
 

 

 This is a Nivel certified Post Print, more info at nivel.nl 

Patient coaching in specialist consultations. Which 
patients are interested in a coach and what 
communication barriers do they perceive? 

Irèn Alders a, b, Inge Henselmans g, Carolien Smits b, Tommy Visscher b, 
Monique Heijmans e, Jany Rademakers e, h, Paul L.P. Brand c, d, Sandra van 
Dulmen a, e, f 

Abstract 

Objective 

To characterize patients interested in support by a patient coach to guide them in 

medical specialist consultations. 

Methods 

We compared 76 patients interested in a patient coach with 381 patients without such an 

interest, using a representative panel of patients with a chronic disease in the 

Netherlands. Independent variables were demographic factors, socio-economic status, 

perceived efficacy in patient-provider interaction, communication barriers, health 

literacy, (duration and type of) disease(s) and activation level. 

Results 

In univariate analyses, patients who are interested in a coach were significantly older, 

had lower health literacy skills and less self-efficacy and, overall, experienced more 

communication barriers (>4), than patients without such interest (1–2 barriers). 

Multivariate analyses indicated three communications barriers as determinants of 

patient interest in a coach: feeling tense, uncertainty about own understanding, and 

believing that a certain topic is not part of a healthcare providers’ task. 

Conclusion 

Patients interested in a coach perceive specific barriers in communicating with their 

medical specialist. In addition, patients who are > = 65 years, have lower health literacy 

and low self-efficacy may have interest in a coach. 

Practice implications 

Characterizing patients interested in a patient coach facilitates identification of those 

who could benefit from such a coach in clinical practice. 
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1. Introduction 
Patients with chronic illnesses are increasingly expected to be involved in treatment decisions to self-

manage their disease. Effective communication, requiring patients’ active participation in dialogue 

with their physician, leads to better health and psychosocial outcomes in patients [[1], [2], [3]]. 

However, patients still perceive barriers to effective communication during medical specialist 

consultations in secondary care [[4], [5], [6]]. Secondary care in the Netherlands is organized in a 

hospital, which is a more complex environment than the practice of a general practitioner, and 

patients can feel lost and overwhelmed by this context [6]. Furthermore, almost half of all patients 

with a chronic disease experience barriers in the communication with their medical specialist (49.5%) 

[7]. 

Henselmans et al found that significantly more patients were interested in a patient coach to prepare, 

accompany and evaluate a consultation with a medical specialist than with their general practitioner 

or nurse [7]. A personal coach to support patients in specialist consultations may help to find solutions 

for communication problems like age-related barriers (e.g. information processing abilities [8], 

remembering information [9], question articulation, and interactional barriers such as a dialect or 

hearing impairment) [1]. Personal coaching may help patients to develop communication skills by 

modelling and provides experiential learning when applied in the context of a consultation [[10], [11], 

[12]]. 

Perceived communication barriers in the interaction between patient and medical specialist are 

related to the patient’s communication state after diagnosis. After diagnosis, patients ideally move 

through three consecutive communication states: 1) overwhelmed, passive; 2) pro-active, self-

motivated; and 3) proficient, empowered. In the empowered state patients have learned what 

questions they want to ask and how to ask them [4]. However, not all patients reach the third state; 

this evolution depends on various factors, like personal attributes and previous experiences. These 

factors and interpatient variability suggest the need for personalized communication support to reach 

a more empowered state to effectuate optimal patient participation in consultations [3,4,12]. 

Our recent systematic review showed that personal coaching has a positive effect on patient–medical 

specialist communication [13]. In this review, thirteen patient coach interventions were investigated 

on communication outcomes in seventeen studies, ten of which were of high methodological quality. 

All studies showed significant improvement in communication outcomes during consultation 

(immediate), after the consultation (intermediate), and after several weeks or months (long term) 

[13]. The included patients benefited most from a patient coach in preparing and rehearsing 

questions, reflecting on and evaluating behavior and actions, and supporting in making audio-

recordings of consultations [13]. The improvement in communication did not appear to be disease-

related, nor was it moderated by patients’ demographic, socio-economic or health literacy status [13]. 

Potential referrers need to be able to recognize a patient who might be interested in a patient coach in 

medical specialist consultations. The current study aims to provide insight into the characteristics of 

patients with a chronic disease who have an interest in a patient coach, when visiting a medical 

specialist, to facilitate this recognition. 

2. Methods 

2.1. Design 

This study is a secondary analysis of data collected in a study conducted by Henselmans et al. [7]. 

2.2. Sample 

Data derived from the National Panel of the Chronically ill and Disabled (NPCD), a representative 

sample of the non-institutionalized chronically ill population in the Netherlands which is regularly 

assessed in a longitudinal study on the consequences of living with a chronic illness [14]. Patients were 
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selected from a random sample of general practitioners in the Netherlands. A research assistant 

together with a general practitioner looked at every third patient (alphabetical) in the total patient 

population. When a patient fulfilled the inclusion criteria (at least one medical diagnosis of a chronic 

somatic disease, age > = 16, not terminally ill, mentally able to participate, and sufficiently mastering 

Dutch to understand the questions in the questionnaire) the patients got an invitation to participate. 

All patients selected from general practitioners had one or more medical diagnoses. We registered up 

to four diagnoses. All four diagnoses were included in our analysis (hence, patients could have more 

than one disease). Patients are invited to fill out questionnaires twice a year. People who had 

difficulties with reading or writing were interviewed by phone. The NPCD is registered with the Dutch 

Data Protection Authority; all data were collected and handled in accordance with privacy protection 

guidelines of the Authority. 

In the original study, 1314 patients with a medical diagnosis of one or more chronic diseases 

completed questions about their interest in various kinds of support when visiting a nurse, a general 

practitioner or a medical specialist. Patients were asked: ‘Which type of care provider is mainly 

responsible for your current treatment or monitoring?’. They answered subsequent questions, bearing 

this provider in mind [7]. We selected all patients that indicated a medical specialist as their main 

provider and analyzed this subsample (n = 457), All patients with an interest in a patient coach (n = 76) 

had seen their medical specialist in the past year. 

2.3. Ethical considerations 

Because this was a retrospective analysis of data previously collected and analyzed anonymously, this 

study was exempt from medical ethics review under Dutch law. 

2.4. Variables/measures 

Our dependent variable was patient’s interest in support by a personal coach to prepare, accompany 

and evaluate a consultation with a medical specialist. 

If patients were interested in support, they could indicate which kind of support would help them to 

participate in specialist consultations, e.g. to ask questions and to express their worries and concerns. 

Endorsement of interventions to support patients in their communication with their medical specialist 

was assessed with a list providing seven examples of support modalities [15] from which they could 

choose one or more suggestion(s) by indicating ‘yes’ or ‘no’. Suggestions were introduced with the 

phrase: ‘It would have been helpful for me if…´. Half of the proposed interventions were non-personal 

and informational, i.e. question prompt lists for personal use, information on how to prepare a 

consultation or modelling video’s, and the other half were coaching (personal) interventions, i.e. a 

preparatory conversation with a nurse, a workshop with personal advice and exercises, and a patient 

coach. A patient coach was described as: ‘…if I would have a companion (‘begeleider’ in Dutch) who 

would accompany me to consultations with the healthcare provider and who prepares these 

consultations with me, accompanies me and evaluates them’. Interest in support by a patient coach 

was defined as an affirmative answer to this suggestion. 

Patients provided data on demographic and socioeconomic characteristics (age, sex, highest 

educational level, living situation, ethnicity). Age was dichotomized as < or > = 65 years. As 

communication with elderly patients is more challenging [[16], [17], [18]], we wanted to make a 

distinction between patients younger and older than 65 years of age. Living situation was 

dichotomized into living alone or with others. Educational level was categorized in high (college or 

university), medium (high school) or low (vocational training). Ethnicity was indicated as country of 

birth by which patients were categorized as Dutch natives, Western and non-Western migrants, in 

accordance with Dutch standard categorization. 

Clinical characteristics were recorded upon inclusion in the panel. The type and number of medical 

diagnoses of chronic somatic diseases were registered by the general practitioner at inclusion. Up to 

four somatic chronic diseases were registered. The earliest disease was categorized as cardio-vascular 
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disease, respiratory disease, musculoskeletal disease, cancer, diabetes mellitus, neurological disease, 

chronic intestinal disease, and other chronic disease. The existence of comorbidity was recorded if one 

or more additional medically diagnosed chronic diseases besides the earliest disease were registered 

by the general practitioner at inclusion. Illness duration was calculated from the date of diagnosis of 

the earliest disease to time of filling out the questionnaire. 

Patients answered questions using questionnaires to assess information preference, the level of health 

literacy and activation, for personal characteristics. Patients’ information preference was assessed by 

responding to the question: ‘How much information do you usually want about your disease or 

treatment?’ on an 11-point Likert scale (0–10, 0 = least possible, 10 = as much as possible) [19,20]. 

Scores were categorized ‘limited’ (0–6), ‘extended’ (7–9) and ‘complete’ (10) [19,20]. 

Patient’s health literacy was assessed using the 3-item Set of Brief Screening Questions, Dutch version 

(SBSQ-D) [21,22]. This questionnaire consists of three statements assessing the ability to read and 

understand medical information (e.g. ‘How confident do you feel in filling out medical forms by 

yourself?’). Responses are scored on a 5 point Likert scale (never, rarely, sometimes, often, always) 

and summed. A total score of < = 9 indicates inadequate health literacy and a score >9 indicates 

adequate health literacy [22]. 

The level of patient activation (knowledge, skills and confidence in managing healthcare) was 

measured using the validated Dutch version of the Patient Activation Measure (PAM-13) [23]. This 

instrument scores four levels of activation, with higher levels indicating stronger activation [24]. 

The patients’ experience of the interaction with their medical specialist was measured using 

questionnaires on perceived efficacy and communication barriers. Perceived efficacy in interaction 

was assessed with the validated 5-item Dutch version of the Perceived Efficacy In Patient-Physician 

Interactions-scale (PEPPI-5) [25,26]. Questions were introduced with: ‘How confident are you that 

during the visit to your healthcare provider, you ……’. Patients could answer questions on their 

confidence in self-efficacy on a 5-point Likert scale (1 = not at all confident, 5 = completely confident). 

To support interpretation, scores were dichotomized into ‘not confident (1–3)’ and ‘confident (>3)’. 

Perceived barriers were assessed using a list of 17 barriers, adopted from the literature [27,28], a 

previous study [15] or added as hypotheses in the study by Henselmans et al. [7]. Patients could 

choose one or more suggested barriers and add barriers themselves by completing an open-ended 

question. Barriers were introduced with: ‘I sometimes find it difficult to say something in a 

conversation with my healthcare provider, because …’. Answers to the open-ended questions were 

transferred to the listed barriers when appropriate. In our analysis answers were excluded if they did 

not really represent barriers, but were in fact remarks on the relationship with the medical specialist 

(e.g. ‘Have confidence in the medical specialist’, ‘Am very satisfied with my medical specialist’). 

2.5. Analysis 

Differences in characteristics between patients with and without interest in a patient coach when 

consulting a medical specialist, perceived efficacy and barriers were tested using univariate analysis 

(Pearson chi2 and Fisher’s exact test (2 sided)). To determine which barriers are most frequently 

reported by patients with and without an interest in a patient coach, descriptive statistics were used 

(crosstabs). 

To examine the predictors of an interest in a patient coach in specialist consultations, logistic 

regression was used including the categorical predictor variable(s) that were significantly associated 

with an interest in a coach in univariate analysis. To identify possible relations between these 

predictor variable(s) in the model, we conducted a stepwise logistic regression (method: enter) in 

three steps. In the first model we entered the independent personal and clinical variables. In the 

second model we added perceived efficacy, and in the third model we added perceived barriers. All 

variables in the model were dichotomized. 

To evaluate the predictive value of each independent variable in the final logistic regression model and 

of the model as a whole, we calculated the area under the curve (AUC) of the receiver operating 
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characteristic (ROC) curve of these variables and of the entire model (AUC > 9 = excellent test, good 

specificity and sensitivity, >8 = good, >7 = fair, >6 = poor, < 6 = no value as test instrument) [29]. 

Analyses were carried out using SPSS version 25. 

3. Results 

3.1. Characteristics of patients with and without interest in a coach 

In the original study, 1669 patients received the questionnaire, 1373 of whom returned it (82.3%), and 

1314 were eligible. 457 Patients considered the medical specialist as their main healthcare provider 

(34.8%) and were included as subjects in the current analysis. Seventy-six (16.6%) of them were 

interested in support by a patient coach when visiting their medical specialist. The characteristics and 

the results of the univariate analyses of patients with or without interest in a patient coach are 

presented in Table 1. 

[table 1] 

In the univariate analysis age > = 65 years, having a neurological disease, and lower health literacy 

skills were associated with interest in support by a patient coach. Analysis of the type of neurological 

disease showed that most patients suffered from migraine. The patients had an average illness 

duration of 10 years. There were no significant differences between groups in illness duration. 

3.2. Perceived efficacy and barriers 

Patients interested in a patient coach in specialist consultations reported lower perceived efficacy than 

patients not interested in a coach (Table 2). Patients with interest in a patient coach reported a mean 

of four communication barriers (mean 4.3, SD 4.1), whereas patients without such an interest reported 

between one and two barriers (mean 1.7, SD 2.8). The most commonly reported barriers among 

patients with interest in a patient coach, in order of frequency, were: ‘uncertainty about own 

understanding’, ‘belief the subject is not part of this providers task’, ‘looking up to the provider’, ‘not 

finding the right moment to bring something up’, ‘feeling tense’ and ‘not knowing what is expected of 

me’. Barriers most frequently reported by patients without interest in a patient coach, in order of 

frequency, were ‘remembering subject only afterwards’, ‘perception there is too little time’, ‘not 

wanting to be bothersome’, ‘belief subject is not important enough’, and ‘feeling tense’. 

[table 2] 

3.3. Multivariate analysis 

To determine independent predicting characteristics of patients interested in a patient coach or not, a 

stepwise multiple logistic regression analysis was conducted on the statistically significant variables 

resulting from the univariate analyses. The results of this regression analysis are presented in Table 3. 

[Table 3] 
Stepwise multiple logistic regression shows that patients are more likely to be interested in a patient 

coach in specialist consultations when they feel tense (aOR: 2.76, 95%CI: 1.16–6.58), are uncertain 

about their own understanding (aOR: 3.59, 95%CI: 1.42–9.13), and believe that a certain topic does 

not belong with this healthcare provider (aOR: 8.73, 95%CI: 2.76–27.65). In addition, when patients 

suffer from a neurological disease they are less likely to be interested in a patient coach (aOR: 0.32 

95CI: 0.14–0.70). 

In ROC analyses, the predictive value of each independent variable in the final logistic regression 

model (model 3, Table 3) was modest, with AUC’s ranging from .568 to .621. 
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4. Discussion and conclusion 

4.1. Discussion 

The main predictor of interest in a patient coach for patients with a chronic disease when consulting a 

medical specialist, is experiencing specific communication barriers (i.e. feeling tense, being uncertain 

about own understanding and believing the subject is not part of this healthcare provider’s task). 

These barriers remain predictors after adjustment for other communication barriers and 

characteristics like being 65 years or older, low level of health literacy, being diagnosed with a 

neurological disease and low perceived efficacy in patient provider interaction. Following the 

framework of Feldman-Stewart these barriers can be classified as emotional barriers (feeling tense) 

and hindering beliefs (uncertainty about own understanding, subject is not part of providers’ task) 

[15,30]. If a patient expresses these barriers, this should prompt potential referrers to explore the 

patient’s need for additional support from a patient coach when visiting the medical specialist. 

When we focus on patient characteristics, the need for communication support depends on self-

management and communication skills [27,[31], [32], [33]]. The level of these skills is affected by age 

[34], patient activation level [35], educational level and socio economic status (SES) [36], sex [37], 

illness burden [38] and health literacy [[39], [40], [41]]. In our systematic review we did not find a 

relation between communication outcomes and these factors though [13], which is confirmed in the 

current study. 

The current study shows that older age (> = 65 years), a lower level of health literacy and lower 

perceived efficacy in patient provider interaction, are in a univariate analysis related to the interest in 

a patient coach in patients with a chronic disease, but these do not remain predicting factors in the 

subsequent multivariate logistic regression. Other studies also found no significant differences in 

interest in support between younger and older patients with cancer [5]. 

Patients suffering from a neurological disease seem to be less likely to be interested in a patient coach. 

This is a remarkable outcome, which we cannot explain based on our current data. The reasons for this 

might by subject for further research, though the number of patients was relatively small in our survey 

(n = 57) and these results might also be chance finding. 

Lower health literacy skills are known to be a risk factor to experience barriers [7]. Health literacy can 

be determined in several ways related to different definitions. In our study the SBSQ-D questionnaire 

on functional health literacy was used, which distinguishes between lower and higher educated groups 

[22]. Other questionnaires that use a broader definition of health literacy might show other results. 

Perceived efficacy in patient provider interaction is also known to be related to perceived barriers, 

though less strongly than health literacy [7]. The correct understanding of medical terms (i.e. health 

literacy) is related to higher confidence in understanding (the opposite is indicating a barrier). 

According to Pieterse et al, [41] complex medical language does not affect measures of perceived 

efficacy, but when a patient expresses low confidence in understanding medical terms this might be an 

indication to explore the patient’s interest in a coach. 

A remarkable observation in this study is that the patients in this sample were ‘experienced’ in the 

healthcare system (mean illness duration ˜10 years, mean number of contacts with medical specialist 

per year: 1–2), but illness duration and number of contacts did not influence patient’s interest in a 

coach when consulting their medical specialist. This is consistent with the results of Van Bruinessen et 

al. showing that patients show changing communication attitudes, skills and perceived barriers over 

time, and time since diagnosis or phase in the disease was not a predictor of the communication state 

[4]. These findings substantiate the recommendation to simply ask patients with a chronic disease, 

consulting a medical specialist, about perceived barriers repeatedly during their treatment trajectory. 

It still remains to be determined what a personal intervention to support patients with a chronic 

disease visiting a medical specialist, to overcome aforementioned barriers, should comprise. Personal 

attention is fundamental for patients to feel heard and respected [42]. A patient coach could support a 
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patient in preparation of the consultation by, for example, a comprehensive assessment of the 

patient’s perceived barriers, preferences, concerns, needs and communication state [4,43,44]. This 

might increase the perceived value of their own needs and preferences [45], lower tension and 

provide opportunity to practice communication skills [6]. However, most personal interventions are 

provided only once, and outside the consultation room [6,10,11,46], which disregards prerequisites for 

learning skills and behavioral change [47,48], and the perceived barriers in the actual consultation. 

4.2. Strengths and limitations 

A strength of this study is the use of a representative panel of the Dutch population of chronically ill 

patients, including adult persons with various chronic diseases. In this study, patients specifically 

answered the question about a personal coach to help them prepare, attend and evaluate 

consultations with a medical specialist. 

We acknowledge the following limitations. This study is a secondary analysis of data collected to 

answer other research questions [7]. Other questions and suggestions might have been more suitable 

to answer our research questions. Although the outcomes of the possible determinants are significant, 

the predictive value is modest, which is to be expected in self-reported questionnaires not specifically 

designed to predict the interest in a coach in specialist consultations. The panel responded to 

questionnaires sent in 2011, and in the meantime interventions have been developed and 

implemented to support patients in participation. On the other hand, empirical information on 

personal coaching is still scarce [13]. 

Patients in our study did already know their medical specialist. The interest in support by a patient 

coach might differ for patients who are newly referred to a medical specialist they don’t know. Future 

research should study a patient’s interest in a patient coach when the patient is newly referred to a 

medical specialist. 

Patient coaching was described as support by a personal coach to prepare, accompany and evaluate 

consultations. The description of the patient coach was rather concise and it could be that patients 

interpreted the meaning of the word ‘coach’ differently, for example a relative or a friend. An 

important issue in this matter is the availability of a family member or friend to accompany the 

patient. Not all patients have someone to accompany them [49]. In oncology consultations, triadic 

communication which involves carers can be helpful, but also challenging (e.g. demanding behaviors, 

dominating the conversation) [50]. Some patients prefer family members for example as interpreter, 

because they make them feel empowered if this person is also an advocate for the patient. Patients 

trust them. In consultations they are often the first interlocutor. On the other hand, if patients feel 

dominated by and dependent of this person, it is not supportive during the consultation. In these 

situations a professional companion/coach might be the second best choice, if trust and fidelity of the 

professional is guaranteed [[51], [52], [53], [54], [55]]. 

In this study the Set of Brief Screening Questions, Dutch version (SBSQ-D) questionnaire to discover 

the level of health literacy was used, while it may have been helpful to (also) characterize patients by a 

more broad definition of health literacy [56,57]. 

4.3. Conclusion 

Patients with a chronic disease show interest in support by a patient coach to help prepare, 

accompany and evaluate consultations with a medical specialist, especially when they indicate they 

are feeling tense, are uncertain about their own understanding or feel that not all subjects are 

appropriate to discuss with a medical specialist. These barriers are strongly related to patients’ 

perceived efficacy in communication and their level of health literacy. A patient expressing one of 

these barriers should prompt the healthcare provider to explore the patient’s need for additional 

support from a patient coach when visiting the medical specialist. 
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4.4. Practice implications 

When potential referrers know what barriers patients with a chronic disease with and without interest 

in a patient coach perceive when consulting their medical specialist, they can discuss interest for a 

personal coach with this patient. Insight in the characteristics of patients who are interested in a 

patient coach and in the type of barriers they perceive are prerequisites to attune a personal 

supportive intervention. 

Patient coaching needs to be better defined, theoretically underpinned and investigated. Future 

studies should investigate the influence of health literacy in a broader definition, also investigate the 

influence of suffering from a neurological disease, ethnicity and culture on the interest in a patient 

coach, as well as patients’ actual need for a patient coach, when facing a consultation with a medical 

specialist. 
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Table and Figure 
Table 1. Demographic and clinical characteristics of patients with and without interest in a coach in 

specialist consultations (n = 457). 

 
 

Interested in a 

coach 

Not interested in a 

coach 

p-

value 

n (n = 76), % (n = 381), % 
 

Age M (SD) 62.8 (11.7) 65.8 (12.9) 62.2 (11.4) 
 

 <65 256 44.7 58.3 .032# 

 > = 65 201 55.3 41.7 
 

Sex 

 Male 246 56.6 53.3 .617# 

 female 211 43.4 46.7 
 

Educational level, M (SD) 
 

1.8 (.69) 2.0 (.77) 
 

 Low (1) 134 33.8 28.9 .065## 

 Medium (2) 194 50.0 41.6 
 

 High (3) 123 16.2 29.4 
 

Living situation, M (SD) 
 

.8 (.39) 1 (0.81) 
 

 Living alone (1) 86 18.7 18.9 1.00# 

 Living together (2) 369 81.3 81.1 
 

Ethnicity 

 Dutch born 423 97.4 91.6 .208## 

 Western migrants 31 2.6 7.6 
 

 Non Western migrants 3 0.0 0.8 
 

Chronic diseases 

 Cardiovasculair disease 148 28.9 33.1 .506# 

 Respiratory disease (asthma, COPD) 104 21.1 23.1 .766# 

 Muskuloskeletal disease 114 28.9 24.1 .386# 

 Cancer 73 19.7 15.2 .309# 

 Diabetes mellitus 86 21.1 18.4 .630# 

 Neurological disease 59 23.7 10.8 .004# 

 Chronic intestinal disease 38 9.2 8.1 .820# 

 Other chronic disease 121 19.7 27.8 .157# 

Co-morbidity (> 1 disease), mean nr of diseases 

(SD) 
2.0 (1.0) 1.8 (1.0) 

 

 No 231 43.4 52.0 .209# 

 Yes 226 56.6 48.0 
 

Illness duration, M (SD) 
 

10.2 (10.7) 10.5 (9.8) 
 

 1–5 years 154 39.5 33.1 .525## 

 6–15 years 206 43.4 46.1 
 

 >15 years 91 17.1 20.8 
 

Functional disabilities, M (SD) 
 

.6 (.7) .5 (.7) 
 

 No or mild (1) 269 50.0 63.4 .097## 

 Moderate (2) 126 36.5 27.0 
 

 Severe (3) 45 13.5 9.6 
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Interested in a 

coach 

Not interested in a 

coach 

p-

value 

n (n = 76), % (n = 381), % 
 

Number of health contacts last year, M 

(SD)  
1.9 (1.5) 1.9 (1.4) 

 

 0-5 134 22.4 30.7 .222## 

 6–10 143 30.3 31.5 
 

 >10 180 47.4 37.8 
 

Information preference, M (SD) 
 

2.2 (.6) 2.3 (.6) 
 

 0–6, limited: the least possible (1) 44 8.0 10.1 .066## 

 7–9, extended: medium (2) 227 62.7 48.0 
 

 10, complete: as much as possible (3) 179 29.3 41.9 
 

Health literacy, M (SD) 
 

9.1 (2.4) 10.2 (2.2) 
 

 0–9 (low) 126 48.0 23.9 <.001# 

 > 9 (high) 326 52.0 76.1 
 

Activation level (PAM), M (SD) 
 

2.5 (1.1) 2.8 (1.1) 
 

 Level 1 (weak) 84 27.4 18.1 .064## 

 Level 2 74 23.3 16.1 
 

 Level 3 132 26.0 31.9 
 

 Level 4 (strong) 137 23.3 33.9 
 

Sample size ranges from 427 to 457, due to occasional missing cases. 

M = mean; SD standard deviation; PAM = patient activation measure; COPD = Chronic Obstructive 

Pulmonary Disease. 

#    Fisher's exact test (2-sided). 

##  Pearson chi square. 

 

Table 2. Level of perceived efficacy and barriers in patients with and without interest in a coach 

(n = 457). 

   

Interested in a 

coach 

Not interested in a 

coach 

p-

value 

  
n (n = 76), % (n = 381), % 

 
Perceived Efficacy (PEPPI), M (SD) 

 
3.6 (.9) 4.0 (.7) 

 
 1–3 (not confident) 92 38.2 16.6 <.001 

 >3 (confident) 363 61.8 83.4 
 

Barriers, mean nr of mentioned barriers (SD) 
 

4.3 (4.1) 1.7 (2.8) 
 

1 Feeling tense 90 50.0 14.2 <.001 

2 Burdensome to talk about the subject 36 19.4 5.8 <.001 

3 Looking up to the provider 28 16.9 4.3 <.001 

4 Feeling embarrassed about the subject 13 6.9 2.1 .042 

5 Uncertainty about own understanding 54 33.8 8.0 <.001 

6 
Expecting an annoyed/offended response from 

provider 
34 17.3 5.5 .001 

7 Perception there is too little time 115 40.5 22.4 .002 

8 Belief subject is not important enough 74 28.0 14.0 .005 

9 Not knowing how to discuss the subject 64 32.0 10.6 <.001 
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Interested in a 

coach 

Not interested in a 

coach 

p-

value 

  
n (n = 76), % (n = 381), % 

 
10 Remembering the subject only afterwards 131 46.7 25.4 <.001 

11 
Not finding the right moment to bring 

something up 
63 35.1 9.8 <.001 

12 Not wanting to be bothersome 89 37.8 16.1 <.001 

13 Not knowing what to ask 48 25.7 7.7 <.001 

14 Fearing the answer to my question 18 6.9 3.4 .185 

15 
Belief provider cannot provide solution/answer 

anyway 
46 17.8 8.8 .033 

16 Belief subject is not part of this providers task 37 21.6 5.6 <.001 

17 Not knowing what is expected from me 45 23.7 7.1 <.001 

Sample size ranges from 427 to 457, due to occasional missing cases. PEPPI = perceived efficacy in 

patient provider interaction. M = Mean; SD = Standard Deviation. 

 

 

Table 3. Multivariate associations between patient interest in a coach and age, neurological disease, 

health literacy, perceived efficacy and barriers (n = 457). 

 

model 1 model 2 model 3 

p-

value 
aOR (95% CI) 

p-

value 
aOR (95% CI) 

p-

value 
aOR (95% CI) 

Age (<65 vs ≥65 yrs) .048 0.58 
(0.34- 

0.99) 
.106 .63 

(0.37–

1.10) 
.146 0.62 

(0.32–

1.18) 

Neurological disease (yes or no) .002 0.36 
(0.19 -

0.70) 
.006 .38 

(0.19–

0.76) 
.004 0.32 

(0.14–

0.70) 

Health literacy level (0-9 = low vs >9 = 

high)    
.002 2.40 

(1.37–

4.21) 
.290 1.44 

(0.73–

2.85) 

Perceived efficacy in patient provider 

interaction (1-3 = low vs >3 = high)    
.002 2.58 

(1.43–

4.66) 
.156 1.74 

(0.81–

3.73) 

Barriers (yes or no) 

 1. Feeling tense 
      

.022 2.76 
(1.16–

6.58) 

 2. Burdensome to talk about the subject 
      

.811 1.14 
(0.39–

3.35) 

 3. Looking up to the provider 
      

.663 1.32 
(0.38–

4.58) 

 4. Feeling embarrassed about the 

subject       
.304 0.37 

(0.57–

2.44) 

 5. Uncertainty about own 

understanding       
.007 3.59 

(1.42–

9.13) 

 6. Expecting annoyed/offended response from 

provider      
.866 1.12 

(0.30–

4.12) 

 7. Perception there is too little time 
      

.108 0.47 
(0.19–

1.18) 

 8. Belief subject is not important 
      

.511 0.73 (0.29–
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model 1 model 2 model 3 

p-

value 
aOR (95% CI) 

p-

value 
aOR (95% CI) 

p-

value 
aOR (95% CI) 

enough 1.85) 

 9. Not knowing how to discuss the 

subject       
.157 0.46 

(0.16–

1.35) 

 10. Remembering the subject only 

afterwards       
.890 0.95 

(0.44–

2.05) 

 11. Not finding the right moment to bring 

something up      
.069 2.69 

(0.93–

7.80) 

 12. Not wanting to be bothersome 
      

.749 1.16 
(0.46–

2.95) 

 13. Not knowing what to ask 
      

.615 0.77 
(0.27–

2.16) 

 14. Fearing the answer to my question 
      

.505 0.52 
(0.13–

2.78) 

 15. Belief provider cannot provide solution/answer 

anyway     
.673 0.79 

(0.27–

2.32) 

 16. Belief subject is not part of 

provider's task       
<.001 8.73 

(2.76–

27.65) 

 17. Not knowing what is expected from 

me       
.428 1.49 

(0.56 -

3.95) 

Sample size ranges from 424 to 457 due to occasional missing values. Multivariate analysis, method 

enter, dependent variable: interest in a patient coach, constant included in model aOR = adjusted 

Odds Ratio; (95% CI) = 95% confidence interval for aOR. 

 

 

 


