biggest thing.”

Structure VHA program materials (e.g.,

Personal Health Inventory)

create helpful structure

"The topics were definitely major signposts along the way . . . I did
really enjoy the fact that they ask you questions initially and

wrap it up with responses.”

Flexibility Flexible program elements allow

adaptation to individual needs

(e.g., in-person & telephone

options)

“You can tailor it to your needs.”

Holism Focus on mindfulness / mindful

awareness and openness to

spiritual domain allow authen-

tic, holistic engagement

“Like the name of the program, Whole Health—instead of looking

at the illness, it’s looking at the person.”
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and reciprocal to the veterans we interviewed. This may
be an ideal to aspire to across healthcare encounters.
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