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Abstract
Problem Statement:  The growing costs of managing chronic disease in the United States is exacerbated by the obesity epidemic; obesity often contributes to increased comorbidities, or worsens the progression of existing chronic disease (Smith & Wroth, 2011).
Purpose:  The purpose of the scholarly project was to improve self-efficacy for the purpose of weight loss management in a group setting.
Methods:  A descriptive project involving a pre-assessment and a post-assessment questionnaire of self-efficacy related to weight loss behavioral change was used.  A voluntary six-week weight loss group program occurred in a rural community’s health department.  The target group included adult residents 18-years-old or older who received care through the health department, and adult health department employees who desired to lose weight.  Candidates were recruited by choosing to participate in the project after receiving flyers distributed by the health department.  At the first session, the participants were asked to complete an initial weight efficacy lifestyle questionnaire (WEL-SF); and to select an identifier that was used track attendance and WEL-SF pre and post-assessments.  The facilitator did not collect any identifying information during the program.  The participants established a feasible weight loss behavioral goal that they worked towards during the program.  The participants completed the WEL-SF assessments at weeks one, four, and five; and a post-assessment on week six as an ongoing evaluation of their weight efficacy lifestyle behaviors.  Outcome measures included: the participants’ attendance to the program, the pre and post lifestyle questionnaire data, and the participants self-report of whether they met or made progress towards their goal.
Significance:  Improved weight-loss behaviors through improved participants’ self-efficacy was facilitated through weekly health coaching sessions.  The long-term impacts have the possibility of improving well-being and decreasing health care costs (Armstrong et al., 2013).    
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Chapter 1: Introduction
In 2014, the United States spent three-trillion dollars on health care (or $9,523 per person) (Centers for Medicaid and Medicare Services, 2014).  Ironically, Americans typically have poorer health outcomes and a shorter lifespan than other developed nations, which spend less on health care expenses.  One reason the United States’ health care expenditures are growing is due to the increasing costs of managing chronic and preventable diseases.  Examples of two costly chronic disease states within the United States are diabetes and obesity.  It has been noted that almost 75% of all US dollars spent on health care are to cover the costs of managing chronic diseases (Paez, Zhao, & Hwang, 2009).  The United States spends between $147 billion to $210 billion per year on health costs related to obesity (Trust for America’s Health and Robert Wood Johnson Foundation, 2016), and $322 billion per year in diabetic costs (American Diabetes Association, 2016a).
Decreasing these costs will require a major shift away from disease management into a strong emphasis on wellness, disease prevention, improving one’s self-efficacy, and working with individuals to overcome obstacles hindering the achievement of his or her health goals (Smith et al., 2011).  Bandura (1990) asserted that, “people’s beliefs about their capabilities affect what they choose to do, how much effort they mobilize, [and] how long they will persevere in the face of difficulties” (p. 9).  Furthermore, according to Ho, Berggren, & Dahlborg-Lyckhage (2010), “The greater a person’s self-efﬁcacy or perceived competence for a behavior, the more likely the person will commit to action and actually carry out this behavior” (p. 260).  This exemplifies the significance of one’s self-efficacy in accomplishing goals including those related to health and wellness.  
Needs Assessment 
A needs assessment of the prospective target community was conducted to validate the need for a health-related intervention.  During this process, the writer reviewed the 2014 Pender County Community Assessment to evaluate the health indicators of the county (Pender County Health Department, 2014a).  An additional brief community assessment of Pender County was conducted by this writer to further evaluate factors affecting the health of the residents, and how it compared to the health of North Carolina and the United States.  
In 2015 North Carolina had an obesity rate of 30.1% and was considered one of the top 25 most obese states in the country, (Robert Wood Johnson Foundation, 2015).  Also, nearly 40% of Pender County adults were classified as being overweight or obese.  In congruence with obesity, almost one out of every five adults (18.5%) in Pender County were diagnosed with diabetes (Pender County Health Department, 2014a).  Diabetes is the seventh leading cause of death in both the US and in North Carolina (North Carolina Division of Public Health, 2016).  Pender County has a diabetes death rate that is 23% higher than the state of North Carolina (Pender County Health Department, 2014a).  Overall, Pender County had a higher rate of diabetes (18.5% versus 13.1%) than the state of North Carolina, and increased rates of overweight or obese individuals (nearly 40%) (American Diabetes Association, 2016b; Pender County Health Department, 2014a), thus emphasizing the need for an intervention aimed at improving the management of obesity or diabetes within Pender County.
Community and Project Setting
Pender County is a rural area that is geographically the fifth largest county in North Carolina.  It has a population of approximately 55,000 residents, and ranks 51 out of 100 in terms of population size among North Carolina counties (US Places.com, n.d.).  Pender County borders the Atlantic Ocean and seven other counties.  In terms of population demographics, 79.9% of Pender County residents are Caucasian, 16.6% are African-American, and 6.5% are Hispanic or Latino.  The remaining 3% of Pender County residents identify with various races to include: American Indian, Asian native, or Pacific Islander (see Table 1) (United States Census Bureau, 2015b).  
This area is known for its livestock, agriculture, and small manufacturing plants.  With the abundance of agricultural work, Pender County houses a large population of seasonal migrant farmworkers during the harvesting season.  Less than 20% of Pender County residents have a four year degree or higher; and between 2008- 2012 the poverty rate in Pender County was 18% (Pender County Health Department, 2014a).  In 2015 the poverty rate in North Carolina was 16.4% (United States Census Bureau, 2015a).  The average income for Pender County is less than the state, with a per capita income of approximately $22,159 in 2013 ($3,000 lower than the state) (Pender County Health Department, 2014a).  In 2014, the Pender County median household income was $44,526 (United States Census Bureau, 2014).  This was approximately $2,000 less than North Carolina’s median household income of $46,693 (see Table 2) (United States Census Bureau, 2014).  
Problem Statement 
Research shows that lifestyle behaviors are the main contributor to preventable chronic disease (Simmons & Wolever, 2011).  Due to the rising costs of managing chronic conditions, it is imperative to employ interventions which target behavior change, establish patient personal accountability, and lower health care costs (Wolever et al., 2010).  Many patients with chronic diseases are often diagnosed, managed, and treated at the primary care level.  Ironically, clinicians often lack the necessary time and therapeutic skill to deeply investigate the complex factors related to patient behavior change (Simmons & Wolever, 2011).  
Numerous challenges exist in many US primary care settings, and these challenges serve as barriers to positive health behavioral change (Simmons & Wolever, 2011).  Some of the challenges among rural areas includes: shortage of medical providers, lower income and educational levels of residents, and decreased access to care due to geographic isolation or transportation barriers (National Rural Health Association, 2016).  Pender County also encounters many of the same challenges experienced in rural areas throughout the United States.  Pender County has one primary care physician per every 3,141 residents (County Health Rankings and Roadmap, 2016), and 2.6 nurse practitioners per 10,000 residents (North Carolina Community Health Information Portal, 2016).  
Pender County offers very few medical facilities in the remote regions of the county.  Most of the medical facilities are located in areas that are more developed.  The majority of Pender County residents live in the following towns: Hampstead, Burgaw, and Rocky Point, with approximately 4,000 residents living in Topsail Beach (Pender County, n.d.).  There are eight medical clinics in Hampstead (including an annex of the health department), eight medical clinics in Burgaw (including the main health department), two medical practices in Atkinson, two practices in Rocky Point, one health center in Willard, one health practice in Maple Hill, and one practice in Surf City (which is considered both Pender and Onslow County) (USAClinics.com, 2015).  
Justification of Project 
There is no refuting the growing costs associated with maintaining the current US health care system.  Our country currently operates in a health care climate where there is cutting-edge technology, surgeries, and diagnostic procedures that have advanced the world of medicine immensely.  There is a large focus on research and funding to help find the most cutting-edge answers to diagnosing and treating disease.  At the same time, the US has a growing number of people with diabetes, obesity, and other chronic diseases that are affected by lifestyle behaviors (Smith et al., 2011).  
According to the National Institute of Digestive and Diabetes and Kidney Disorders (2012), which is one of the 27 institutes within the National Institutes of Health, more than two out three of US adults are considered overweight or obese, and approximately one out of three US adolescents age 6-19 are considered overweight or obese.  “In the United States, obesity is the secondary cause of premature death after smoking (in some states it is the number one cause), with 110,000–365,000 deaths per year” (Fast, Harman, Maertens, Burnette & Dreith, p. 23, 2015).  In the US there are 29.1 million people with diabetes, this is 9.3% of the total US population.  Out of those 29.1 million people, approximately 8.1 million (or 27.8% of those with diabetes) are potentially undiagnosed and or not know that they have diabetes (Centers for Disease Control, 2014).  
The prevalence of obesity exacerbates the growing costs of managing chronic disease in the United States.  Obesity often contributes to increased comorbidities, or worsens the progression of existing chronic disease (Smith & Wroth, 2011).  Chronic disease states such as obesity and diabetes cause financial burdens, the use of extensive health care resources, lost productivity, and potentially shortened lifespans (American Diabetes Association, 2015).  
The total costs of diagnosed diabetes in the US in 2012 was $245 billion, increasing 41% in just five years (diabetes cost rose from $174 billion in 2007).  In the US, more than one in five health care dollars are spent on care delivered to patients with diabetes.  Patients with diabetes in the US experience average medical expenses of about $13,700 per year (American Diabetes Association, 2015).  
Indirect costs of diabetes care annually include: reduced productivity in the work force ($20.8 billion), decreased productivity for those who are not working ($2.7 billion), disease-related disability leading to inability to work ($21.6 billion), and early mortality ($18.5 billion).  The disease burden of diabetes is substantial to individuals, insurance companies, government medical programs, systems of care, and society.  These estimates do not include items that are not tangible such as: pain and suffering, care provided by non-paid caregivers, or burdens linked to undiagnosed diabetes (American Diabetes Association, 2015).  
Approximately 2.6 million people in North Carolina have prediabetes (36.1% of the adult population) (American Diabetes Association, 2016b).  Without making lifestyle and healthy behavioral changes, 15%- 30% of people with prediabetes will develop type 2 diabetes within five years (Diabetes North Carolina, n.d.).   Costs to care for diabetes in North Carolina is an estimated $10.9 billion each year (American Diabetes Association, 2016b).  If interventions, such as this scholarly project, improve North Carolinians’ self-efficacy to combat obesity, prevent prediabetes from developing into type 2 diabetes, and decrease the disease burden of type 2 diabetes in obese patients by only 1% annually, costs associated with diabetes would decrease by $109 million per year.  
The purpose of this project was to improve self-efficacy in a rural community population for the purpose of weight loss management in a small group setting.  The partnership with the health department was established based on the health department’s interest in improving morbidity and mortality of chronic disease states affected by obesity.  The potential outcome of weight loss and decreasing obesity-related disease states was in alignment with the health department’s strategic goal to, “improve the health status and prevent premature death for all residents of Pender County” (Pender County Health Department, 2014b).  Learning to improve one’s self-efficacy in keeping personal health goals will enable those living in Pender County to make positive behavioral changes despite a lack of health resources.
Conceptual Framework 
	Albert Bandura is considered the founder and avid researcher of the concept of self-efficacy and the self-efficacy theory.  Bandura’s self-efficacy theory serves as the conceptual framework for this project.  In 1977, Bandura defined self-efficacy expectation as, “the conviction that one can successfully execute the behavior required to produce the outcomes” (p. 193).  He further described perceived self-efficacy as “people’s beliefs that they can exert control over their motivation and behavior and over their social environment” (Bandura, p. 9, 1990). Bandura explained that an individual’s expectation of personal mastery will affect both their initiation and continued persistence of coping behavior.  Thus if an individual perceives that they can master a behavior, they are more likely to initiate and persistently maintain those behaviors.  This also shows true for health and weight management related behaviors.
According to Bandura’s self-efficacy theory, “given appropriate skills and adequate incentives … efficacy expectations are a major determinant of people’s choice of activities, how much effort they will expend, and of how long they will sustain effort in dealing with stressful situations” (Bandura, p. 194, 1977).  The stronger that someone perceives his or her own level of self-efficacy, the more active he or she is in behavioral endeavors (Bandura, 1977).  An enhanced level of perceived self-efficacy towards a particular goal is linked with increased activity towards accomplishing the anticipated objective.  Furthermore, Bandura stated, “after strong efficacy expectations are developed through repeated success, the negative impact of occasional failures is likely to be reduced” (Bandura, p. 194, 1977).  This statement is very important in relation to building up strong health and wellness efficacy expectations so that “occasional failures” have minimal effect on consistent behavioral change (Bandura, p. 194, 1977).
It is important to note that, “a person can have high self-efficacy for some aspect or domain of their life but low self-efficacy for other aspects” (Eller, Lev, Yuan, & Watkins, p.1, 2016).  The context of a particular situation plays an important role in self-efficacy.  Bandura asserted that, “people’s beliefs about their capabilities affect what they choose to do, how much effort they mobilize, how long they will persevere in the face of difficulties, whether they engage in self-debilitating or self-encouraging thought patterns, and the amount of stress and depression they experience in taxing situations” (Bandura, p. 9, 1990).
Bandura’s self-efficacy theory formed the basis for this scholarly project from the perspective of improving self-efficacy for the purpose of weight loss management in a group setting.  Bandura (1990) asserted that, “when people lack a sense of self-efficacy, they do not manage situations effectively, even though they know what to do and possess the requisite skills” (p. 9).  This statement exemplified the importance of working to improve one’s self-efficacy for the purpose of weight loss behavioral change.  Self-efficacy is not the only factor in weight-loss behavioral change, but it plays an important role in the process.  Even if patients know the correct activities to promote weight loss, if they lack self-efficacy, they will not follow through with the appropriate behaviors.  Not only do they require health knowledge, but they also require a strong personal beliefs in their abilities to exhibit personal control in various challenging situations (Bandura, 1990).  According to Bandura (1977), “given appropriate skills and adequate incentives, however, efficacy expectations are a major determinant of people’s choice of activities, how much effort they will expend, and of how long they will sustain effort in dealing with stressful situations” (p. 194).
Short Form of Weight Efficacy Lifestyle Questionnaire (WEL-SF)
	The Weight Efficacy Lifestyle Questionnaire (WEL) is a frequently used objective measure of one’s self-efficacy towards eating behaviors.  The WEL consists of 20 items and five situational factors for individuals to address.  Ames, Heckman, Grothe, and Clark (2012) created a short-form of WEL (WEL-SF) to decrease the patients’ response burden and amount of required time for receiving objective efficacy measures.  The WEL-SF was used as an objective measure of eating self-efficacy for this project.
To create the WEL-SF, researchers used a sample size of 1,012 obese patients ranging from ages 49 to 80 (with an average age 49).  These patients were evaluated for bariatric surgery at a large medical school in the Midwestern portion of the United States.  Exclusion criteria for WEL-SF completion included: not having an authorization for medical record research use, less than 18 years old, BMI less than 35, those seeking revisions to previous bariatric surgeries, and incomplete WEL data (Ames et al., 2012). 
	Ames et al. (2012) analyzed the 20 question WEL to determine if any questions could be eliminated.  The goal was to capture important clinical information without compromising objective measures.  A total of 12 WEL items were removed for various reasons including: “lack of a ceiling effect for individual items, high variability in patient responses, lack of a strong correlation with other WEL items, strong correlation with total WEL score, and clinical judgement regarding importance and interpretability of individual items” (Ames et al., 2012). There was a strong correlation between the WEL-SF total score and the WEL total score.  The Pearson’s r was 0.968 with a 95% confidence interval between (0.964-0.972) and an r² of 0.937 (95% CI: 0.929-0.94).  The WEL-SF consists of an eight-item questionnaire measuring one’s ability to control eating behavior in specific situations.  The eight selected items exemplified scenarios where the greatest number of patients experienced difficulty resisting eating, or where there was the greatest variability among patient responses.  Most of these situations represent difficulty resisting eating when there is an increased availability of food, when one is experiencing negative emotions, or if social pressures are present (Ames et al., 2012).
	Strengths to this study included the large sample size, and the strong correlation between the WEL total score and WEL-SF total score.  Limitations to the study included that 74.2% of the sample was female, and 93.8% were Caucasian.  The study showed strong correlational results that may not be generalizable to men, non-Caucasian individuals, or underserved populations (Ames et al., 2012).  
	The project lead of this scholarly project added three additional questions to the WEL-SF to create a final post-assessment to be used at the conclusion of the weekly weight loss sessions.  These questions were used to evaluate if the patient met their six-week goal, if they made progress towards their goal, and the number of sessions they attended.  The information was used for the purpose of this project to assess the patient’s perception of personal goal attainment, and if there was a potential correlation with the number of sessions attended.
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Integrative Health Coaching
Integrative health coaching (IHC) is a strategy that uses many components of Pender’s Health Promotion Model to improve self-efficacy and to create sustainable health behavior change (Butts & Rich, 2015).  Research shows that integrative health coaching is an effective means of diminishing barriers to personal wellness, enhancing self-efficacy, and improving health outcomes (Simmons & Wolever, 2011; Smith et al., 2011).  
Cinar & Schou, (2014) report that integrative health coaching “is more effective in diabetes management, in terms of reduced hemoglobin A1C… [when] compared with health education” (p. 161).  It is important to note that sometimes lack of healthy lifestyle education is not always the problem for individuals managing chronic disease.  Oftentimes there are underlying preventative barriers that providers may not have the time or therapeutic skill to discover and address (Smith et al., 2011). 
The strategy of integrative health coaching empowers patients to make long-lasting health behavioral changes by improving their self-efficacy.  This approach is personalized, holistic, patient-centered, and employs a unique partnership between the patient the coach.  Integrative health coaches facilitate the process of patients obtaining awareness, skills, tools, and self-efficacy to achieve their self-identified health goals (Bennett, Coleman, Parry, Bodenheimer, Chen, 2010).  In this unique partnership, there are two experts.  The patient is an expert about factors affecting his or her daily life and about probable barriers to making health changes.  The health coach is considered an expert in assisting the patient to make positive changes in their life based upon his or her most important value systems (Simmons & Wolever, 2011).
A distinctive characteristic of integrative health coaching is that behavioral change is based upon the client’s values, sense of purpose, and personal health goals.  During the sessions, the goals are not pre-set by the coach or health care provider (Wolever et al., 2010).  The patients decide his or her own agendas, and works with the coach towards a personal optimal vision of health.  The coach helps the patient connect goals to his or her personal sense of purpose, thus promoting inner motivation for sustained change.  Integrative health coaches also promote health behavioral change by helping the patient to improve their level of: autonomy, resilience, self-efficacy, social and environmental support, and accountability.   
This strategy facilitates positive health behavior change by using: “thoughtful inquiry, accountability, goal clarification, goal setting, identification of obstacles, use of support systems, connection to intrinsic motivation, vision” and linking health behavioral change to one’s most important life values (Simmons & Wolever, 2011).  The unique approach of linking the patients’ optimal vision of health and the most important values helps the coach to facilitate improved self-efficacy during the coaching process.  Integrative health coaching is an approach to improving self-efficacy that helps the patient to be able to create and sustain behavioral change (Simmons & Wolever, 2011).  This project used elements of integrative health coaching during the weekly weight loss self-efficacy sessions to promote improved self-efficacy for the purposes of weight management.
Group Interactions
Group health coaching fosters cohesiveness between individuals sharing mutual struggles and supporting each other as they move towards making positive changes together.  There also is a sense of belonging and an additional means to improve self-efficacy by seeing other individuals create health changes in their lives.  This setting also offers a means of health education to be intertwined into the coaching transformation process if needed.  Participants making a commitment for behavioral change in front of a trusted group promotes an increased sense of accountability to meet their commitment.  Group participants are less likely to feel isolated in pursuing their goals, and more likely to learn by listening to others’ experiences.  Participants within group coaching possess an additional benefit of having the support of a group that is also navigating health goals simultaneously (Armstrong et al., 2013).  
Challenges with Integrative Health Coaching
Integrative health coaching (IHC) is a fairly new practice, and although there is growing evidence to support its’ effectiveness, currently only limited evidence exists on this method of change.   One reason for the limited evidence is because the term “health coach” is not legally protected, and sometimes it is not well defined.  Currently there are no federal, state-level, or local requirements regulating the role of health coaches.  Consequently, numerous studies (including randomized controlled trials) have failed in their efforts to clearly define the role of health coaches in their settings or explain the methodology used with patients.   When the studies do not explain the coaching methodology there is no basis for comparison or analyzing the process or results (Simmons & Wolever, 2011).  
There is also a lack of randomized controlled trials that clearly differentiate that the health coach did not play a role similar to what is expected from a health educator.  These two disciplines function differently, and have completely different approaches to attaining outcomes.  This combination of factors presents challenges in attempting to analyze and compare which coaching interventions were most efficacious (Simmons & Wolever, 2011).   “Clear and uniform role definitions and competencies are required to ensure appropriate scope of practice, to allow best practices to emerge, and to support the implementation of well-designed, large scale studies to accumulate a rigorous evidence base” (Wolever, Jordan, Lawson, & Moore, 2016).  
Currently in the profession of integrative health coaching, there is a push to establish national certification standards for the title of health and wellness coach.  There has been a six-year collaborative effort through the nonprofit organization the National Consortium for Credentialing Health and Wellness Coaches (NCCHWC) to work with various professional health disciplines, and members of academia to establish national standards and guidelines for certifying health and wellness coaches (Jordan, Wolever, Lawson, & Moore, 2015).  
The NCCHWC was renamed as the International Consortium for Health and Wellness Coaching (ICHWC) in 2017.  This organization formed a partnership with the National Board of Medical Examiners to improve the thoroughness and validity of the standards.  This joint collaboration has enabled the creation of the first National Board Certification for Health and Wellness Coaches (starting fall 2017) (International Consortium for Health & Wellness Coaching, 2017a).  Establishing national certification guidelines ensures that patients are receiving the service through health and wellness coaches that attained benchmark education and training based upon evidence and best practices (Jordan, Wolever, Lawson, & Moore, 2015).
This national standard will also make it easier to synthesize research regarding health coaching when there is a concrete definition of the role that a health coach played in a research study.  Additionally, a streamlined process for training and coaching certification will help to simplify the methodology that health coaches use to obtain results.  This will allow health coaching research studies to be compared in a manner that is consistent due to a streamlined health coaching methodology process.  Currently, certification requirements are specific to the organization in which the individual is trained (Jordan, Wolever, Lawson, & Moore, 2015).
In 2016, the National Consortium for Credentialing Health and Wellness Coaches clarified the operational definition of health and wellness coaching as:
 A patient-centered approach wherein patients at least partially determine their goals, use self-discovery or active learning processes together with content education to work toward their goals, and self-monitor behaviors to increase accountability, all within the context of an interpersonal relationship with a coach. The coach is a health care professional trained in behavior change theory, motivational strategies, and communication techniques, which are used to assist patients to develop intrinsic motivation and obtain skills to create sustainable change for improved health and well-being. (Wolever et al., p.2, 2016)
Becoming a National Board Certified Health and Wellness Coach
The International Consortium for Health and Wellness Coaching is actively working creating a national certification that involves eligible candidates sitting for the National Health and Wellness Certification Exam.  The ICHWC recommends specific training and educational requirements to be able to apply to take the national certification exam.  The process to be eligible to become a National Board Certified Health & Wellness Coach (NBC-HWC) will occur in two phases.  Currently the initial transition phase is active in determining who is eligible to sit for the exam.  This phase considers that existing programs are lacking standardization and accreditation.  The transition phase also takes into account the candidates’ wide diversity of educational backgrounds, and any current experience acquired through practicing in this new profession.  See Figure F1 and Figure F2 for a complete listing of current eligibility requirements.  The second, and future permanent phase, occurs after health and wellness programs become formally accredited.  During this phase, only graduates from accredited programs will meet the eligibility criteria to take the national certification exam.  (Jordan, Wolever, Lawson, & Moore, p. 50, 2015).  Refer to Figure F3 for a complete listing of future program accreditation eligibility requirements.
Applicants that meet the current eligibility requirements are now able to apply to become a National Board Certified Health & Wellness Coach (NBC-HWC).  The first health and wellness coach national certification exam will be administered in the fall of 2017.  Starting in 2018, individuals will be able to apply to take the certification exam twice per year.  (International Consortium for Health & Wellness Coaching, 2017a). 
Duke Integrative Medicine’s Health Coaching Certification Program
	Duke University’s IHC training program is considered a gold standard among health and wellness coach training programs in the United States.  This program is an ICHWC-Approved Transition Program, and its’ certification requirements exceed the current ICHWC requirements.  Graduates of the Duke Integrative Health Coaching Certification Course receive a certification as an Integrative Health Coach by Duke Integrative Medicine.  These graduates are also eligible to sit for the national health and wellness coach exam to become National Board Certified Health and Wellness Coaches (Duke Integrative Medicine, 2017a).     
This writer met all requirements of Duke’s Integrative Health Coaching Program and became a certified integrative health coach through Duke Integrative Medicine in 2014.  The writer was awarded two certificates (one for the foundation course and one for the certification course) and continuing education credits (see Appendix G and Appendix H).  The certification process through Duke Integrative Medicine consisted of completing the Integrative Health Coach Professional Training Program Foundation Course and the Integrative Health Coach Professional Training Program Certification Course.  This two-part program consisted of nine months of training to include:
face-to-face training and lectures
· virtual online modules
· completion of the healthy living curriculum
· live coaching demonstrations
· small group exercises
· participant supervised and recorded coaching sessions critiqued by Duke University certified Integrative Health Coaching Instructors
· more than 50 hours of professional coaching sessions at least 20 minutes in duration 
· an oral coaching exam
· and a written exam administered by Duke Integrative Medicine (Duke Integrative Medicine, 2017a; Duke Integrative Medicine, 2017b).    
“Duke University Health System Clinical Education & Professional Development is accredited by the American Nurses Credentialing Center (ANCC), the Accreditation Council for Pharmacy Education (ACPE), and the Accreditation Council for Continuing Medical Education (ACCME), to provide continuing education for the healthcare team” (Duke Integrative Medicine, 2017a).  
Assumptions  
An assumption for this project included that the individuals in the self-efficacy weight management group were willing and active participants in personal health behavioral change.  Another assumption was that the adult participants have some degree of self-motivation to create change in their lives.  These assumptions were important, because in order for patients to receive desired results, they must be willing to take personal actions in behavioral changes between group sessions.  In order for the patients to take an initiative in their own change, they must possess some degree of internal motivation and willingness to take action.  A third assumption was that the individuals was open to changing their lifestyles, and would benefit from a facilitator and accountability to aid the process.  Even if optimal conditions existed, support was given, and accountability was present, if individuals were not open to making lifestyle changes he or she will chose not to participate in behavioral modifications.
There was an assumption that the participants were open and willing to in a small group setting.  The facilitator would be unable to assist the participants in reaching his or her goals without their personal input on: his or her optimal health vision, important values, and potential barriers to change.  There was an assumption that those who committed to joining the group would attend the sessions to help work towards personal goals.  There was an assumption that the individuals had the cognitive abilities to create small feasible goals to work on during the coaching series.  If participants chose not to attend the sessions, there was no way to determine if the group program properly aided in their goal attainment.  If participants did not have the mental capacities to set their goals, then there was no foundation in which to base the weight-loss behavioral changes.
PICO Project Questions 
This project aimed to improve self-efficacy for the purpose of weight loss behavioral change within a small group setting.  The project was conducted within the context of two questions.  Does focusing on improving self-efficacy regarding eating habits in a small group setting improve ones’ weight management behavior?  This question was objectively quantified and measured by the completion of evidence-based weight efficacy lifestyle questionnaires (WEL-SF) during the course of the weekly sessions. Secondly, do patients have an increased likelihood of working towards a health goal when they determine the goals themselves?  This question was also measured through WEL-SF questionnaires and a post-assessment comparing results from previous weeks.







Chapter 2: Review of the Related Literature
A PubMed search of “weight loss” and “self-efficacy” yielded 754 articles.  The search results were refined to articles written in the last five years, which yielded 364 articles.  These search results were further narrowed to include only adults aged 19-years-old and older, which yielded 182 articles.  Due to PubMed’s preset ages for search criteria, adults aged 19-years-old and older was selected as the target population.  The search was refined to include the MESH terms “weight loss” and “self-efficacy” and this search did not yield any articles.  Conducting a search with MESH terms ensures that only articles with relevant content to the desired terms are included in the search results.  This process excludes all extraneous articles that may contain components of the search terms but are not relevant in content regarding the desired topic.  The 182 article abstracts from the PubMed search results of “weight loss” and “self-efficacy” within the last five years, for adults were read and reviewed for relevancy to the project.  The 182 were narrowed down to 19 and the majority of the articles were excluded if the article addressed the following scenarios or populations: adolescents, pharmacotherapy only, no relevance to self-efficacy, provider self-efficacy instead of patient self-efficacy, internet weight-loss programs not related to self-efficacy, and bariatric surgery for weight loss (Appendix I).  
Burke et al. (2015) conducted a two-group, one center, 18-month randomized clinical trial with a sample that was predominantly middle-aged, Caucasian, “well-educated” women (p. 9).  One group received standard behavioral weight loss treatment, which included a calorie goal, limited fat intake goal, physical activity goal, and self-monitoring goals.  The second group received these interventions and additional self-efficacy enhancement sessions.  The results showed that both groups achieved and maintained weight loss at the end of the 18-month study.  The group that also received the self-efficacy sessions had a higher weight loss than the standard treatment group, though the difference was not statistically significant.  It was also noted that the self-efficacy group had “excellent attendance” to the one-on-one self-efficacy sessions but overall attendance declined to 50% for group self-efficacy sessions (Burke, p. 7, 2015).  Strength of the study was the study design, and there was an 80% retention rate at 18 months.  One limitation of the study included that the sample size was not generalizable.  Another limitation was that multiple components were tested, thus leaving no precise way to know the exact contributor to the nonsignificant difference.
Fast, Harman, Maertens, Burnette & Dreith, (2015) stated that little research exists on self-efficacy of controlling one’s portion sizes.  This study created a tool (portion control self-efficacy) and was tested in three different studies to test validity.  Results showed that the tool was a reliable and valid method but there were limitations to the study.  The results were based upon self-reported data and the participants in the first two studies were university students that were given extra credit to participate.  This is not generalizable to other age groups.  The population of the third study included participants from the southeastern US that were involved in a romantic relationship of three months or more, were interested in losing weight as a New Year's Resolution, and both partners were willing to participate in a three month paid study.  The mean age of participants was 30-years-old (Fast, Harman, Maertens, Burnette & Dreith, 2015).  In all three studies the samples mostly consisted of Caucasian Americans and does not accurately reflect the US population.   
Limitations
There are limitations to using self-efficacy as an outcome measure for a project.  Self-efficacy is individualized and subjective.  A high level of self-efficacy may not always correlate with a patient’s personal willingness to take action in his or her health behaviors.  Patients with a high level of self-efficacy may also lack essential resources to reach their desired health goals.  For example, a willingness to commit to a healthy diet does not guarantee that someone can afford the proper foods to make this a reality in his or her life.  It is possible for one’s past negative experiences to impact his or her future self-efficacy to achieve their health goals (Bandura, 1977).
Additionally, when MESH terms for “self-efficacy” and “weight-loss” were concurrently searched, the search did not yield any papers.  Using MESH terms is a search strategy for the PubMed database to refine results to only include articles with content specifically relevant to what is being searched.  When the MESH was removed, articles were available, but many of them were not related to “self-efficacy” and “weight-loss.”  Many of the articles contained the word “efficacy” (such as the efficacy of a medication or a new procedure) and thus were retrieved as search results but were not related to the research topic.











Chapter 3: Methodology
Design 
A descriptive project involving a pre- and a post-assessment questionnaire of self-efficacy related to weight loss behavioral change was used.  A voluntary six-week weight loss self-efficacy group program was offered in a community health department.  The setting for this project was a conference room within a rural health department in southeastern North Carolina with sparse health resources.  This county is geographically one of the largest counties in North Carolina but it has limited county resources, minimal park and recreational services, and a few sparse gym facilities.
Each weekly weight loss session was 60 minutes in duration and was offered during the lunch period for health department employees.  The role of the health department was to: oversee the project, provide a venue for the group program, approve of health department branded flyers marketing the program, and distribute flyers to those in the target group.  Candidates were recruited by choosing to participate in the project after receiving flyers distributed by the health department.  The target group included adult residents 18 years and older who received care through the health department, and adult health department employees who desired to lose weight by increasing self-efficacy to meet self-identified health goals.   
At the first session, the participants were asked to complete an initial short form of the Weight Efficacy Lifestyle questionnaire (WEL-SF) as previously discussed (Appendix D); and to select an identifier that remained unknown to the facilitator.  This identifier was used to track attendance and correlate pre and post assessments during the sessions.  At each session, the participants completed the WEL-SF prior to any information being shared during the sessions.  During sessions one and two, the participants established and solidified a weight loss behavioral goal that was feasible and relevant to their lifestyle (such as walking three times per week or eating less fried food).  The facilitator worked with the participants to refine personal goals, follow up on progress towards goals at each session, and provide educational information regarding weight management and overeating.  
At each follow-up session, the facilitator led a group discussion regarding the participants’ perceived progress towards reaching their self-identified goal.  The focus of the program was informing participants of strategies towards weight loss management.  At sessions four and five the participants took the WEL-SF (the same assessment completed during the initial session) to reassess their self-efficacy related to eating behaviors.  The participants completed this same assessment as specified timeframes within the program to provide an ongoing review of their self-assessment.  This allowed the facilitator to tailor content according to participants’ needs.  At session six, the group members completed a post-assessment as a final evaluator of their Weight Efficacy Lifestyle behaviors (Appendix E).  
The facilitator did not collect the participants’ personal goals or any identifying information during the program.  The assessments collected at weeks one, four, five, and six were used to evaluate whether the program effectively led towards improvement of participants’ perceived self-efficacy regarding weight loss and eating behaviors in various situations.  Outcome measured included: the participant attendance to the program, the pre and post lifestyle questionnaire data, and participants’ self-report of progress made towards personal goals.  Quantifiable costs included: $106.92 in gas mileage (calculated by the Internal Revenue Service 2016 standard mileage rate of $0.54 per mile), $7.30 for one pack of printer paper, $54.11 for one color ink cartridge and one black ink cartridge.
Methods 
This writer met with the health educators, Women Infants and Children (WIC) director, and the director of nursing at the health department in order to solicit guidance regarding implementation of the project at the health department.  These stakeholders agreed to support the project and the distribution of information throughout the health department (appendix B).  Through this collaboration patients and staff were informed of a free six-week self-efficacy weight loss behaviors group program to be offered on site at the health department between September 19 and October 28, 2016.  The program was geared towards those looking to improve weight loss health behaviors and improve personal self-efficacy in keeping his or her health goals.  Key stakeholders and clinical staff members were informed about the program and were encouraged to participate.  This writer informed the clinical staff, clerical staff, health educators, and WIC staff of the program goals, expected outcomes, crucial roles and involvement, and meeting logistics.  The staff also asked questions to gain further clarity about the program so they could encourage patients to participate.  Flyers were provided to each department and the clinic for distribution during appointments.  
One month prior to the first session, the writer attended the staff meeting to inform the staff of the program, deliver flyers, and answer questions.  The writer also returned to the staff meeting one day prior to program implementation to remind the staff of the program starting on the following day, and to deliver additional flyers.  On the first day of the class, the administrative assistant posted two flyers as a reminder of the class.  One flyer was placed on the outside door of the staff breakroom and the second flyer was placed on the outside door of the room where the session was occurring.
At the first session, group attendees identified one weight-loss related behavioral goal that was feasible and relevant to their current lifestyles.  As part of the study design, no identifying information or demographic variables were collected on the group attendees.  Both patients and employees were invited to attend the sessions but only health department employees chose to participate in the program.  There were a total of seven employee participants, and no additional information is available to describe the group beyond the number of employees.  Participants voluntarily attended the group sessions and were not required to have formal consent.  
The group participants kept their same goal during the six-week series.  The sessions were taught in a manner where if an attendee missed the first session, the material from the first session was reviewed during the second session to make sure everyone was up to date on any material covered.  By the end of the second session, all participants had the same amount of knowledge, and no new participants were allowed to enter the group after the second session.  The participants completed the WEL-SF at sessions one, four, and five.  At the final session, the participants completed a final self-assessment in order to reflect on his or her level of progress towards the personal goal
Protection of Human Subjects 
	No medical records were obtained or reviewed from the patients or staff.  As previously mentioned, no personal identifying information was collected before, during, or after the sessions.  Additionally, at the beginning of the group sessions, the participants were reminded that information received during the group program was completely confidential unless it revealed that the participant or another individual is in danger.  Participants were also asked to agree to keep confidentiality among themselves regarding information that they or others chose to share with the group.  The East Carolina University Office of Research Integrity and Compliance reviewed the entire project, and deemed it as quality improvement, which did not require institutional review approval (Appendix A).
Data Analysis
The weight loss questionnaire results from participants that attended five sessions or greater were entered into individual tables to display responses from sessions one, four, five, and six (Table J1- J4).  The mean and median of participants’ questionnaire responses from sessions one and six were calculated for comparison of results.  These mean and median values were entered into separate charts to display response changes between the first and last weight loss class (Table J5 and J6).  














Chapter 4: Results
	This chapter presents the results of data analysis to include outcome measures of: attendance to group sessions, WEL-SF pre-questionnaire results, and post-intervention lifestyle questionnaire results.  It also presents qualitative responses from participants, and insights gained as a result of conducting the weight loss group sessions.  Key findings are also highlighted in this section.
Session 1
Figure K1 summarizes the following content for session one: total attendance, topics discussed, and insights gained during session one.  A total of four people attended session one.  All of the participants were county employees, with one employee in attendance who worked at a different county office other than the health department.  This one employee stated that they were notified of the class via email.
During the session, all of the attendees participated freely during the entire session; it was a welcoming, relaxed, and supportive environment where everyone felt comfortable telling their challenges and also sharing health tips with each other.  One attendee stated that she was successful in losing a substantial amount of weight, but hit a plateau in her weight loss.  It was later discovered that this participant exercised daily, but overcompensated in her eating.  This particular participant reported that she felt if she exercised, she should be able to eat anything she wanted in any quantity desired.  Another attendee requested to know what would happen after the six-week program, and verbalized interest in further follow-up support after program completion.  After the initial meeting, two health department employees contacted the facilitator to obtain notes from the first session because they were interested, but unable to attend.
Session 2
Figure K2 summarizes attendance at session two, content discussed, and insights gained during the second session.  Two new people joined session two that were not present in session one.  These two individuals completed their initial WEL-SF.  Due to work constraints, two of the original participants from the first session were unable to attend the second session.  The environment continued to be a welcoming atmosphere where everyone was able to freely share and offer suggestions to their colleagues.  One of the new participants stated that they were once successful in Weight Watchers but they gained their weight back.  It was later discovered that this individual was not using discipline in their eating habits (which they previously utilized with Weight Watchers), and was not participating in any type of exercise.  During the group, the facilitator helped this individual to come up with a plan that was feasible to consistently maintain with their current lifestyle.
	After writing down the homework, all of the members stated that the session was beneficial.  One group member told the facilitator that they wanted an accountability partner in the group but everyone quickly left, and they did not have the opportunity to select a partner.  The facilitator informed the participant, that at the beginning of the following session, they would facilitate choosing accountability partners.  
Session 3
	Three participants returned for the third session.  Figure K3 summarizes attendance at session three, content discussed, and insights gained.  The facilitator led an informal mid-program evaluation to determine what the participants found beneficial and what needed to be improved.  The group unanimously agreed that the program was beneficial and they did not want anything about the program to change.  One person stated that they would like additional continuation beyond the six-week program.  The participants were all health department employees that were familiar with each other and requested to have accountability partners among the group.  The project lead facilitated the group members independently selecting accountability partners as desired.  The attendees exchanged contact information and verbally agreed to contact each other prior to the next session.
Session 4
	A natural disaster occurred in the area, and session four was repeated for the convenience of the participants.  At this session, the staff reported being switched to various schedules such as working 12-hour shifts at night and working during the weekends.  This is very different from their traditional schedule of working normal business hours.  The weight loss group participants reported that these drastic schedule changes adversely affected their ability to sleep, eat healthy, or exercise.  Figure K4 provides further details of fourth session.
Session 5
	Four participants attended the fifth session, and some reported that being affected by a major natural disaster for two weeks really impacted their progress towards their goals.  There was also a discovery that the group participants possessed different perceptions of the term overeating.  After hearing another individual’s perception of overeating, one member made the statement that they ranked themselves lower on the completed WEL-SF questionnaires than they would have if they used the other group member’s perception of overeating.  This individual stated that their original definition of overeating was consuming anything that they originally did not plan to eat.  The participant gave an example of consuming something small such as a slice of pie was considered overeating to them if they originally planned not to eat any pie.  A second group member described overeating as eating to a capacity where their stomach is overly full, and they are no longer comfortable.  This was compared to eating at holidays such as Thanksgiving.  After hearing the second group member’s definition of overeating, the first participant decided that they were not overeating, but was occasionally choosing to eat foods that they did not originally intend to eat.  A detailed summary of the fifth session is summarized in Figure K5.  
Session 6
	Session six focused on the participants completing their post-assessment questionnaire, sharing insights gained during the weight loss sessions, celebrating their successes, acknowledging their challenges, and discussing their next steps to continue to work towards weight loss behavioral changes.  The health department’s health educator gave the group attendees a healthy recipe and informed them about health and wellness resources available for employees at the health department.  In session six, the attendees reported improved self-efficacy regarding maintaining weight loss-related lifestyle behaviors.  Refer to Figure K6 for further details and an in-depth summary of the session six.  
Facilitators and Barriers
	A facilitator to the group sessions was that everyone in attendance was willing to actively participate in discussion and was receptive to learning information from their colleagues and the group facilitator.  The second facilitator was that each subsequent session was tailored according to verbalized needs in the previous sessions.  This enabled the planned material to be covered in a way that was most meaningful to the group.  The third facilitator was the comradery among the participants.  The staff members informed the facilitator of anyone who will be absent due to work constraints.  They also physically called their colleagues to remind them of the session if they do not see them in the meeting.  Furthermore, even if the group did not officially choose accountability partners during the first two weeks, the co-workers would come to sessions and report the positive or negative health actions of their colleagues. 
	The environment served as a facilitator to this process.  The group met in a small boardroom where everyone sat around the table and was able to speak and have eye contact with the group when they spoke.  The small number of attendees was a facilitator, as too many participants would have limited time to share and gain the personal reflection time needed.  Additionally, if there were too few people, there would be limitations in peer accountability and peer-to-peer learning, as there would not be a group of individuals to learn from or in which to be held accountable.
	A barrier to the sessions was that they were limited to the one-hour timeframe of participants’ lunch breaks.  Sometimes people do not finish their work on time, and arrived a few minutes late. There were times that the participants wanted to continue discussion, but we had to maintain our schedule due to the time constraints of the lunch period.  During week three, the health department was preparing to open up shelters in preparation for Hurricane Matthew.  Consequently, some individuals had to complete work for their job during the time they would normally attend the session.  Staffing storm shelters for Hurricane Matthew served as an unavoidable barrier to the weekly sessions.  Even when the staff were able to return the weight loss sessions, missing the interaction and accountability for two weeks hindered their progress.  The staff members that provided coverage for the shelters reported feeling as if they took a major step backwards with their personal exercise goals during the time affected by the hurricane.  They also reported increased exhaustion, and decreased locations to exercise due to widespread flooding.  These members reported that during this time they were more mindful when they made unhealthy decisions but that many of the decisions were unavoidable due to their circumstance.   
Major Findings
	Due to IRB approval of the project design, the facilitator did not collect personal information or demographic variables during the weight loss sessions.  None of the participants were patients of the Pender County Health Department, they were all employees.  Four of the participants attended five or greater weight loss group sessions.  Three participants attended one initial session and did not return for future sessions.  
Tables G1- G4 summarize the weight loss questionnaire results from participants that attended five or greater weight loss sessions.  All the participants improved their self-efficacy results in every category of the WEL-SF.  Table G5 and Table G6 display a comparison of the mean and median results from these participants in session one and session six.  Both the mean and median of each category from the questionnaire improved by a range of one to six points.  According to the results of the post-questionnaires, 50% of the attendees met their personal goals and 100% made progress towards their goals, indicating an increased likelihood of working towards a health goal when participants self-determined the goals.  According to the WEL-SF questionnaire and the post-questionnaire, all participants were able to show improvement in their self-efficacy regarding weight management behaviors.  	





Chapter 5: Discussion 
The rising cost of health care in the United States must be met with an approach that also considers prevention of chronic health conditions.  Obesity often exacerbates health care costs and worsens the progression of chronic disease.  Interventions aimed to decrease obesity and promote weight loss can help to lower the disease burdens for individuals and health care (Smith & Wroth, 2011).  “Group coaching to support positive change and improve patient engagement may have the potential to diminish suffering, improve well-being, and save significant public and private resources” (Armstrong et al., 2013).  
On the final post-assessment, project participants self-assessed whether or not they made progress towards their personal weight loss goals.  Based on the attendees’ direct response, 100% of participants who attended at least five out of six sessions showed progression towards their personal weight loss goals.  The results also demonstrated that this same group of individuals showed improvement in self-efficacy behaviors measured by the WEL-SF.  Participants felt that weekly weight loss sessions focused on improving self-efficacy for healthy behaviors were an effective means to facilitate them reaching their personal weight loss goals. During this six-week weight loss group, 50% of participants who attended five or greater sessions (two out of four participants) met their personal weight-loss behavioral goal despite the impacts of a natural disaster.  
Connection to Conceptual Framework
Bandura’s self-efficacy theory served as the conceptual framework for this project.  In 1977, Bandura defined self-efficacy expectation as, “the conviction that one can successfully execute the behavior required to produce the outcomes” (p. 193).  Bandura explained that an individual’s expectation of personal mastery will affect both their initiation and continued persistence of coping behavior.  Thus, if an individual perceives that they can master a behavior they are more likely to initiate and persistently maintain those behaviors.  
A large focus of the weekly weight loss self-efficacy class was using a customized approach to improve each participant’s self-efficacy.  The WEL-SF was used to assess eating self-efficacy both initially and at specified timeframes in the program.  During the sessions, participants gained tools, strategy, self-reflection, and insight, which was used to improve their existing self-efficacy for healthy behaviors.  Post-assessment results indicated that all participants which attended five or greater sessions showed improved weight loss self-efficacy (based upon the WEL-SF) and progress towards their healthy lifestyle behavioral goal.    
Strengths and Limitations
	In addition to increased self-efficacy scores and progression towards personal weight loss goals, strengths to this project included:
· The facilitator was a certified integrative health coach and registered nurse that volunteered her time to promote weight loss changes in this population.
· The weight loss sessions were free and incurred no cost to the county or participants
· Skills such as active listening, motivational interviewing, reflection, thoughtful inquiry, and health education helped to add a deeper personalized knowledge level to the weekly classes.  
· The sessions were customized to the attendees’ needs.  
· The format of the weight loss sessions was conducive to gathering a great deal of qualitative information that can be used for future projects.  
· There was interprofessional collaboration among the health department staff, with the health educator contributing to the final session. 
· Employees were able to be transparent and freely express themselves without hesitation of patients being present.
	Limitations to this project included the small sample size.  A total of seven participants attended at least one session, and four of those seven participants actively attended five or greater sessions.  The population sample was not generalizable.  The sample included one rural health department’s staff.  The original project design included the option for both patients and staff to concurrently attend the sessions.  The fact that only staff attended became a strength, because the staff were able to work on their weight loss goals without any reluctance due to patients also being group participants.  
As previously discussed, the effect of a natural disaster in the middle of the project implementation was also a limitation.  A major hurricane hit Pender County, and as result, many of the roads, homes, and businesses were flooded.  Consequently, the health department’s staff was mandated to provide coverage for the storm shelters and the county’s emergency command center.  At that point in the weight loss program, the participants were becoming acquainted with incorporating new uncomfortable healthy behaviors into their busy schedules.  The effect of completely stopping a behavior that was already new and uncomfortable made it more difficult to regain consistency towards reaching their goals.
Clinical Significance and Implications
This project further supports existing evidence for group-based weight loss programs to positively improve weight loss behaviors.  Participants thought the integrative health coaching techniques were effective in leading them on a process of self-discovery to accomplishing their weight loss behavior goals.  Holding the weekly weight loss sessions in a staff conference room during the employee’s lunch break provided a convenient and familiar environment for the employees.  The facilitator gave each individual ample opportunity to talk and collaborate, and monitored discussions to make sure no one person was able to speak for extended times that detracted from other’s ability to speak.  There was a conscious effort to learn personality types and preferences to know those in the group who preferred verbal communication versus those who preferred listening and personal self-reflection.  Time was allocated for both self-reflection and group discussion.  One participant appeared to be quiet during the first few sessions, but would return weekly informing the group of all the lifestyle changes they were able to implement and maintain with each session.  This individual also began to talk and share more experiences with the group as the sessions progressed.  
An added benefit to this program was that the employees already had an existing working relationship with each other and did not need to establish a new rapport.  From the first session, the participants freely expressed their concerns, barriers, challenges, and accomplishments.  They also supported each other with positive encouraging feedback, and gave ideas of how to overcome obstacles.  The participants shared personal stories, their reasons of why losing weight at this point of their life was important, and connected their personal values to their ideal weight and optimal vision of health.  One participant voluntarily shared a photograph depicting when she weighed more than their current weight, she used this picture as a motivational tool to inspire the group to continue on their journey of weight loss through improved lifestyle behaviors.  The participants took the initiative to give themselves the assignment of bringing healthy recipes to share with the group.  They were excited to share their recipes, and provided copies for everyone in the sessions.  The attendees also shared their notes if their colleagues missed a session, and would call each other’s office to remind them that a session was starting.  
Each week the group participants would report back to the group if they observed each other making unhealthy choices.  This was not part of the weight loss session’s curriculum, but provided unanticipated group accountability to each other.  There was also unintended accountability with eating a healthy lunch on the days that the sessions occurred.  One participant remarked that she carefully chose healthy lunch options on the days that the sessions occurred so that she would not feel guilty about eating unhealthy foods during the sessions.
During the sessions, the attendees would give feedback on areas in which they wanted to learn more information.  The requested information was included in future sessions.  Examples of requested information included: reading a nutrition label, how to make healthy food decisions when grocery shopping, proper portion sizes, eating healthy during special occasions, and ways to incorporate more water in their diet while having a busy schedule.  After attending the sessions, the group also reported feeling more conscious of the foods that they consumed on a daily basis instead of mindlessly eating.  As a result of the weekly gatherings, the participants gave the feedback that their whole view of weight loss changed into a focus on healthy lifestyle behaviors that will lead to weight loss and improved health and wellbeing.  
Recommendations for Practice
	On more than one occasion different members of the group reported interest in continuing the weight-loss sessions beyond the specified time for this project.  Future recommendations may include a weight-loss self-efficacy program for employees that extends over a longer period of time, possibly with a gradual tapering in frequency of sessions.  For example, weekly sessions for six to eight weeks that transition to bi-weekly sessions, and then monthly sessions to promote maintenance, support, and accountability.  There should be a separate intervention for patients that does not involve combining employees with patients, as to not interfere with the employee-patient relationship.
There may also be a recommendation to work towards an employee wellness committee.  The Pender County Health Department’s health educator came to the final session, shared a healthy recipe, and gave further information regarding health and wellness resources for the staff.  Some of the participants began speaking with the health educator to receive advice for continued support of their wellness behaviors, and to connect them to existing health department resources.  The health educator discussed current ideas from staff related to establishing a wellness committee for the employees.  This health department has an existing group of people wanting to continue weight loss sessions who are also willing to meet during their lunch periods.  The health educator can work with the group, and anyone interested in weight loss, to continue their weight loss efforts with group cohesiveness and accountability.  There is also a group of employees that already exercise together each day during their lunch period.  During inclement weather they exercise to aerobic videos to achieve fitness, and walk outside around the facility during optimal weather.  Some members of the Pender County Health Department staff have an interest in employee wellness and weight loss, and these efforts can be combined in an organized manner that will allow education, lifestyle behavior modifications, and exercise.
	Additional study is needed on how to best meet the weight loss and wellness needs of health care employees within the constraints of their work schedules and organizational budgets.  Future plans for the writer include sharing the project findings via poster presentation at the Pender County Health Department, and East Carolina University’s College of Nursing Poster Presentation Day.
	The growing costs of managing chronic disease in the United States is a problem that must be addressed in a manner that emphasizes health promotion and disease prevention.  Costly chronic diseases includes obesity and diabetes.  Both diabetes and obesity compound the sequelae and progression of other chronic disease.  A group-based, patient-centered, holistic approach that facilitates patients setting their own health goals to promote weight loss and improved self-efficacy may be a viable option in decreasing these disease burdens.
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Table 1
Pender County Demographics
	Race
	Population Percentage

	Caucasian
	79.9

	African American
	16.6

	Hispanic or Latino
	6.5

	American Indian and Alaska Native
	0.9

	Asian
	0.7

	Native Hawaiian and Other Pacific Islander
	0.1

	Two or More Races
	1.9


Note:  In terms of population demographics, 79.9% of Pender County residents are Caucasian, 16.6% are African-American, 6.5% are Hispanic or Latino, and the remaining 3% identify with various races, with less than 2% classifying themselves as American Indian, Asian native or Pacific Islander (United States Census Bureau, 2015b).  














Table 2
Pender County Income Comparisons to North Carolina
	
	Pender County
	Difference from North Carolina

	Per Capita Income
	$22,159
	$3,000 Less than NC

	Median Household Income
	$44,526
	$2,000 Less than NC


Note:  The average income for Pender County is less than the state, with a per capita income of approximately $22,159 in 2013 ($3,000 lower than the state) (Pender County Health Department, 2014a).  In 2014, the Pender County median household income was $44,526 (United States Census Bureau, 2014).  This was approximately $2,000 less than North Carolina’s median household income of $46,693 (United States Census Bureau, 2014).  
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Appendix F
	
	National Board Certified Health and Wellness Exam Requirements for Applicants that have Completed an Approved Transition Program

	1. “Documentation of an Associates degree or higher in any field.
· For those who do not have an Associates degree, exam candidates will need to provide documentation of 4,000 hours of work experience in any field. 
2. A certificate of completion from an Approved Transition Program. 
3. A written log of 50 health and wellness coaching sessions of at least 20 minutes in duration, and of which at least 75% of each session is devoted to coaching facilitation and not education:.
· Coaching sessions may not be with friends, family or classmates.
· Coaching sessions can be either paid or pro bono.
· Coaching log to includes coded identity, date and time, session number (e.g. 1, 2, 3 etc.) and coaching topics.
· In lieu of providing a coaching log documenting 50 sessions, applicants who are limited by their employer’s regulations may submit a letter from their supervisor on company letterhead stating they have completed 50 health and wellness coaching sessions of at least 20 minutes in duration, and of which at least 75% of each session was devoted to coaching facilitation and not education. If you are no longer employed by the company where you completed your 50 health & wellness coaching sessions, please provide a letter stating the name of your previous employer, your job title, the name of your supervisor and a statement that validates you have completed 50 health and wellness coaching sessions of at least 20 minutes in duration, and of which at least 75% of each session was devoted to coaching facilitation and not education.
· Coaching sessions can be retroactively listed up to 7 years prior to sitting for the Health & Wellness Coach Certifying Examination” (International Consortium for Health and Wellness Coaching, 2017b).



Figure 1.  This figure represents the requirements to take the National Board Certified Health and Wellness Coach exam for applicants that have completed an approved transition program.  The requirements were derived directly from the International Consortium for Health and Wellness Coaching website (International Consortium for Health and Wellness Coaching, 2017b).

 



	Requirements For Practicing Health And Wellness Coaches That Have Not Completed An Approved Transition Program

	1. “Documentation of an Associates degree or higher in any field.
· For those who do not have an Associate’s degree, exam candidates will need to provide documentation of 4,000 hours of work experience in any field. 
2. 1,000 hours of health and wellness coaching experience (in lieu of completing an approved transition program).  
3. Complete three private mentor coaching sessions, which will include feedback on your skill level.
4. A written log of 50 health and wellness coaching sessions of at least 20 minutes in duration, and of which at least 75% of each session is devoted to coaching facilitation and not education:
· Coaching sessions may not be with friends, family or classmates.
· Coaching sessions can be either paid or pro bono.
· Coaching log includes coded identity, date and time, session number (e.g. 1, 2, 3 etc.) and coaching topics.
· In lieu of providing a coaching log documenting 50 sessions, applicants who are limited by their employer’s regulations may submit a letter from their supervisor on company letterhead stating they have completed 50 health and wellness coaching sessions of at least 20 minutes in duration, and of which at least 75% of each session was devoted to coaching facilitation and not education. If you are no longer employed by the company where you completed your 50 health & wellness coaching sessions, please provide a letter stating the name of your previous employer, your job title, the name of your supervisor and a statement that validates you have completed 50 health and wellness coaching sessions of at least 20 minutes in duration, and of which at least 75% of each session was devoted to coaching facilitation and not education.
· Coaching sessions can be retroactively listed up to 7 years prior to sitting for the Health & Wellness Coach Certifying Examination” (International Consortium for Health and Wellness Coaching, 2017b).


Figure 2.  This figure represents the requirements to sit for the National Board Certified Health and Wellness Coach Exam for currently practicing health and wellness coaches that have not completed an approved transition program.  The requirements were derived directly from the International Consortium for Health and Wellness Coaching website (International Consortium for Health and Wellness Coaching, 2017b).




	Permanent Phase Requirements for ICHWC Program Approval
(These standards are currently being reviewed and may change prior to onset of the permanent phase.)

	“Faculty Credentials
Whether the program is a private sector, university or college, certificate program or degree, in-house corporate training or hospital-based, faculty should possess:
· A graduate degree in a health field (MPH, MSW, MD, PhD, MSN, DrPH, etc.). This will be phased in over time, starting with a certain percent of faculty being required to meet this standard.
· A minimum of 125 hours of coaching training and education in core coaching competencies
· At least 300 documented hours of coaching practice
· Completion of the HWC Certifying Examination after it becomes available in the fall of 2017.
Mentor Coach Credentials
Programs employ mentor coaches to assist in the training and education of health and wellness coaches, and mentor coaches should possess:
· A graduate degree in a health field (MPH, MSW, MD, PhD, MSN, DrPH, etc).  This will be phased in over time, starting with a certain percent of mentor coaches being required to meet this standard.
· A minimum of 125 hours of coaching training and education in core coaching competencies
· At least 200 documented hours of coaching practice
· Completion of the HWC Certifying Examination after it becomes available in the fall of 2017.
Training and Education Hours
The ICHWC is implementing the following minimum standard of 78 contact hours of training and education in tasks, knowledge, and skills as defined by Health and Wellness Coach Job Task Analysis (JTA).
An health & wellness coach training and education program must include:
· A minimum of 30 real-time, synchronous contact hours devoted to practical skills development including coaching practice, demonstrations, and mentoring, and focused upon JTA tasks and skills.
· A minimum of 30 contact hours devoted to coaching education to impart the coaching knowledge vital to competent performance of and communication about the coaching tasks. At least 10 of these hours must be real-time, synchronous learning about application of coaching knowledge to practical skills and tasks.
· A minimum of 15 contact hours, synchronous or asynchronous, devoted to healthy lifestyle knowledge available at Healthy Lifestyle Basics.
· Three one-hour private mentor coaching sessions delivered by a qualified mentor coach to provide evaluation and feedback on how to improve coaching skills.
· Completion of a practical skills evaluation that is graded by a qualified examiner (same qualifications as a mentor coach) or academic faculty member and has an established pass/fail standard.
Practical Skills Evaluation
The health and wellness coach training and education programs will be required to deliver practical skills assessment and written evaluation. A link to the basic skills recommended for assessment will be available here soon.
These recommended standards for training, education, mentoring, and practical assessment are offered by ICHWC as a minimum standard for health and wellness coaches. Programs are encouraged to retain and develop their individual pedagogic philosophies and unique approaches to training and educating health and wellness coaches” (International Consortium for Health and Wellness Coaching, 2017b).


Figure 3.  This figure represents permanent phase requirements for ICHWC program approval. The requirements were derived directly from the International Consortium for Health and Wellness Coaching website (International Consortium for Health and Wellness Coaching, 2017c). 
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Appendix J
Table 1
Participant One’s Weight Loss Questionnaire Results
	I AM CONFIDENT THAT:
	Session One
	Session Four
	Session Five
	Session Six

	I can resist overeating when I am anxious 
	3
	8
	10
	10

	I can resist overeating on the weekend.
	4
	3
	8
	8

	I can resist overeating when I am tired.
	7
	9
	8
	10

	I can resist overeating when I am watching TV (or using the computer).
	5
	9
	7
	8

	I can resist overeating when I am depressed (or down).
	8
	9
	8
	9

	I can resist overeating when I am in a social setting (or at a party).
	3
	5
	6
	8

	I can resist overeating when I am angry 
	8
	9
	7
	10

	I can resist overeating when others are pressuring me to eat.
	3
	5
	6
	7

	Did you meet your goal (yes or no)
	
	
	
	Yes

	Did you make progress towards your goal (yes or no)
	
	
	
	Yes

	How many sessions did you attend and participate in?
	
	
	
	6


Note.  The participant ranked their confidence to avoid overeating in the situations described above on a scale of 0 (not confident) to 10 (very confident).  The questionnaires were completed prior to any information being given in the sessions.   




Table 2
Participant Two’s Weight Loss Questionnaire Results
	I AM CONFIDENT THAT:
	Session One
	Session Four
	Session Five
	Session Six

	I can resist overeating when I am anxious 
	5
	8
	9
	9

	I can resist overeating on the weekend.
	5
	8
	8
	8

	I can resist overeating when I am tired.
	9
	9
	9
	9

	I can resist overeating when I am watching TV (or using the computer).
	6
	8
	8
	9

	I can resist overeating when I am depressed (or down).
	5
	7
	8
	9

	I can resist overeating when I am in a social setting (or at a party).
	10
	8
	8
	10

	I can resist overeating when I am angry 
	6
	7
	9
	9

	I can resist overeating when others are pressuring me to eat.
	9
	9
	10
	10

	Did you meet your goal (yes or no)
	
	
	
	No

	Did you make progress towards your goal (yes or no)
	
	
	
	Yes

	How many sessions did you attend and participate in?
	
	
	
	6


Note.  The participant ranked their confidence to avoid overeating in the situations described above on a scale of 0 (not confident) to 10 (very confident).  The questionnaires were completed prior to any information being given in the sessions.   





Table 3
Participant Three’s Weight Loss Questionnaire Results
	I AM CONFIDENT THAT:
	Session One
	Session Four
	Session Five
	Session Six

	I can resist overeating when I am anxious 
	3
	3
	4
	10

	I can resist overeating on the weekend.
	3
	3
	5
	9

	I can resist overeating when I am tired.
	9
	9
	10
	10

	I can resist overeating when I am watching TV (or using the computer).
	5
	6
	9
	9

	I can resist overeating when I am depressed (or down).
	5
	5
	5
	10

	I can resist overeating when I am in a social setting (or at a party).
	2
	4
	5
	9

	I can resist overeating when I am angry 
	7
	8
	6
	10

	I can resist overeating when others are pressuring me to eat.
	7
	9
	9
	10

	Did you meet your goal (yes or no)
	
	
	
	Yes

	Did you make progress towards your goal (yes or no)
	
	
	
	Yes

	How many sessions did you attend and participate in?
	
	
	
	5


Note.  The participant ranked their confidence to avoid overeating in the situations described above on a scale of 0 (not confident) to 10 (very confident).  The questionnaires were completed prior to any information being given in the sessions.   





Table 4
Participant Four’s Weight Loss Questionnaire Results
	I AM CONFIDENT THAT:
	Session One
	Session Four
	Session Five
	Session Six

	I can resist overeating when I am anxious 
	10
	8
	9
	9

	I can resist overeating on the weekend.
	0
	3
	2
	4

	I can resist overeating when I am tired.
	10
	10
	9
	10

	I can resist overeating when I am watching TV (or using the computer).
	5
	3
	3
	5

	I can resist overeating when I am depressed (or down).
	5
	8
	9
	10

	I can resist overeating when I am in a social setting (or at a party).
	0
	3
	2
	4

	I can resist overeating when I am angry 
	10
	10
	2
	10

	I can resist overeating when others are pressuring me to eat.
	0
	3
	2
	4

	Did you meet your goal (yes or no)
	
	
	
	No

	Did you make progress towards your goal (yes or no)
	
	
	
	Yes

	How many sessions did you attend and participate in?
	
	
	
	5


Note.  The participant ranked their confidence to avoid overeating in the situations described above on a scale of 0 (not confident) to 10 (very confident).  The questionnaires were completed prior to any information being given in the sessions.   





Table 5
Mean Weight Loss Questionnaire Results for Sessions One and Six
	
	Session One
	Session
Six

	I can resist overeating when I am anxious 
	5.25
	9.5

	I can resist overeating on the weekend.
	3
	7.25

	I can resist overeating when I am tired.
	8.75
	9.75

	I can resist overeating when I am watching TV (or using the computer).
	5.25
	7.75

	I can resist overeating when I am depressed (or down).
	5.75
	9.5

	I can resist overeating when I am in a social setting (or at a party).
	3.75
	7.75

	I can resist overeating when I am angry.
	7.75
	9.75

	I can resist overeating when others are pressuring me to eat.
	4.75
	7.5


Note.  These results are from the participants that attended five or more weight loss sessions.  Each participant ranked their confidence to avoid overeating in the situations described above on a scale of 0 (not confident) to 10 (very confident).  The questionnaires were completed prior to any information being given in the sessions.   








Table 6
Median Weight Loss Questionnaire Results for Sessions One and Six
	
	Session One
	Session Six

	I can resist overeating when I am anxious 
	4
	9.5

	I can resist overeating on the weekend.
	3.5
	8.5

	I can resist overeating when I am tired.
	8
	10

	I can resist overeating when I am watching TV (or using the computer).
	5.5
	8.5

	I can resist overeating when I am depressed (or down).
	5
	9.5

	I can resist overeating when I am in a social setting (or at a party).
	2.5
	8.5

	I can resist overeating when I am angry.
	7.5
	10

	I can resist overeating when others are pressuring me to eat.
	5
	8


Note.  These results are from the participants that attended five or more weight loss sessions.  Each participant ranked their confidence to avoid overeating in the situations described above on a scale of 0 (not confident) to 10 (very confident).  The questionnaires were completed prior to any information being given in the sessions.   








Appendix K
	Session 1
	Total Attendance: 5

	Topic:
· Participants’ discussed personal goals for the weight loss sessions
· Each person discussed their own self-care regarding their health and weight management behaviors
· Facilitator led a group discussion regarding being aware of situations that one is likely to overeat (based upon WEL-SF categories)
· Participants described their optimal vision of health


	Summary: The participants discussed barriers to them implementing healthy behaviors in their daily lifestyle.  Some common challenges included: eating foods “on-the-go” that are convenient, working long hours interfering with their eating habits, using “comfort foods” to help decrease stress, no longer having to cook since children are grown and spouses work jobs where they travel, enjoying the taste of processed foods, not grocery shopping often due to fear of food being wasted or thrown away later, not using their treadmill or exercise equipment at home, and loving to eat “sweets.”  Two of the members stated that they recently made major changes to their lifestyle based upon a new prediabetes diagnosis.  One reported as a result of consistent exercise and eating healthy, all of their lab values returned back to normal but they still need further assistance with losing weight.  The group reported benefiting from a discussion on how to plan their meals and snacks in advance.  Thus when they are hungry in the future, they would have healthy foods or snacks readily available to eat.  No one opted to choose an accountability partner.  Homework was given at the conclusion of the session.  The homework included three components: write down a vivid description of their optimal vision of health, write down their most important life values, and choose one health-related behavior that they could work on for the upcoming week.



Figure 1.  Session One Summary.  This figure represents the total attendance, topics discussed, and insights gained during session one.








	Session 2
	Total Attendance: 5

	Topic:
· Each person connected their future desired health vision to their most important life values
· Participants discussed the strengths and weaknesses of their current health lifestyle
· Facilitator taught participants about utilizing SMART goals to achieve results
· Participants refined their initial personal goal for the program into SMART goal format to work towards during the remaining sessions
· Each person discussed obstacles associated with taking appropriate steps to implement changes towards their SMART goal, and determine appropriate planning methods to overcome obstacles to implementation.
· Participants had the option to select an accountability partner for their goal

	Summary: The facilitator started session two with a quick recap of session number one to make sure the new attendees were able to cohesively join the group for session number two.  Each person connected their vision of optimal health to their most important life values.  Identified optimal visions of health included: being one’s ideal body weight, being happy, not taking medications, spending quality time with family, being disease-free, not having any body aches or pain, and getting down to a specific clothing size.  Most important life values included: family and their relationship with God.  Discussing previous success with accomplishing weight loss goals in the past helped the attendees to realize the internal strengths that they possessed.  Prior to the discussion the attendees did not previously realize their own personal strengths, but instead tended to focus on failures and those things that they were doing wrong.  The discussion also helped the group to brainstorm plans to overcome identified obstacles to which would hinder their ability to consistently implement healthy behaviors.  At the conclusion of the session, the project lead allowed time for everyone to choose and accountability partner to help them maintain their goal, no one opted to secure an accountability partner.  The homework was to place their weight loss goal for the six-week program into SMART goal format.  The second portion of homework was for attendees to brainstorm how they could avoid overeating during the following situations: when anxious, tired, or during the weekends.



Figure 2.  Session Two Summary.  This figure represents the total attendance, topics discussed, and insights gained during session two.






	Session 3
	Total Attendance: 3

	Topic:
· Informal verbal mid-program evaluation- participants provided feedback on what was going well with the program and what should be improved
· Time allotted to choose an accountability partner if they desired
· Each person reported back to the group their success and challenges with implementing their desired change
· Participants used self-reflection to determine if changes were needed to their implementation plan from session 2. Participants modified their implementation plan as needed.
· Facilitator led group discussion of success strategies for three scenarios addressed in the WEL-SF: overeating when anxious, tired, or on the weekends

	Summary: Participants reported increased activity levels, transitioning to healthy snacks, regularly using the treadmill that was previously sitting idle, intentionally making efforts to have fruit available to appease sweet cravings, intentionally not eating after a certain time at night, and generally being more conscious of what they consume.  The attendees conveyed increased confidence and self-efficacy in implementing healthy behaviors.  No one in the group wanted anything about the group to change, and reported that the group was beneficial.  One person stated that they would like additional continuation beyond the six-week program.  The attendees selected accountability partners and verbally agreed to contact each other prior to the next session.  Each person discussed their SMART goal for the program and self-evaluated their actions and current implementation efforts.  All attendees reported success with working towards their SMART goal.  The facilitator led a discussion of creating back-up plans in the event of an obstacle occurring that would hinder their ability to implement their primary plan.  The session concluded with a discussion regarding how to avoid overeating when anxious, tired, or on the weekends.  The first part of the discussion involved helping the participants identify how anxiousness manifests itself in each person’s life.  After identifying these feelings or actions, the participants shared ideas on how to avoid overeating in each of the three scenarios.  The facilitator gave homework for the attendees to brainstorm how they can avoid overeating during the following scenarios: while watching TV, when sad, or in social settings.



Figure 3.  Session Three Summary.  This figure represents the total attendance, topics discussed, and insights gained during session three.






	Session 4
	Total Attendance: 4

	Topic:
· WEL-SF evaluation completion
· Each person self-reflected on their current progress towards their SMART goal attainment, and determined what steps they need to implement in order to achieve their goal by session 6
· Participants will self-reflected on what actions they need to take in order to gain consistency with maintaining the plan they created to achieve their SMART goal
· Discussion on how to read food labels, and how to incorporate drinking more water daily
· Facilitator led group discussion of success strategies for three scenarios addressed in the WEL-SF: overeating when watching television, when sad, and in social settings

	Summary: The health department staff’s schedule was switched to staffing storm shelters 24-hours a day in light of a hurricane that affected the county.  This involved switching from day shift to night shift and working 12-hour shifts every day, this was a complete change from their traditional work schedule.  One participant reported self-awareness of overeating when they are bored.  They reported that while working in a hurricane shelter, they continued to eat because they were bored.  Other staff members reported that the staffing storm shelters for extended days interrupted their healthy eating routine and also hindered their exercise.  The participants reported a new-found readiness to continue with their weight loss goals.  Participants found it very helpful to learn how to read a nutrition label.  The participants also reported that it was helpful to compare the nutrition labels of healthy foods to unhealthy foods to help them determine how much and how often they should consume the specific items.  The homework was to brainstorm how to avoid overeating when angry and when others are pressuring you to eat, work on SMART goal


Figure 4.  Session Four Summary.  This figure represents the total attendance, topics discussed, and insights gained during session four.









	Session 5
	Total Attendance: 4

	Topic:
· Participants completed the WEL-SF evaluation to determine their progress in improving their self-efficacy related to eating behaviors
· Each person reported back to the group their implementation successes and challenges 
· Participants discussed methods to maintain long-term health behavior change in the future 
· Facilitator led group discussion of success strategies for the two final scenarios addressed in the WEL-SF: overeating when they are angry or when others are pressuring them to eat

	Summary: All participants reported that they were back to their normal routines and that they were successful in beginning to incorporate some of the activities need to reach their SMART goal.  Two attendees reported progress, but that they were not at the personal milestones which they anticipated as a result being affected by the hurricane for two weeks.  The group also stated that gaining more information regarding portion sizes was helpful.  The group members though of the idea to bring healthy recipes to share with the group.  This was not an assignment for the group but everyone expressed excitement in sharing recipes with the other participants.  It was discovered that there were different perceptions of the term overeating.  Some people considered overeating to be eating until they were extremely full, or eating too much.  Others considered overeating to be the simple fact of eating anything that they did not originally intend to eat.  One group member gave the example of eating a piece of pie when they did not originally intend to eat pie.  As a result they marked themselves lower on the WEL-SF questionnaires.  This member made the statement that after hearing different perspectives of the term overeating, they think that they marked some of their responses lowered than what might be expected.  The homework was to determine what it would take to maintain long-term behavioral changes.  The participants were to examine the following components: needed resources, how they plan to maintain consistency, support needed, accountability, how they would reward themselves, and how to gain motivation when they become discouraged.



Figure 5.  Session Five Summary.  This figure represents the total attendance, topics discussed, and insights gained during session five.







	Session 6
	Total Attendance: 4

	Topic:
· Participants completed the post-assessment questionnaire
· Health educator gave participants pumpkin smoothie recipes and informed about health and wellness resources for employees at the health department
· Participants celebrated their successes, acknowledged challenges, and discussed their next steps regarding their health behavioral changes

	Summary: Participants acknowledged some of their successes to include: going from not exercising to walking for one-hour three times per week, going to a family reunion and wedding and selecting healthier options, learning how to cook healthy meals, decreasing processed food and unhealthy snacks, gaining the support of their entire family in changing to healthier cooking, increasing personal water intake, going from eating “sweets” multiple times per day to only twice per week consistently, improved lab values, portion-sized meals with a lean meat and vegetables, readily available healthy snacks and meals, decreased carbohydrate intake, decreased saturated fats, and self-discipline to exercise when they did not feel like exercising.  One participant reported that as a result of the class that they now realize they must take small steps to get where they desire.  They reported that they learned patience, and that previously they wanted immediate results.  This participant continued to say that they now realize results will not happen overnight; the main priority is to be healthy, and then weight loss will happen.  This participant reported excitement about their process, and how they were very happy that their children were getting involved and helping change behaviors for the entire family.  Another member informed the group that when they first started the sessions they wanted to lose weight to be healthy for their son.  Now they want to be healthy for themselves so that they could enjoy their older age.  A third participant reported improved self-discipline and that they learned how to motivate themselves to make healthy lifestyle behaviors even when they do not feel like exercising or making those decisions.  The attendees all shared their personal next steps, and how they plan to continue to work towards larger health and wellness goals.


Figure 6.  Session Six Summary.  This figure represents the total attendance, topics discussed, and insights gained during session six.








Appendix L
Project Timeline

	Table 1. Timeline for Doctor of Nursing Project Capstone Project

	Date
	Task
	Complete/Incomplete

	October 2015-2016
	Explore project topic
	complete

	January 2016
January 2016-present
	Meeting with faculty about topic of interest
Review the literature for new topic of interest
	complete
ongoing

	January 2016
	Define project topic
	complete

	January 2016
January 2016
	Research theoretical framework for project
Write initial proposal
	complete
complete

	February 2016
	Project committee selection
	complete

	March 14, 2016
	Complete abstract for Summer Practicum
	complete

	April 25, 2016
	Complete final paper for Summer Practicum
	complete

	May 27, 2016
May 31, 2016
	Obtain written permission from site for project
Submit project for IRB approval
	complete
complete

	August 1-31 2016
September 15, 2016- November 29, 2016
April 2017
	Recruitment for health coaching group
Implement health coaching group sessions

Complete final paper for project
	complete
complete

complete

	April 2017
	Present project findings at Pender County Health Department
	complete

	April 2017
	Present project findings at East Carolina University’s Poster Presentation Day
	complete

	April 2017 ongoing
	Disseminate project information
	ongoing












Appendix M
Doctor of Nursing Practice Essentials

	Essential
Number
	Essential Title
	Demonstration of Knowledge

	I
	Scientific Underpinnings for Practice
	· Utilized and evaluated the new practice approach of integrative health coaching in a group setting.  Theoretical framework was Bandura’s Self-efficacy theory; conceptual basis with Pender’s Health Promotion Model.  Utilized Weight Efficacy Lifestyle Questionnaire to evaluate self-efficacy scores before, during, and after six-week intervention.


	II
	Organizational and Systems Leadership for Quality Improvement and Systems Thinking

	· Conducted a quality improvement project at a rural health department which established and assessed group weight loss behaviors and self-efficacy approaches.  The delivery methods met existing and upcoming needs of the population and were based upon scientific findings in health care.  Used advanced communication and integrative health coaching approaches which led to improved outcomes.


	III
	Clinical Scholarship and Analytical Methods for Evidence-Based Practice

	· Analyzed existing research and conducted a literature review and synthesis.  Used existing research to design and implement a patient-centered weight loss and self-efficacy program.  The program was based upon identified community health needs, the health department’s strategic goal, and the best evidence for improved practice outcomes.  Disseminated findings at the project site where quality improvement project was conducted, and at East Carolina University’s Poster Presentation Day.

	IV
	Information Systems/Technology and Patient Care Technology for the Improvement and Transformation of Health Care

	· Entire project was reviewed by the East Carolina University Office of Research Integrity and Compliance.  This office determined the project to be a quality improvement, which did not require institutional review approval.  
· The project did not collect any personal identifying information, and everything discussed in the weekly sessions was kept confidential.  These actions provided leadership in the assessment and prevention of any ethical and legal challenges within the healthcare system regarding the use of information.  
· Consumer health information resources were also evaluated for accuracy and credibility.  Participants were educated on how to accurately evaluate consumer health information in the future.


	V
	Health Care Policy for Advocacy in Health Care

	· Wrote a letter to senators and local general assembly representatives to provide research-driven suggestions on how to improve the quality of care, access to care, and patient outcomes in rural portions of North Carolina.
· Interviewed health department director of nursing to discover the logistics of how health department is governed, and how it receives funding for health and wellness programs especially related to weight loss. 


	VI
	Interprofessional Collaboration for Improving Patient and Population Health Outcomes

	· Consulted with the health department’s health educators, Women Infants and Children (WIC) director, and the director of nursing to obtain feedback and guidance regarding implementation of the project at the health department.
· Communicated at the staff meeting with the health department’s clinical staff, clerical staff, health educators, and WIC staff to discuss program goals and their role in educating the patient population of the program.
· The health educator came to final session of the quality improvement project to provide additional resources and support to the group participants.


	VII
	Clinical Prevention and Population Health for Improving the Nation’s Health

	· Analyzed epidemiological data and the 2014 Pender County Community Assessment regarding individual, aggregate, and population health of the county.
· Conducted a community assessment of Pender County to determine existing health challenges and existing health care resources.
· Analyzed information regarding economic, psychosocial, and cultural determinants of health to develop, implement, and evaluate the quality improvement project.
· Conducted a free weight loss behavioral change project aimed at health promotion, obesity (and other disease) prevention in a rural community health department which was open to all adults.  Intended to improve the health status of the participants while addressing gaps of care in the community.


	VIII
	Advanced Nursing Practice

	· Created, implemented, and assessed the weight loss self-efficacy intervention which was aimed at improving health outcomes.
· Used integrative health coaching to create and sustain culturally sensitive, therapeutic relationships with clients and other professionals to promote optimal patient outcomes
· Used advanced levels of clinical knowledge, larger scale systems thinking, and evaluation of evidence to design, implement, and evaluate the weight loss quality improvement project.
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East Carolina University
Greenville, NC

RE: Felice Carlton’s DNP Scholarly Project

To Whom It May Concern:

We at the Pender County Health Department have reviewed Felice Carlton’s DNP Scholarly
Project titled “Using Integrative Health Coaching for Improved Self-Efficacy and Weight Loss.”
Ms. Carlton has organizational support and approval to conduct her project within our institution.
We understand that for Ms. Carlton to achieve completion of the DNP program, a public
presentation and manuscript submission related to the scholarly project will be required by the
University. Our organization has deemed this project as an improvement initiative and does not

require institutional IRB review.
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Sincerely,

Mo

Carolyn‘Moser, BSN, MPA
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Weight Efficacy Lifestyle Questionnaire Short-Form (WEL-SF)

Read each situation below and decide how confident (or certain) you are that you will be able to resist overeating in each of the difficult
situations. On a scale of 0 (not confident) to 10 (very confident), choose ONE number that reflects how confident you feel now about being
able to successfully resist the desire to overeat. Write this number next to each item.

0 il 2 3 4 S 6 7 8 9 10
Not at all Very
confident Confident

I AM CONFIDENT THAT: Confidence Number

1. I can resist overeating when I am anxious (or nervous).

2. I can resist overeating on the weekend.

3. I can resist overeating when I am tired.

4. I can resist overeating when I am watching TV (or using the computer).
5. Ican resist overeating when I am depressed (or down).

6. I can resist overeating when I am in a social setting (or at a party).

7. I can resist overeating when I am angry (or irritable).

8. I can resist overeating when others are pressuring me to eat.

o
Universi_ty of Michigan
Medical School  WEIGHT MANAGEMENT PROGRAM, Division of Metabolism, Endocrinology & Diabetes (MEND)
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Post-Assessment Questionnaire

Weight Efficacy Lifestyle Questionnaire Short-Form (WEL-SF)

Read each situation below and decide how confident (or certain) you are that you will be able to resist overeating in
each of the difficult situations. On a scale of 0 (not confident) to 10 (very confident), choose ONE number that reflects
how confident you feel now about being able to successfully resist the desire to overeat. Write this number next to each
item.

0 1 2 3 4 5 6 7 8 9 10

Not at all Very
confident Confident
I AM CONFIDENT THAT: Confidence Number

1. I can resist overeating when I am anxious (or nervous).

2. I can resist overeating on the weekend.

3. I can resist overeating when I am tired.

4.1 can resist overeating when I am watching TV (or using the computer).

5.1 can resist overeating when I am depressed (or down).

6. I can resist overeating when I am in a social setting (or at a party).

7.1 can resist overeating when I am angry (or irritable).

8. I can resist overeating when others are pressuring me to eat.

9. Did you meet your goal (yes or no)?

10. Did you make progress towards your goal (yes or no)?

11. How many sessions did you attend and participate in?
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Literature Search

Identified 754 potentially relevant titles
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