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Abstract

Aims: The aim of this systematic review and narrative synthesis was to identify how and why health coaching is
delivered by Registered Nurses.

Design: Systematic review and narrative synthesis.

Data sources: Articles were identified through a search of CINAHL, Medline, Scopus, and PsychINFO databases.
Articles published in English between 2010 and 2021 were included.

Review Methods: Quality appraisal of relevant literature was independently undertaken by two authors to assess
for risk of bias. The Critical Appraisal Skills Program (CASP) was used to appraise quality of potential papers.

Results: A main purpose of coaching by Registered Nurses is to optimise patient self-care. How coaching was
conducted varied across studies, with the most common coaching approaches via telephone or online. Majority of
studies highlight some effectiveness of coaching by nurses; however, some results were inconclusive. Health
coaching generally reduced mental distress. Other benefits reported by patients included reduced pain and fatigue.
Outcomes for changing lifestyle behaviours were mixed. However, for health coaching to be efficient greater
evidence is needed to determine length of time to use coaching, number of habits to focus on to produce change,
and to determine best training for coaches.

Conclusions: Registered Nurses are most suitable for implementing health coaching for self-care, including
preventing and managing chronic illness and recovering from situations like post-surgical needs. Nurses already
promote health, and therefore, are skilled in educating people in self-care. Coaching is an additional strategy for
motivating, targeting and assessing progress of self-care. Extending the scope of nursing practice to routinely coach
in self-care would be ideal.
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Introduction
Health coaching is the latest tool being implemented in
contemporary health care for managing chronic illness.
Previously coaching has been used in sport and more
recently in business for motivating people to achieve
their personal and professional goals [1]. Coaching is
now being used in health care by a range of health
professionals.
Registered Nurses are well placed to provide health

coaching. Coaching can be used to prevent ill health as
well as reduce the impact of symptoms when living with
a chronic condition. However, currently it is not known
how coaching is being applied in nursing practice.

Background
The general literature in coaching is broad but does pro-
vide some important principles for the background of
this paper. First there is an array of different ways to
coach, therefore defining what is meant by coaching is
important in any discussion about this area. Coaching
differs to mentoring where a mentor is the ‘expert’ in
the area [2]. Alternatively, a coach does not have to be
an ‘expert’ in the area and may not give specific solu-
tions. As a mentor, instruction and goal setting is typical
[2]. Sports coaching also typically includes goal setting,
skill development and competency [3, 4].
Within the literature, health coaching has been defined

and described in a variety of ways. Health coaching is a
person-centred, collaborative relationship between coach
and coachee that involves the process of health promo-
tion and education [1, 5, 6]. Health coaching aims to
motivate the client to achieve personally identified
health-related goals set during the coaching sessions
[1, 7–9]. Health coaching assists the client to navigate
through options, make choices, plan and identify
challenges, and facilitate the changing process relating
to their health behaviours [7, 10] leading to disease
management [11].
In the quest to find one definition of health coaching

relevant specifically for nurses, the work written by [6]
during collaboration of two highly regarding professional
bodies of nursing, the International Council of Nurses
and Sigma Theta Tai International was found to be rele-
vant. This definition [6] was chosen because:

� the definition is specific to nursing, and
� it provides features that were useful to guide this

inquiry.

Palmer et al. [6] argues that coaching includes:

…a collaborative relationship undertaken between a
coach and a willing individual, the client. It is time-
limited and focused and uses conversations to help

clients achieve their goals. It demands skill on the
part of the coach in facilitating meaningful conversations
and letting the client “lead.” Leading starts when
the coaching conversation begins and new actions
and new practices are always the final stage of a
successful coaching conversation [12].

According to the above definition [6], the values of the
profession of nursing typically complement the act of
coaching. Building rapport [13, 14], actively listening
[15, 16], respecting and working with patients [17, 18]
and responding to individual needs [19] are all values
denoted in nursing and coaching. The principle proposed
by [12] above that a client should “lead” is an example of
person-centred care. Like coaching conversations, health
assessment conversations should allow the person to ex-
plore and state what needs should be met. The nurse, like
the coach will go beyond this initial conversation and then
explore what else the client needs.
A number of theories used by nurses are complemen-

tary to coaching interventions. The obvious theory that
could be shared in both nursing and coaching is the
philosophy of holistic care. Holistic care is defined as
“behaviour that recognizes a person as a whole and ac-
knowledges the interdependence among one’s biological,
social, psychological, and spiritual aspects” [20]. There-
fore, holistic care aims to meet all human needs accord-
ing to the importance to the patient [21]. Similarly,
coaching will also aim to meet human needs that are
important to the client.
Another theory, Orem’s Model of Nursing [22], fo-

cuses on the principle of patients being as independent
as possible with their own self-care needs. Orem’s Model
of Nursing can also be used in conjunction with coach-
ing [23]. Coaching provides a platform for nurses to
build on the strength of individuals, which is a similar
sentiment found in the theories like holistic care and
Orem’s Model of Nursing. Considering the current prac-
tice of Registered Nurses, how coaching is different to
typical practice was an important consideration during
this inquiry. The answer of how coaching differs to
typical nursing is the focus on patient transformation
[24] aid the understanding of achieving patient trans-
formation when they defined nurse coach as “a Regis-
tered Nurse who integrates coaching competencies into
practice to facilitate a process of change or development
with individuals or groups to enhance their growth.”
Effective change must evolve from within individual per-
son; therefore, the nurse coach works with the person,
knowing that change will require an integration of body,
mind, emotion, spirit, and environment [24]. As noted
above, thinking about the person has a holistic being
influenced by environment is not a new principle to
nurses and has been applied in nursing practice for

Barr and Tsai BMC Nursing           (2021) 20:74 Page 2 of 18



many decades. However, [24] do place an emphasis on
facilitating change which is paramount in coaching but
may not always be the focus when delivering nursing
care.
The principle of “change” was noted in Maslow’s

theory which aims to support a person to reach the
maximum way of being; self-actualization [25]. Maslow’s
theory has extensively been used to guide nursing prac-
tice as it is in transformative coaching. Transformative
coaching encourages people to reach their potential [26].
Whilst nurse coaching does align well with the trad-

itional principles of nursing what is not yet known is
how health coaching is provided by Registered Nurses.
This stimulated this inquiry and the question was asked:
How do nurses coach and why is coaching used?

The review
Aim
The aim of this systematic review and narrative synthesis
was to identify, access, and summarize evidence related
to how and why health coaching is implemented by
Registered Nurses.

Design
This systematic review was designed and reported based
on the international guideline: The Preferred Reporting
Items for Systematic Reviews and Meta-Analyses (PRIS
MA) [27]. The narrative synthesis is a strategy that

examines the words from all studies to explain findings.
A thematic analysis as outlined by Braun and Clarke
[28] was used to summarize findings from qualitative,
quantitative and mixed methods studies.

Search methods
Articles were identified through a search of CINAHL,
Medline, Scopus, and PsychINFO databases. The search
terms employed were: ‘nurse’, ‘health’, ‘coaching’ and
Medical Subject Heading (MeSH) terms related to
‘coaching’. For a paper to be considered, the focus of
coaching provided by Registered Nurses to patients or
clients was paramount. Empirical studies written in
English were included in the search. The results from
each database were saved in a specifically designated
folder of that database, followed by hand searching for
duplicates to be removed. Titles and/or abstracts of
studies were retrieved using this search strategy. Hand
searching of reference lists were also used to screen and
identify studies that may have been missed. All papers
were screened by two authors to identify studies that
potentially met the inclusion criteria.

Search outcomes
The PRISMA process for reporting and the results of
the searches was used ([27]; Fig. 1). The database
searches revealed total of 1150 hits. First, these articles
were screened for the duplicates which removed 312

Fig. 1 PRISMA diagram
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duplications. Then, remaining 93 studies were screened
for its relevance which removed 68 articles. A total of 27
full-text studies were assessed against following inclusion
criteria:

1) conducted health coaching;
2) health coaching intervention was provided by

Registered Nurses;
3) health coaching provided to patients or clients; and
4) paper was published in English from 2010 to

February 2021. This time frame was selected as the
word ‘health coaching’ started to appear in
empirical studies around this period.

Systematic, integrative, and other literature reviews
were also included if they met the inclusion criteria. A
further ten studies were excluded. The main reason for
exclusion was that the study did not specify the health
coaching was delivered by Registered Nurses. Another
study was identified through searching reference lists of
included studies. This resulted in a total of 17 studies
that were included for full review and synthesis.

Quality appraisal
Quality appraisal of the relevant literature were independ-
ently undertaken by two authors to assess for risk of bias.
The Critical Appraisal Skills Programs (CASP) were used
to appraise quality of potential papers. CASP was imple-
mented to assess methodological validity of each paper
prior to inclusion in the review [29]. A total of 10 questions
systematically appraised each study. The score meanings
included: scored 0 (contained no information), 1 (minimal
information), or 2 (fully addressed) [30]. A possible total
score for a study is 20 points. Both authors independently
rated each study and then compared results. Any disagree-
ments that arose between the reviewers were resolved
through discussion. All authors had noted they had gained
ethical approval. To avoid publication bias, each of these
studies were assessed for overlap between sub-studies; how-
ever, none of the data appeared to repeat.
High quality studies are those with a CASP score of 17

or more. In this inquiry three studies were scored 17 or
more. Majority of studies (n = 11) were written in moder-
ate quality, with a score between 14 and 16. Three studies
were given low quality scores of 13 or less. The main
reasons for these low scores included limited details on
recruitment strategies, ethical consideration and data
collection. Following a review against inclusion criteria
and CASP rating, all 17 studies were deemed suitable to
be included in the final systematic review (Table 1).

Data abstraction
Of the 17 included studies, there were 14 quantitative
articles and three qualitative studies. Summaries of

included studies is summarized in Table 1. This table
also summarized main features of each study such as its
research design, study location, and primary outcomes
(Table 1).
It is worthy of note the following; [32] and [33]

reported two phase of Patient Self-Management for
chronic obstructive pulmonary disease (COPD) (PSM-
COPD) trial. [32] reported experiences of being coached
while [33] explored effectiveness of the intervention.
Therefore, they were considered different studies. Simi-
larly, [31] and [44] reported on two studies under the
umbrella of the research program, Patient Engagement
And Coaching for Health (PEACH) project [44] explored
participants’ views on managing their chronic symptoms
whilst [31] evaluated the effectiveness of health coaching
in a healthcare system. Therefore, these studies were in-
cluded as two studies.

Narrative synthesis
Each article was read multiple times to gain an in-depth
understanding of the content in preparation for the
process of abstracting key data relevant to the questions
informing this review. The process by which this was
undertaken was discussed by the authors prior to the
data abstraction process. Two authors independently
analysed the data. Any disagreements were discussed
until consensus was gained.
A thematic analysis framework as guided by [28] was

used to explore health coaching as provided by the Reg-
istered Nurses. There are six steps in this framework
summarized in Table 2.

Results
Evidence that nurses use coaching
Applying the chosen definition [6] was important during
the analysis of this inquiry as this showed that Registered
Nurses do use coaching. A list of the features from the
definition [6] was identified and each included article
was examined to see if, and which features of coaching
by nurses were used in that particular research coaching
intervention. A conclusion was made that Registered
Nurses do use coaching in their practice which included
primary care, aged care, and acute care settings
(Table 3).
All included articles in this review explored how

coaching was implemented by Registered Nurses which
answers the first question of this inquiry; “how do nurses
coach?”

Describing coaching interventions
Coaching interventions
Following section summarized the findings in relation to
the types of coaching interventions used for health
coaching (Table 3).
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Number of coaches
The number of coaches used is important for quality assur-
ance of the coaching intervention. The number of coaches
involved in each study varied between studies. Of 17 articles
included, there were three articles [34, 40, 43] which did
not specify the number of coaches that were involved. Of
those studies which stated number of coaches (14 studies),
the range of number of coaches involved was from one
coach [35, 38, 39, 42] to maximum of 70 coaches [31]. Most
authors did not explain how they assessed the coaching
education and training of Registered Nurses who provided
the coaching and no study noted quality assurance proce-
dures between coaches. Lack of quality assurance between
coaches means a risk of inconsistent application of coach-
ing which may have influenced study outcomes.

Length of intervention
The length of intervention varied from one week for
post-surgery to 18 months for chronic illness manage-
ment. The average duration of intervention across the
studies was eight months. Number of coaching sessions
offered varied from three to 12 sessions with average of
seven coaching sessions provided throughout the dur-
ation of the coaching intervention. The length of time
coaching is implemented is significant as time is re-
quired for those receiving coaching to identify desired
goals, to determine strategies useful to reach these goals
and to practice new lifestyle behaviours.

Duration of each coaching session
The duration of each coaching session varied between
studies, with a minimum of ten-minutes to the
maximum of 120-minutes. Of 17 studies, four studies
[34, 37, 39, 44] did not report the duration of each ses-
sion. In all the studies, which specified the duration of
their coaching sessions, first coaching session are likely
to be longer in comparison to follow-up or consecutive
sessions. The duration of coaching sessions was also
likely to be shorter (10–20 min) when they used tele-
phone coaching. Duration of coaching is important to
achieve the key areas involved in coaching. These in-
clude but are not limited to rapport building, identifying
the need to be coached, setting the goals, and determin-
ing possible strategies to implement to ensure success-
fully achieving the proposed goal.

Preparation of coaches
Education and training of nurses prior to coaching was
seen as a variable that may explain why some studies
showed or did not show efficiency for coaching to im-
prove the chronic conditions. Coaching is not a regu-
lated practice at this point of time and therefore
coaching generally has a range of education and training
courses, with many not providing education through for-
mal qualifications. Only one study [39] noted previous
training before the study commenced. [39] reported that
a nurse who provided the intervention (appreciative
inquiry) was a master’s prepared Registered Nurse who
was also a certified health coach. However, [39] did not
define what was meant by ‘certified health coach’.
A number of studies included in this inquiry did pro-

vide a brief period of training in coaching. The length of
specific coaching training for nurses prior to the inter-
vention varied between studies. [32] trained nurses for
their coaching intervention for two days using Social
Cognitive Theory. In comparison, the longest training
for nurses was provided by [5] who trained nurses for
four-weeks in relation to telephone coaching. No infor-
mation was provided about who provided the training.
Some studies trained their coaches with additional skills
such as motivational interviewing and emphasized the
need for a patient-centred approach.
All coaches were Registered Nurses and therefore were

well educated in the notion of person-centred care
(sometimes referred to as patient-centred care, client-
focused care or partnerships). This knowledge may have
assisted the Registered Nurses to facilitate a patient-led
approach to goal setting. Bachelor of Nursing degrees
also provide the necessary communication and interper-
sonal skills training needed such as rapport building and
active listening.
For many studies Registered Nurses were chosen to be

coaches as they had specialized in a particular health
area, such as diabetes, cardiovascular disease, mental ill-
ness, aged care, or oncology. For example, coaches in
[35] study usually provided care for those with diabetes,
[37] used coaches who had over 20 years experienced in
psychiatric mental health nursing, [1] employed nurses
trained for geriatric nursing but also provided training in
motivational interviewing in their study, and [41] in-
volved nurses who had trained in paediatric nursing.
Having expertise in the area is similar to sports coaching
where previous successful strategies are used multiple
times to refine another person’s ability to perform.
Health Management area using nurse coaching.
The second question of this inquiry was “why do

nurses coach?” Improving self-care was the reason why
coaching was implemented by Registered Nurses with
the most common reasons to do so being to prevent or
manage a chronic illness (Table 4). Two main approaches

Table 2 Steps of thematic analysis as guided by [28]

1. Researcher familiarising themselves with the data

2. Generate initial codes

3. Search for themes

4. Review emerged themes – Generate thematic map

5. Defining and naming each themes and sub-themes

6. Select exemplar
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to achieve enhanced health were used. Some studies fo-
cused on symptom management of a chronic condition.
Patient reported symptoms that commonly impact on a
person’s ability to function daily and subsequently affect-
ing quality of life was a significant reason why coaching
was used. Other studies focused on changing lifestyle
behaviours (habits) such as diet and physical activity to
either improve health or to prevent poor health. Some
studies included both symptom management and improv-
ing lifestyle behaviours to enhance health.
The majority of studies (n=13) targeted chronic illness,

either in chronic illness management or the prevention
of developing a chronic illness. The greatest target group
was those who had or were at risk of developing type II
diabetes. The next most frequently presented area was
pain management associated with cancer care. The last
study used health coaching delivered by Registered
Nurses for post-surgical care, specifically pain management.
For those studies who used health coaching by Regis-

tered Nurses to improve chronic conditions and/or
avoid subsequent further comorbidities there was a
range of outcome measures used to determine effective-
ness of the intervention. Effectiveness of the coaching
intervention was often measured by clinical markers. A
frequently used clinical marker was blood sugar levels
(BSL) for those with diabetes [31, 35] or those who were
at risk of developing diabetes as a comorbidity [37]. An-
other clinical marker used was haemoglobin; specifically,
if there was an increased level HbA1c [9, 31, 35, 37].
Additional blood measures used included low-density
lipoproteins (LDL)’s and triglycerides [9, 37].
Interestingly, the blood measures after nurse coaching

had mixed results. Blood measures showed a significant
improvement following coaching by [35], but not for
[31] or [9]. Knight et al. [37] had mixed results with

some in the intervention group showing improvement
and others did not.
In addition to clinical markers, other health assess-

ment strategies were used such as patient reported
symptoms. This included self-reported symptoms by the
patient like fatigue [38] and pain levels [42, 43]. Both
studies using coaching for those in pain showed signifi-
cant improvement in the participants’ ability to function
whilst experiencing pain. Whilst [43] did find significant
improvement in the level of pain, [42] concluded pain
intensity scores at the end of their study were insignifi-
cant for the intervention group. Self-reported fatigue
level was measured by [38] and after coaching this meas-
urement had decreased. This may be explained by the
reduction in sleep disturbances.
Five studies have discussed influence of coaching on

mental health of individuals [1, 34, 36, 37, 42]. All
studies conclude that participants who have received
coaching had experienced reduced mental distress. For
example, [36] conducted a randomised-control trial
(RCT) of post-surgery patients and highlights individuals
in intervention group (received coaching) reported sig-
nificantly improved physical and mental health than
those participants who have received usual care. Simi-
larly, [1] implemented RCT of coaching in individuals
living with comorbidities in a nursing home and con-
cluded that participants in the intervention group had
increased level of self-management and reduced mental
stress level. Likewise, [42] also conducted RCT of partic-
ipants who experienced cancer-related pain and sug-
gested that individuals in the coaching intervention
reported reduced level of pain and an increase in func-
tioning, resulting in improved mental health. However,
[37] had mixed outcomes where some participants, who
are living with serious mental illness, had improved

Table 4 Why coaching was implemented

Study Health Area Specific Area targeted

[31] Type II diabetes Improving glycaemic control in patients

[34] Type II diabetes Improving lifestyle behaviours targeting nutrition and sleep.

[35] Type II diabetes Improving lifestyle behaviour changes improving nutrition and physical activity.

[33] COPD Improving lifestyle behaviours targeting increased physical activity, smoking cessation, and improved
psychological health. Also enhancing self-efficacy in chronic illness management.

[36] Post-operative care Reducing anxiety in patient and family and increased functional status for the patient.

[37] Preventative chronic illness in mental
health patients

Improving lifestyle behaviours targeting nutrition for reductions in weight, Blood pressure,
triglycerides and blood glucose through behaviour.

[38] Cancer More efficient self-care symptom management

[1] Aged care Improving self-management targeting increased exercise, cognitive activities and cooperation.

[9] Chronic conditions Improving lifestyle behaviours and management of the chronic illness and patient’s preferences. Also
building on strengths and overcoming obstacles.

[42] Cancer Symptom management targeting pain, increasing functional status and improving quality of life.

[43] Cancer Symptom management targeting pain, in particularly medication management, perceived control of
pain and living with pain.
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lifestyle behaviours while others deteriorated during the
18-weeks weekly coaching intervention.
It is argued by World Health Organization [45] and

the Australian Institute of Health and Welfare [46] that
changing to healthier lifestyle behaviours can improve
health, including for those with chronic illness. There-
fore, it is not surprising to find that Registered Nurses
are using coaching with the goal to enhance lifestyle be-
haviours for their clients. The studies specifically relating
to healthy lifestyle behaviour change focused on increas-
ing physical activity and exercise (i.e. [33, 38]), self-care
(i.e. [31, 37]), and dietary intake (i.e. [31, 36, 37]).

Discussion
It is widely accepted that lifestyle behaviours are closely
related to the prevention of chronic illness [47]. Lifestyle
behaviours are habits that people develop over time such
as types of food eaten, comfort eating during stress, sed-
entary or active lifestyles and stress management. Whilst
this is well known, it has been challenging to consist-
ently gain success by changing and sustaining the new
healthier habit. Changing habits is complex and requires
time. The challenge has been for researchers to define
the time it takes to develop a complex habit, in this case
changing to healthier lifestyle habits. The variable of
time has been poorly defined across these studies with
the lack of previous evidence for the justification for
length of time used for the coaching intervention.
In addition to the ideal time to implement coaching,

another important variable to consider is the number of
habits to change. All studies included in this inquiry ex-
pected improvements in multiple lifestyle and self-care
behaviours which may be a naive expectation. Lifestyle
behaviours are habits that are typically associated with
the issues of global ‘wicked problems’ like obesity and
smoking [47]. The challenge of just changing one habit
is often elusive and so to expect changes in multiple
habits may have limited the efficacy of the coaching in-
terventions of the included studies. This could explain
why some coaching interventions did not appear to be
effective, i.e. the intervention merely was not long
enough for the old habit to be replaced by the new and
developing habit or there were too many habits to work
on simultaneously. Unfortunately, there is a death of evi-
dence to guide coaching interventions about the length
of time or the number of goals to set.
Outcome variables that show improvement from a

coaching intervention is another area worthy of discus-
sion. Biomarkers have dominated the measurement of
the impact of coaching in contemporary studies. Overall,
biomarkers have shown an improvement in a person’s
condition in the short to medium term following
coaching (although sometimes only slightly), which is
promising. Yet more research to determine other suitable

biomarker levels is needed. Other measurements that
show new healthy habits are developing would also be
useful such as from exercise science and occupational
changes in daily activities.
As yet there is slight evidence to continue to pursue

using coaching by Registered Nurses. Two recent studies
have shown benefits for both then nurse coach and the
client in self-development and self-reported improved
self-care [48, 49]. What would aid this discussion is the
cost of coaching. Questions can be asked about the feasi-
bility of coaching according to cost. At the coaching site
some may say the cost is not worth the small improve-
ment in the health of the participants. However, additional
ways to consider costs need to be examined. Worthy to
note is that poor lifestyle behaviours leading to obesity
and other conditions contributing to chronic illness is a
great cost to society [50, 51]. Cost of benefits of a health
coaching intervention addressing these “wicked problems”
should be compared to the hypothetical economic costs if
coaching is not used and these poor health conditions
were sustained. This would include but is not limited to
reduced health care costs, decreased sick leave, and subse-
quent increased productivity of society. If economic feasi-
bility studies did show that coaching costs are minimal in
comparison to sustaining the “wicked problems” then
budgetary costs for a longer-term coaching intervention
would be a worthy consideration here; meaning socio-
logical cost may be a more meaningful measure to extend
the coaching time.
It is not surprising that nurse coaches are being en-

gaged for chronic illness management. Nurses have
many professional skills like therapeutic communication
including active listening, being opened to other people’s
experiences and knowledge and skills associated with
managing chronic illness. Coaching can include motiv-
ational interviewing, as well as goal setting and assess-
ment of progress; all skills nurses can implement into
their practice. However, nurse coaching is different to
the usual practice of nursing. First coaching uses these
skills in a systematic way with a specific purpose that
may differ to the usual purposes of nursing care. Second,
nurse coaching is not widely used.
The other strategy for working with patients noted in

many of the studies was patient education. Nurse-led
education and assessing for patient health literacy have
become essential nursing strategies. Health literacy is a
relatively recent area discussed in the literature and “…
entails people’s knowledge, motivation and competences
to access, understand, appraise, and apply health infor-
mation in order to make judgments and take decisions in
everyday life concerning healthcare, disease prevention
and health promotion to maintain or improve quality of
life during the life course” [52]. For studies wishing to
examine efficiency and efficacy of nurse coaching to
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improve health one needs to differentiate from health
education and literacy, and coaching. Some of the in-
cluded studies in this inquiry did not differentiate be-
tween educating the patient versus coaching to improve
self-care. Education should occur first and health literacy
of the patients should be assessed prior to coaching
commencing. Of course, patients could desire improved
health literacy and set this as one of the goals to achieve
during coaching but generally coaching time should not
be taken up with educating the person.
The training provided to Registered Nurses before

coaching was implemented varied across the studies in-
cluded in this inquiry. This did create curiosity of what
education was available to prepare Registered Nurses to
coach. Formal education to Registered Nurses and other
health professionals about coaching itself has only just
commenced in Australian universities.
Gaining a degree in coaching at universities is rela-

tively new. The most common degrees provided in the
United States of America related to coaching tend to be
exercise or sports coaching and less frequent, health
coaching. The universities in the United Kingdom pre-
dominantly provide sports coaching with less providing
degrees in business coaching. Universities in Asia focus
on sports coaching. Universities in Europe predomin-
antly also provide coaching for sports, with others offer
some business and personal development coaching.
Australia has commenced degrees in business coaching
with some short courses in other types of coaching.
However, coaching degrees based on high quality evi-
dence is not commonly available across the globe and
there is no obligation at this point to gain formal educa-
tion as coaching is not regulated.
In the past coaching education has typically been pro-

vided by others who are untrained in education (other
coaches who do not have professional qualifications).
Many independent and commercial organizations do
provide training in coaching and are not obliged to audit
for effectiveness of their education or the competency of
their graduates. They may use marketing to suggest
coaching is transformative but lack research evidence of
those claims. Even those that provide some structure to
reviewing competency may do so without appropriate
education and competency knowledge or research skills
that would be useful to show if the training has success-
fully transitioned from education to practice. Whilst
those involved with independent training organisations
have positive intentions, the process they use for evalu-
ation of their programs is merely superficial and not
rigorous, and is often based on student satisfaction. Typ-
ically, these organizations and their training programmes
are not audited independently by external others. This is
a significance difference compared to universities who
are obliged to conduct external audits. Such quality and

assurance are important for all education, including
coaching. An additional great concern is the lack of
standards and regulations in the area of coaching.
Organizations have evolved to address the informality

and lack of regulation in the area of coaching, and pro-
vide accreditation and membership for a professional
body of coaches. Such organizations include but not lim-
ited to: the International Coaching Federation (ICF), the
Association for Coaching (AC), and the European Men-
toring and Coaching Council (EMCC) [53] argued for
best practice and educational benchmarks. To reflect
such standards they proposed a national certification for
the role of a health and wellness coach. More recently, a
specific nurse coach organization has been formed in
the America, The International Nurse Coach Association
and a specific nurse coaching program, the Integrative
Nurse Coach Certificate Program has been piloted [48].
These organizations are noted as they aim for best prac-
tice and continuous improvement in coaching providing
standards for coaching practice. In the quest to achieve
professional standards, like many other contemporary
disciplines who evolved over time, it will be important
to recognize those before them who have paved the way
in coaching. Considerations recognizing prior learning
and experience when awarding individual accreditation
is paramount at this time of coaching disciplinary
development.
Extending the scope of nursing practice to routinely

coach in self-care would be ideal, rather than such
coaching be provided by unregistered others who have
not been through an independent and systematic ap-
proach to being audited as conducting appropriate and
safe coaching. It is important that coaching interventions
are delivered in a safe and fruitful way for those who are
often most vulnerable. Principles of beneficence and
maleficence are fundamental to nursing practice, there-
fore equipping nurses to lead the way in health
coaching.

Limitations
This review was limited by exploring the topic of “health
coaching” provided by Registered Nurses. Whilst health
coaching was the obvious type of coaching nurses are
likely to implement, it is acknowledged that Registered
Nurses may use variety of coaching other than health
coaching.
An additional limitation worth noting is the inability

to differentiate that nurses used coaching as well as
mentoring, or provided advisory information to the cli-
ents receiving the coaching intervention. Whilst we
could show that the Registered Nurses implemented
coaching, we could not confirm that they did not use
mentoring and/or advisory information at the same time.
There was some evidence they did provide education
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during the intervention (advisory information) but there
was no evidence that they did also mentor. However, as
these three approaches do differ, coaching, mentoring
and the provision of advisory information, it is not pos-
sible to conclude that the coaching was undertaken
alone and the other nursing strategies of mentoring and
the provision of advisory information may have influ-
enced the effectiveness (or lack of) coaching in these
included studies.

Conclusion: recommendation for practice and
research
In conclusion, nurses should lead the way in the practice
of health coaching. They are well placed to deliver
coaching as coaching theories are typically aligned with
theories nurses have been using for many decades.
Clients should be cautioned about possible unsafe
practice from untrained others using coaching without
regulations. The registration of nurses means legal and
regulatory obligations for safe practice with conse-
quences if one does not practice appropriately. In com-
parison to others implementing health coaching who are
not regulated, there is a lack of clarity of how a client
could report unsafe or inhumane coaching. People with
long term health issues are often most vulnerable and
nurses are accustomed to providing ethical care to this
group.
It remains a concern that there is no obligation at this

point to gain formal education as coaching is not regu-
lated. However, this means that Registered Nurses are
ideally positioned to provide health coaching as they
have foundational education in theories and practice that
are necessary in health coaching. What would be useful
is for targeted coaching education for Registered Nurses
and other health professionals to optimise coaching
strategies. This could include but is not limited to units
of coaching offered in degrees and more postgraduate
professional development courses. Regardless of what
type of education Registered Nurses receive, it is recom-
mended that coaching training should be based on re-
search evidence, not just customer satisfaction for
coaching as many unregulated education businesses tend
to use.
Evidence for best practice when including nurse

coaching is not yet conclusive. Clarity is required for evi-
dence of the ideal frequency of coaching, number of
coaching sessions required to make change, and evi-
dence for “Best Training” for learning to coach. Further
research to determine how coaching changes and sus-
tains lifestyle behaviours would be ideal. Some studies
did show improvement. Therefore, determining how
long on average it does take coaching to change lifestyle
behaviours, and how many behaviours can be changed
at one time would be useful to know so that budgets

were realistically determined. Additionally, more re-
search which supports or refutes coaching in preventing
ill health would be useful to determine the feasibility for
nurse coaches to extend their coaching practice to in-
creased prevention as well as managing chronic illness
routinely.
Scope of nursing practice could also be reviewed.

Registered Nurses should advocate for more coaching in
areas like recovery from surgery and extend this to re-
covery from injuries. Registered Nurses working in gen-
eral practice implementing coaching would be ideal to
complement therapy from other health disciplines like
physiotherapy and occupational therapy.
Finally, health education should be conducted prior to

implementing health coaching to continue to facilitate
health promotion for patients. This means the coaching
time is not taken up with lessons on how to be healthy.
Rather the time is used to motivate people through set-
ting goals, strategizing ways to achieve these goals, to
identify obstacles in implementing these strategies and
to review progress to date. In this way, Registered
Nurses can optimize the focus on motivating change or
facilitating optimal self-care practice of patients. Nurse
coaching adds another tool in the nursing competency
toolbox. Once there is sufficient evidence-based know-
ledge coaching will be ideal to optimize patient health
and wellbeing.
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