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Background
Chronic Obstructive Pulmonary Disease (COPD) is a respiratory illness that is 

widespread and quickly growing due to the aging population. COPD is both progressive 
and chronic, mainly affecting individuals 35 years and older (Government of Canada, 
2018, para. 1). This condition cannot be cured; thus, symptom management is essential to 
ensure the quality of life (QOL) of COPD patients.  

The symptoms of COPD (chronic cough, shortness of breath, chest tightness) can 
make tasks of daily living as simple as walking and self care difficult (National Heart, Lung, 
and Blood Institute [NIH], n.d., para. 1). Since COPD is a chronic condition, patients 
require ongoing medical care through pulmonary rehabilitation (PR). PR educates and 
helps patients improve their QOL through lifestyle changes and symptom management 
(Sharma & Singh, 2011, p.276). An intervention used in PR is health coaching. It involves 
disease education, healthy behaviour promotion, reinforcing confidence in one’s ability to 
self-manage, and support from a healthcare professional (Long et al., 2019, p. 516-517). 
Often, health coaching uses motivational interviewing (MI) strategies to encourage positive 
behaviours (e.g., medication adherence) and help resolve those that are negative (e.g., 
substance use) (Hall et al., 2012, p. 660; Linden et al., 2009, p. 166). This utilizes goal 
setting and helping the patient overcome barriers to changing detrimental behaviours 
(Linden et al., 2009, p. 166). At the moment, MI is regarded as the best health coaching 
technique as it has consistently resulted in positive behavioural outcomes in patients 
(Linden et al., 2009, p. 167).

Methods
Fifty subjects with moderate to severe COPD received 10 health coaching phone calls over 

three months to measure various factors affecting daily life. The first factor evaluated was 
improvement in dyspnea, measured using the modified Medical Research Council scale 
(mMRC). As well, disease-specific QOL measurements encompassing four domains (dyspnea, 
fatigue, emotional function, mastery) were gathered from the subjects through a Chronic 
Respiratory Disease Questionnaire (CRQ). Lastly, a general QOL measurement was obtained 
by asking each patient to rate their overall health status (GSRH). 

Prior to any MI, all fifty subjects filled out the above questionnaires in order to get 
baseline measurements for their life with COPD. First, individuals were asked to scale 
their general self-rated health status (GSRH): Excellent (1), Very good (2), Good (3), Fair 
(4), Poor (5). This was to obtain a general measurement of their overall QOL. Secondly, 
quantitative measurements were obtained measuring each patient’s breathlessness 
specific to their respiratory disease using mMRC. The mMRC requires the individual to 
rate their dyspnea as follows: Dyspnea only with strenuous exercise (0); dyspnea when 
hurrying or walking up a slight hill (1); walks slower than people of the same age 
because of dyspnea or has to stop for a breath when walking at their own pace (2); stops 
to breathe after walking 100 yards or after a few minutes (3); and too dyspneic to leave 
the house or breathless when dressing (4). Lasty, participants were asked to fill out a 
CRQ, which measures both physical (dyspnea, fatigue) and emotional (emotional 
function, mastery of disease) aspects of COPD. For each of the four categories, subjects 
are to grade themselves on a Likert scale of 1 to 7 with higher values indicating a greater 
health-related QOL.  

Results
Analysis of the data collected found significant improvements in the patients’ reports of 

dyspnea, fatigue, emotional function, mastery, and QOL (P = .002, P = .001, P = .001, P = .007, 
P = .03, respectively) after the intervention. Improvements not only were seen in the mMRC 
measure of dyspnea post-intervention, but at the three and six month marks as well. Thirty-six 
(71%) of the patients had clinically important improvements in one or more of either the mMRC 
or CRQ measures, and 30 patients (58%) had less significant, but still clinically important 
improvements for at least one CRQ domain measure. Twenty-three (45%) patients improved in 
at least one measure by six months. 

During the post-intervention qualitative assessment, subjects conveyed a general sense of 
acceptance and saw value in the intervention with three main themes emerging regarding 
health coaching conversations. Specifically, they were (a) seen as motivating and encouraging, 
(b) increased accountability, and (c) increased awareness of health and health-related 
behaviours of patients.

Discussion
MI as a remote health coaching strategy has resulted in significant improvements in 

dyspnea, fatigue, emotional function, mastery, and overall quality of life (QOL) in 
subjects with moderate to severe COPD. Other studies have provided evidence of its 
benefits in COPD management as well. For instance, Benzo et al. (2015) determined 
that COPD patients participating in MI-based telephone health coaching in combination 
with written plans in case of exacerbations, had significant improvements in their 
disease-specific QOL compared to the control group after 6 and 12 months (p. 675). 
This form of health coaching not only promotes mastery in patients with chronic 
disease, but it improves self-efficacy, lifestyle changes (e.g., medication use, exercise 
compliance), and perceived health status  (Linden et al., 2010, p. 169; Long et al., 
2019, p. 537-538). It provides these benefits while reducing health behavioural risks 
and COPD-related hospital admissions (Linden et al., 2010, p. 169; Long et al., 2019, p. 
537-538). 

Despite the intervention’s ability to improve PR accessibility, there are still questions 
regarding whether or not it is actually a feasible model. There are concerns that 
MI-based health coaching may be difficult to implement as it would require extra time to 
allow for adequate conversation (Robert et al., 2017, p. 10). Given that MI is a complex 
method, it may also be difficult to train clinicians to be competent in using MI; thus, 
intensive training would be required as well as ongoing supervision (Robert et al., 2017, 
p. 11). Furthermore, long-term benefits of telephone health counselling using MI has yet 
to be proven. Another study by Benzo & McEvoy (2019) was unable to find 
improvements in self-management of patients participating in MI-based remote health 
coaching at 12 months (p. 1068). They believed this may be due to a decrease in the 
number of health coaching sessions, which may signify the need for maintaining the 
number of health coaching sessions in order to sustain intervention benefits (Benzo & 
McEvoy, 2019, p. 1070). 

Thus, additional research is recommended to determine the long-term effectiveness 
of this form of health coaching. Other possible avenues of PR should be considered as 
well in order to maximize accessibility, feasibility, and long-term effectiveness. One way 
may be the use of technology in health coaching as seen in a study by Hataji et al. 
(2017) on whether smart watch-based coaching improved physical activity level in 
stable COPD patients (p. 4062). Smart watch-based coaching could be extremely 
beneficial as it adds an element of convenience as aging populations become more 
technologically literate. 

  Overall, the study provides additional evidence for the benefits of telephone health 
coaching using MI. In the short-term, there were improvements in QOL and positive 
responses to the intervention by patients, suggesting that MI-based telephone health 
coaching is feasible; however, several barriers to effective implementation still need to 
be addressed—especially in the long-term. These findings support the idea that 
telephone health counselling may be a promising alternative for those unable to access 
in-person PR programs. 
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Overall, 44 individuals successfully completed the 
intervention by participating in at least 8 of the 10 
scheduled health coaching calls. We had these 
patients complete the same questionnaires: GSRH, 
mMRC, and CRQ post-intervention. Furthermore, 16 
patients were randomly selected for a post-intervention 
qualitative evaluation, which assessed subject 
accountability, physical activity level and awareness, 
level of communication with a coach, and barriers to 
exercise. 

PR through health coaching and MI are 
important for the management of chronic diseases, 
like COPD, but opportunities to participate can be 
limited by various factors. Some factors that play a 
role include distance to a healthcare facility, time, 
financial status, physical health, and depending on 
location, culture and language barriers as well. 
These barriers impact whether a patient is able to 
seek the care they need. 

The emergence of remote healthcare has 
stemmed from this need for more accessible 
alternatives to receiving quality care. Studies on 
telephone-based healthcare has shown a decrease 
in hospitalizations and lower healthcare costs 
(Härter et al., 2016, p. 2). It has also shown 
benefits for physical, behavioural, and psychosocial 
patient health (Härter et al., 2016, p. 2).

Objective
Its objective was to determine whether a combination of telephone health coaching 

and MI had an effect on the health status of COPD patients, and whether it would be a 
feasible and effective alternative for in-person PR.
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