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Abstract
The purpose of this qualitative study was to explore the impact of Co-active life coaching
on obese female university students. Five obese (BMI ≥ 30kg/m2), female university students
received an average of nine weekly, 35-minute, one-on-one sessions with a certified coach. Semistructured, in-depth interviews before and after participating in the coaching intervention were
conducted, and inductive content analysis was utilized. Strategies to enhance data trustworthiness
were incorporated throughout. Participants initially reported: struggling with barriers and
experiencing pressure from family to lose weight; negative relationships with themselves; feeling
self-conscious and remorse for their size and lifestyle choices. At the conclusion of the study
period, participants attributed enhanced self-acceptance; living healthier lifestyles; and making
themselves a priority to their coaching experience. They appreciated being treated as the expert in
their lives. Life coaching has potential as a method for supporting obese individuals in improving
their relationships with themselves, and may serve as a catalyst in facilitating weight-loss.
Keywords: obesity, life coaching, psycho-social support, self-acceptance
Overview
Obesity is an epidemic with significant consequences for global public health (James,
2008; World Health Organization, 1997). Currently, there are more than 400 million obese adults
worldwide, at least 5.5 million of whom reside in Canada (Statistics Canada, 2005; World Health
Organization, 2006). One American study reported that, from 1991-1998, obesity prevalence
increased most rapidly in individuals between 18 and 29 years of age, and those with some postsecondary education (Mokdad et al., 1999). Nearly 40% of Canadians between the ages of 20-24
presently attend post-secondary school (Hango & de Broucker, 2007). Accordingly, it is
worrisome that among those Canadians with some post-secondary education almost 25% are
obese (Statistics Canada, 2006).
The years spent attending university serve as an opportunity for young adults to exercise
autonomy in making behaviour-related decisions (Miller, Staten, Rayens, & Noland, 2005). Selfmanagement skills that are required to establish healthy behavioural habits continue to develop
during this transitional period (Buckworth, 2001), placing university students at particular risk for
a variety of lifestyle-related health issues, including overweight and obesity. Given the high
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prevalence of obesity among students, coupled with the fact that university-educated individuals
often become opinion leaders who influence social and cultural norms, it is important to address
this group’s well-being (Leslie et al., 1999; Stewart-Brown et al., 2000).
The physical complications of obesity are well-documented (e.g., Burton, 1985; Must et al., 1999;
Pi-Sunyer, 1991). However, research examining the psychological functioning of obese
individuals has yielded largely inconclusive results. None-the-less, research and anecdotal
evidence assert that because North American socio-cultural influences (e.g., the media) promote
unreasonable body size standards for most individuals, overweight and obese individuals
experience a psychological impact (Irwin & Tucker, 2006; Fabricatore & Wadden, 2003).
Fabricatore and Wadden proposed that the psychosocial consequences of obesity are particularly
poignant among females, and Erikson and colleagues (2000) indicated that among girls as young
as eight years of age, increased body mass index (BMI) and symptoms of depression are
correlated positively. Among adult women, obesity has been linked with increased risk of major
depression as well as suicide attempts and suicide ideation (Carpenter, Hasin, Allison, & Faith,
2000). Obesity is also often associated with reduced quality of life (Fontaine & Bartlett, 1998; Jia
& Lubetkin, 2005; Schwimmer, Burwinkle, & Varni, 2003). Despite the increasing prevalence of
obesity, the stigma experienced by obese individuals may be increasing (Puhl & Brownell, 2001).
The results of one American study indicated that university students viewed obese individuals as
less favorable mates than, for example, cocaine users, former psychiatric patients, and shoplifters
(Vener, Krupka, & Gerard, 1982). Obesity discrimination may also result in reduced educational
and employment attainment, especially among females (Jain; Pingitore, Dugoni, Tindale, &
Spring, 1994). Thus, it is clear that obesity is associated with both physical and psychological
problems. Consequently, in addition to supports to help individuals reduce their physical obesity,
supports to assist with the psychological impact of being obese are needed. One such support may
be life coaching.
Life coaching is a relatively recent approach to enhancing the well-being of individuals. Inspired
by the executive or business-coaching sector, life coaching offers a behavioural intervention
through which trained coaches mentor their clients toward achieving their goals. An annotated
bibliography compiled by Newnham-Kanas, Gorczynski, Irwin, and Morrow (2009) revealed that
various schools of life coaching have been utilized effectively in ameliorating such health issues
as asthma, poor cardiovascular health, depression, diabetes, and emotional distress. The
bibliography further indicated that life coaching has been used successfully in improving selfdetermination and self-efficacy. Thus, life coaching is receiving increased attention as an
innovative method for health promotion (Newnham-Kanas, et al. 2009). Co-active coaching is
one specific form of life coaching and research on its efficacy as an obesity intervention is
growing (Newnham-Kanas, et al, 2008; van Zandvoort, Irwin & Morrow, 2008).
It must be acknowledged that certain elements of the Co-active coaching method (e.g., client
empowerment, focus on moving the client towards learning and/or action, active listening etc.)
are comparable to other approaches that encourage behaviour change through talking. For
example, Egan’s Skilled Helper Model (1997), Self Regulation Theory (Kanfer, 1970), Self
Determination Theory (Ryan & Deci, 1985; 2000), and Motivational Interviewing (Miller &
Rollnick, 2002) each have attributes similar to those included within the coaching model.
However, no other method with an identical combination of cornerstones, principles, and skills
has been identified.
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The Co-active coaching method was founded on practice and experience, yet it is grounded in at
least three well-established theories of behaviour change (Irwin & Morrow, 2005). Many of the
constructs contained within Social Cognitive Theory (SCT; Bandura, 1986), the Theory of
Reasoned Action (TRA; Fishbein & Ajzen, 1975), and the Theory of Planned Behaviour (TPB;
Ajzen, 1988) are integral components of coaching (Irwin & Morrow). For a complete description
of the relevance of these theories to the Co-active coaching technique, refer to Irwin and Morrow
(2005). Because many coaching schools and systems exist, it is important to note that the current
study utilized the Co-active coaching process as developed by Whitworth et al. (2007); from this
point forward the generic term coaching will be used to refer to this specific method.
The purpose of this qualitative study was to explore the impact of coaching on obese female
university students.
Methods
Participants and Recruitment
Five English-speaking full-time female undergraduate students (aged 17 - 24) with a BMI
≥ 30 were recruited via posters around campus and an ad in the school newspaper. Participant
eligibility, process for inclusion, and profile descriptions are provided elsewhere (van Zandvoort
et al., 2008). Ethical approval was received from the host University’s Office of Research Ethics.
Procedure
Once participant eligibility was confirmed, individual introductory meetings were
scheduled with the lead researcher (MvZ). During this meeting, the researcher explained the
nature of the intervention study and confirmed the participant’s BMI via height and weight
measurements. At the conclusion of the introductory meeting, the researcher interviewed each
participant using a semi-structured interview guide. The purpose of the interview was to gain an
understanding about each participant’s experience of being obese. The six primary questions
designed to address this purpose were: What is it like being you? What does your weight
represent? What would you have to say yes and no to, to make your ideal weight come true? What
is the story you tell yourself about your weight? How would you describe your overall wellbeing? What is your relationship with yourself? To ensure the integrity of the information
obtained, the researcher used member checking (Guba & Lincoln, 1989), or paraphrasing,
throughout the interview to ensure the accurate interpretation of the participants’ comments. To
limit the influence of social desirability (Zerbe & Paulhas, 1987), the researcher –who did not
reveal the interview information to the coaches during the study – conducted the interviews.
Honesty demands whereby participants were informed of the importance and necessity that they
answer all interview questions honestly, were also used to encourage accurate reporting (Bates,
1992). Participants were also told that their comments would not be revealed to their coaches, but
would be presented as simply coming from participants in this study.
Two Certified Professional Co-active Coaches (CPCCs) (JI and DM), who completed their
training and certification through the Coaches’ Training Institute, served as the study coaches. In
addition to their work in coaching, the CPCCs were university professors with research expertise
related to obesity and physical activity. The CPCCs were not involved in the researcher’s
meetings with participants or in data collection and analysis. Only the participants’ introductory
meetings with their coach were in-person; the remaining sessions were conducted over the
telephone. During the first encounter, the coach answered any of the client’s remaining questions,
explained the nature of coaching, collaborated with the client to create the working alliance for
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their coach-client relationship, and determined the client’s primary agenda. After this session, the
researcher contacted each participant to schedule the remaining weekly 30-minute sessions with
the CPCCs. The average number of total coaching sessions received was 9 (range 5-10), and
missed sessions were re-scheduled when possible. For each coaching session, the participant
called the coach and identified what she wanted to focus on. The coaching method is rooted in the
primary belief that, as the experts in their own lives, clients have the answers to their questions
(Whitworth et al., 2007). Accordingly, coaches do not provide their clients with answers, but
rather apply a variety of coaching techniques in service of helping their clients explore what they
want to achieve and/or what actions should be taken in pursuit of their goals. According to
Newnham-Kanas and colleagues (2008), among these techniques are:
…designing a supportive alliance with the client, asking powerful questions that require
the client to think deeply, champion the client’s efforts, re-frame and reflect back
sentiments shared by the client, acknowledge who the client is being throughout their
process, challenge the client to reach for their goals, and hold accountabilities for the
client.
The topics that were discussed and the techniques used by the coaches within each session varied
dependent upon each individual client’s needs (van Zandvoort et al., 2008). For a comprehensive
description of the coaching techniques, please refer to Whitworth et al. (2007).
Following the completion of their coaching program, participants engaged in a second in-person,
in-depth semi-structured interview with the lead researcher. Prior to beginning the interview, the
researcher again communicated that there were no right or wrong answers to the interview
questions, and the importance of the participants’ accurate reporting. During the final interview,
open-ended questions aimed at exploring whether the experience of being obese had changed for
any of the participants, and providing the researcher with insight into the participants’
experiences of being coached, were asked. The six primary questions asked during the postintervention interviews were: What is it like being you now compared to the beginning of the
intervention? What have you learned from your coaching experience? What has changed since
the beginning of the intervention? What actions have you taken? How do you see what you have
learned impacting you in the near future? What other feedback do you have with regard to the
coaching process? Each participant was interviewed approximately 60 minutes.
Data Analysis and Interpretation
The participant interviews were audio recorded and transcribed verbatim. The
information collected at the pre- and post-coaching interviews was analyzed using inductive
content analysis (Patton, 1987). The lead researcher and a research assistant independently
analyzed the transcripts, thereby gaining a comprehensive understanding of the information
shared by participants and identifying pertinent themes in the responses. Next, the researcher and
research assistant met to compare the identified themes, and determine which ones most
accurately captured the participants’ experiences of being obese and of being coached. Nvivo
software was used to code the transcripts and aid in the analysis and identification of common
themes. Confirmability of the identified themes (as described by Guba & Lincoln, 1989) was
achieved through this triangulated review process, thereby controlling researcher bias and
promoting the accurate assessment of the qualitative data.
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Findings
Pre-Coaching Interviews
The main themes that emerged from participants’ responses were that they: 1) struggled
with a number of barriers to losing weight; 2) experienced pressure from family members to lose
weight; 3) felt their weight negatively impacted their relationship with themselves; 4) felt remorse
for gaining weight and making unhealthy lifestyle choices; and 5) were self-conscious about their
weight.
1) Barriers to losing weight. Participants emphasized their key challenges to losing weight as:
being too busy or tired to exercise consistently; feeling uncomfortable exercising at the gym; and
feeling frustration with their lack of weight-loss progress. One participant stated, “I’d go [to the
gym] when I could, but I didn’t make it…part of my daily or weekly schedule…I kind of went
when I could and I couldn’t always make it….” Another participant echoed:
I do actually make it to the gym once a week maybe and then…I don’t know,
afterwards and the next day I’m like “ok I’m going to go, I’m going to go”, and then I’m
just like “oh I’m too tired” and then I won’t [go].
When speaking about exercise, three participants expressed their discomfort in exercising at a
gym. One said, “I need to find a fat people gym or an old people gym. I just go to the [name of
gym] during the day because that’s when all the retirement home people come and then I don’t
feel so bad.…” Another participant answered similarly, stating, “…when I go to the gym, I feel
like…some people are so buff and I look stupid when I go....” Three participants also expressed
frustration with the absence of noticeable results from previous attempts to lose weight. One
participant said, “…I worry that [losing weight] will be the one struggle that I will have for my
life....” While another expressed, “…I’m really trying to get [the weight] off. I’m eating better,
but it’s not coming off -it’s not getting off as fast as I hoped it would.”
All five participants expressed an awareness of the lifestyle choices they would have to make to
reach a healthier weight. When asked what they would have to say yes to and no to achieve their
ideal weight, one participant responded:
I would have to say yes to changing my habits, I would definitely have to start
packing my lunch and preparing my food at home.…I would have to…say no to watching
TV all the time, and say yes to going to the gym.
Another participant emphasized the importance of planning, saying that she would have to do
“…more planning of what I eat for the day and making sure I have time to go to the gym several
times a week.…”
2) Familial pressure to lose weight. Three participants described experiencing pressure from
family members to lose weight. For one participant this began early in her childhood. She said:
…when I was in grade 6, my grandpa was like “oh you should go to Weight Watchers”.
It was always…a stress in the back of my mind and even though my dad was like, “no no
no, don’t worry”… my grandpa said that and it impacted me.
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For two participants, their mother’s own weight-struggle appeared to be the underlying source of
pressure to lose weight. One stated, “…my mom keeps trying to put a lot of pressure [on me].
She’s overweight too and she tries to make me feel like I let her down by putting [the weight] all
on….” Another explained:
…my mom had weight problems, so she’s always nagging me about...you know, “I
should be watching what I eat”. Or “Are you sure you want to eat that?” “Why don’t you
go to the gym?” “Did you go to the gym today?”…And just…always nagging me about
that stuff and it’s never in a positive way.
Two participants who had experienced family pressure to lose weight spoke of their conviction to
lose weight for themselves, as opposed to satisfying the demands of those around them. One
participant stated, “…it has to be…myself telling me to do it, and not somebody else saying, ‘you
should do this’.” Another participant, who had not experienced familial pressure to lose weight,
expressed a similar point of view, explaining, “I think that sometimes…you don’t think it’s for
other people, but it is, and now I realize that the other people don’t matter, it’s about me and
about my life and I want to be healthy as a person.”
3) Relationship with self. While the majority of participants acknowledged having many positive
personal attributes during the pre-intervention interview, four participants stressed having a
reduced view of themselves as a result of their weight. One participant said, “I feel like I do good
in my life. I try to help others as much as I can…I try to help the individuals I support at work. I
just feel like I’m a caring person overall.” However, she later expressed, “I feel like I'm a
confident person…, but my weight makes me feel unconfident.” Another participant made a
similar comment, stating, “It makes me feel like less than I am because of my weight.” For three
participants, losing weight was viewed as a way to enhance their life experience. One participant
explained, “…I feel like…I have a good understanding of myself and spirit... I feel …I would be
better if I lost weight…like that would be the third aspect of it, and everything would all come
together”. Another stated, “I feel like if I were like slim and I did well in my work I’d…[be]
more popular…or [have] more opportunities.”
4) Remorse about their weight and lifestyle choices. Four participants indicated feeling bad about
reaching their current weight and making unhealthy lifestyle choices. One participant stated,
“…when I was younger I told myself that if I ever got overweight I’d…I don’t know...I was
always, ‘no way, no way’ -I don’t know how it happened so I feel badly about that.” Another
participant indicated, “I just beat myself up for what I eat, when I don’t exercise, when I don’t do
things that I should have done that I know are good for me….” Similarly, a third participant
stated, “…it makes me angry because I always say I’m going to go to the gym…and then I don’t
go, then I feel really guilty that I don’t go because I know I should have gone.…”
5) Self-conscious about weight. All five participants indicated that they avoid social activities as a
result of feeling self-conscious about their weight. When asked about how she sees herself, one
participant responded, “…there’s things I’d like to do but I don’t do because of my weight, like
I’d really like to go dancing...and I don’t do that because of my weight.” Another echoed this
experience, stating, “…I’m not as outgoing as I would like to be. I turn down a lot of social things
because I feel uncomfortable about myself, and I like going to bars sometimes, but I also don’t
because I feel very self-conscious....” When asked how her weight has impacted her life, one
participant indicated, “I think I have…fewer friends than I would have otherwise….” For three
participants, self-consciousness was tied to feeling judged by those around them. When probed
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about her appeal of avoiding activities to not draw attention to herself, one participant responded,
“…I’m conscious of how people view me sometimes [and] that’s why I’m kind of paranoid of
how people look at me. So if I’m not drawing attention to myself people aren’t criticizing me….”
Another stated, “…I always feel like everyone is like judging me, regardless of if they are or
not.…”
Post-Coaching Interviews
During the post-intervention interviews the resultant themes could be separated into two
main groups: relationship with self; and feedback about the coaching experience. The main
themes regarding participants’ relationship with themselves were that they: 1) had an enhanced
self-acceptance; 2) were living a healthier lifestyle; and 3) were now making themselves a
priority. The main themes apparent regarding the participants’ experiences in being coached were
that they: 4) appreciated being treated as the expert in their lives; and 5) would have preferred to
be coached in-person.
1) Improved self-acceptance. By the end of the intervention, all five participants reported having
an enhanced self-view. One participant described:
I mean even just looking at myself in the mirror and saying, “I like what I see” was very
difficult [in the beginning]. I had a hell of a time doing that…. [My coach] and I worked
on different things that would help me to either remember it or say it a couple of times a
day. And…I guess the more I did it, the easier it got.
Another participant said, “…it’s just… realizing that even if somebody doesn’t like me for who I
am, that doesn’t matter because I like who I am.” One participant reported no longer feeling like
she needed to change to please those around her. She said, “…throughout the whole day I won’t
feel bad about myself, I won’t feel that I have to change anything, I just am and I’m happy, and
it’s good.” For most participants, their improved self-acceptance resulted in improved optimism
about future opportunities and enhanced social participation. One participant explained:
In the beginning of the study I didn’t think that I could ever get into Dental or Medical
school and now I feel like there is a good chance that if I do the DAT and MCAT again
there is a good chance that I could get in somewhere. I have more confidence in what I
can do in life.
Yet another participant said:
…when I went to certain things I was always like, “oh I don’t want to do that” or I didn’t
like to go to parties.… I feel more confident. I feel like I can go hang out with [the] types
of people that I want to. I can go to the bars…I feel like I have confidence.
2) Living a healthier lifestyle. All five participants indicated that they were making consistent
efforts to live healthier lifestyles. Four participants reported being more physically active. One
participant said, “…I’m actually going to the gym now, whereas before I had a membership and I
was just like ‘Yeah, I’ll go tomorrow’.” Another stated:

…it ended up being that I actually enjoyed, like, going to the gym, and…after I leave I
feel so good….I sort of…made excuses why I couldn’t go, like, “Well I need to go home
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instead”, or like “I’m too tired today”, and so I definitely…make sure that I’m there twice
a week now....
One participant, who had not included physical activity into her lifestyle, was “hoping to
incorporate exercise in [my next school] term, when I am a little bit less busy.” She spoke about
her concentrated effort to eat more healthily. She said, “…I’m eating better, I’m taking better care
of myself and I’m feeling better.” She later elaborated:
I have been taking an hour a night to…put all that food together, to make sure that I have
vegetables. I will make myself a sandwich, something that is tasty that I will like, so that
I will actually eat it the next day. It’s been working really well actually.
3) Making self a priority. During the study period, all five participants had taken steps towards
making themselves a priority in their own lives. One participant said, “… I think that it is good
that I am finally putting myself first....” Another participant described making an effort to find
time for herself amidst her busy academic and extra-curricular schedule. She said, “[I’m] focusing
on doing things for myself not just everything else that I do, but making time and making myself
a priority too.”
4) Client as expert. Three participants expressed their appreciation for, and the impact of, being
viewed as the expert in their life by their coach. When asked what she liked most about her
coaching experience, one participant said:
Most would be…when I gave an answer like “I don’t know”…[my coach] didn’t just
[say] “ok next thing”….[My coach] really like tried to pull it out of me and I think that’s
the only way that I learned the stuff that I did.
Another participant stated, “…when I was talking to [my coach], [the coach] didn’t so much point
out things that I didn’t know, but it was just bringing things that I did know to my attention.” For
these participants, being in control of choosing the agenda for each coaching session further
reinforced that they had the expertise they needed in their lives. While she indicated that choosing
an agenda topic for each session was sometimes a struggle, one participant acknowledged the
appropriateness that this be her responsibility, saying, “…obviously I have to think of the issues,
because it’s coaching for me.…”
5) Preference for in-person coaching. All five participants indicated that it would be
advantageous if all coaching sessions were in-person, as opposed to over the phone. One
participant explained:
Part of me, as much as I like the phone calls, I am more of a personal person… Like even
though the phone was flexible sometimes…I would rather go talk to someone. Especially
about that kind of [personal] stuff. I feel like it could have been better person-to-person
rather than over a phone call.
Another participant echoed, “…I guess it was just a little weird doing it over the phone and not
meeting in person.” By contrast, one participant felt that she was able to be more open because
she was being coached over the phone, but acknowledged that this approach came with
challenges. She said:
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…sometimes it was difficult with what was going on in [my] house. That was a problem
and that has nothing to do with coaching. But for me, sometimes there [were] things
going on in my house that I couldn’t change, and so they were distracting.
During the post-interviews, participants were also encouraged to share with the researcher
anything else about their coaching experience and involvement in the study that was not
discussed in direct response to the interview questions. All five participants expressed gratitude
for having the opportunity to participate in the intervention.
For two participants, being vulnerable with their coach was a challenging, yet rewarding
experience. One person stated:
It was scary at first, because I’d been so used to my shell and it’s something I’ve held
tight. It’s a security blanket kind of. It’s always there, but it was freeing to kind of let
someone in behind it.
Another participant credited her coaching experience with being the catalyst for finding answers
she had inside herself. She said:
…these strategies that I’m using to effectively communicate or trust people. I would have
never thought of on my own…I mean these were answers I had inside myself, but they
would have never surfaced…even though these are my solutions…[my coach] helped me
realize them….
One participant spoke of the learning that came as a result of her coaching experience. She
explained:
The biggest thing that I have learned is to keep going past the bumps in the road because
normally in my diet if I ate something bad, I would eat bad for the rest of the day. And I
would be like, “whatever, I’ve lost it.” And the biggest thing I learned is to just keep
going and to try. You know you made one mistake, but just keep going and you will do
better next time. The next meal is a different chance.
Another participant spoke of the attributes of coaching that differentiate it from other help by
talking professions. She said:
I’ve been to…a psychiatrist before and it’s very different… I’ve been to a social
worker before, and [coaching is] more positive... when I’m going to talk to [my
coach],… you think of it more positively. Like “oh, this will be a good time to talk”, and
you feel good about it. Where … I remember going to a psychiatrist or a social worker
…”oh I don’t want to go” - you have to deal with…repressed feelings. Where this is more
positive, it’s about…now, and…it was just a really positive experience.
Four participants spoke of the challenges faced in participating in all aspects of this study, and in
following through with the commitments they made to themselves during the coaching process.
For two participants, finding time amidst their busy academic and extra-curricular schedules
posed the greatest challenge. One participant explained:
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It’s just hard finding time when you are in school. And for a lot of people to give up that
time and know that they have to come in like every week and get a weigh-in and have a
phone call for half an hour,…some people just don’t do it.
For the other two participants who identified challenges, they, at times, found it difficult to
actively talk about, and deal with, issues in their lives. One participant stated, “…sometimes it’s
easier to ignore issues than deal with them…So…one of the challenges [was] to deal with the
issues…, and not ignore it.”
Two participants expressed that having a coach who was unbiased, and unattached to their lives
contributed to making coaching an effective process. One participant said:
I liked that it was really easy just to open up to [my coach]…I think it was easier for me
to talk to [my coach] because [the coach] was a stranger to my life, so she was just kind
of looking in and knew what I told her rather than seeing me day to day interacting with
people. Plus then it’s another way for me to explain the problems that are going on in my
life and she doesn’t already know them and [has not] formed her own opinions.
Overall, participants expressed that they were grateful to have had a coach with whom to talk.
Most participants expressed that they had learned a great deal about themselves, and were feeling
an enhanced optimism about their futures.
Discussion
The current study’s aim was to explore the impact of Co-active life coaching on obese
female university students. Prior to their involvement in the coaching program, participants in this
study reported: struggling with barriers and experiencing pressure from family to lose weight;
negative relationships with themselves; and feeling self-conscious and remorse for their size and
lifestyle choices. Participant feedback at the end of the coaching experience suggests that
coaching has potential as an innovative method for providing support to individuals struggling
with obesity.
A definitive conclusion has not been reached as to whether obesity is associated with negative
psychological consequences (Fabricatore & Wadden, 2003). However, among females a positive
relationship has been demonstrated between obesity and risk of depression, suicide attempts, and
suicide ideation (Carpenter, Hasin, Allison, & Faith, 2000; Erikson and colleagues, 2000). Obese
individuals experience frequent stigmatization and discrimination as a result of their body size
(e.g., Fabricatore & Wadden; Myers and Rosen, 1999; Puhl & Brownell, 2001). According to a
study conducted by Myers and Rosen, obesity stigmatization “affects nearly every aspect of
[obese individuals’] lives” (p.221) and is linked negatively to psychological adjustment, selfesteem, and body image. The researchers acknowledge, however, that conclusions regarding the
direction of causation between obesity stigmatization and reduced mental health remain
speculative. Many theories exist as to whether psychological factors are the cause or consequence
of obesity (Fabricatore & Wadden). Individuals with depression have been shown to be at
increased risk of obesity (Noppa & Hallstorm, 1981), and studies have further indicated that
between 10% and 30% of people with obesity suffer from binge eating disorder (Spitzer et al.,
1993; Stunkard et al., 1996). Psychological stress has been linked to increased negative lifestyle
choices (e.g. unhealthy dietary intake, reduced physical activity participation) that promote
obesity (Ng & Jeffery, 2003). Accordingly, it is not yet possible to conclude whether
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psychological factors are the cause or effect of obesity, and therefore it is critical that obese
individuals experience psychological support, as this could serve as a catalyst for weight-loss.
Psychological support is recommended as an important supplement to weight-loss programs to
reduce the stress that may worsen, or come as a result of behavioural changes (Fabricatore &
Wadden, 2003). The psychological health of university students is of particular concern. For
example, a study by Stewart-Brown et al. (2000) demonstrated that more students struggle with
their emotional health than suffer from physical ailments. An individual’s ability to cope healthily
with life’s stressors is an important factor in determining weight-loss and weight-loss
maintenance success (Strychar, 2004). Among obese individuals, a pattern of overeating is often
established when food is used as an emotional crutch (Kayman, Bruvold, & Stern, 1990;
Fabricatore & Wadden). Providing obese people with psychological supports may help to
disengage this routine as a result of having someone with whom to discuss stressors and
emotions. It may also increase the sustainability of positive changes made to physical activity and
nutrition behaviours (Fabricatore & Wadden). In keeping with this, participants in the current
study expressed their appreciation for having the opportunity to speak regularly with a coach
about issues that were relevant and significant in their lives, and credited coaching with their
adoption of healthy lifestyle behaviours. They also spoke of having greater self-acceptance and
making themselves a priority at the end of their coaching experience. Previous studies have
demonstrated coaching’s efficacy in reducing waist circumference among obese individuals
(Newnham-Kanas et al., 2008; van Zandvoort et al., 2008). Together, these results suggest that
coaching has potential as an innovative support technique for university students struggling with
obesity; in fact, this recent research suggests that coaching may facilitate weight-loss.
Behavioural interventions include strategies that provide psychological support and facilitate
maintained weight management, as they help individuals to make and maintain the physical
activity and nutritional changes that facilitate weight loss (The National Health and Medical
Research Council, 2003). Coaching is an example of a behavioural intervention, and includes
tools such as self-monitoring, acknowledgement, and goal setting (Whitworth et al., 2007), all of
which have been demonstrated to be effective additions to obesity interventions (Shaw et al.,
2007). Qualitatively, participants in the current study, as well as those who participated in a study
by Newnham-Kanas et al. (2008), reported that, after the coaching intervention, they had not only
begun to live healthier lifestyles regarding physical activity and nutrition choices, but they also
experienced greater self-acceptance. Motivation to change is strongly influenced by individuals’
relationships with themselves (Bachkirova, 2004). That is, the more positive one’s self-view, the
more likely a healthy change is to occur. The results of the present study demonstrate that
coaching helps individuals to recognize and reinforce their positive attributes, while helping to
minimize negative self-talk (Bachkirova, 2004). This internal shift is a personal and individual
experience, and while quantitative methods are appropriate for examining coaching’s efficacy as
an obesity intervention, coaching’s personal and psychological impact is most accurately
evaluated from the client’s own perspective through qualitative means.
This grounded theory, qualitative study sought to understand coaching’s impact on obese female,
university students from an emic, or insider’s perspective. The design of effective and
comprehensive (i.e. physical and psychological) obesity interventions requires an in-depth
understanding of the environment in which the programs will be applied (Gittelsohn et al., 1999).
Taking the emic perspective into consideration encourages community buy-in, promoting the
program’s growth and continued use (Macaulay et al., 1999). While extensive research on
childhood and adult obesity has been conducted, health-related research on the university student
population is lacking (Gordon, 1995; Stewart-Brown et al., 2000). In the current study,
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performing inductive content analysis on the interview transcripts provided the researchers with
an opportunity to gather information about the individual and university context in which
coaching was implemented. Insight was thereby gained into determinants of the participants’
obesity, and personal beliefs and environmental factors that facilitated and/or inhibited the
intervention’s success were identified before and after the coaching intervention (Gittelsohn et
al.). Feedback from the participants’ perspective suggests that coaching was impactful in
providing psychological support to university students with obesity. Recommendations for
improving the intervention (i.e. participants’ preference for in-person coaching) will be used to
further enhance the contextual appropriateness of the coaching program for its future application
as a support for individuals with obesity in the university setting.
A limitation of the current study is its small sample size (n = 5). This, combined with the
qualitative nature of the study’s design, limits the generalizability of this study’s findings.
Individuals who volunteer for obesity research programs may be more motivated to improve their
physical and psychological well-being than the general population (Wadden, Brownell, & Foster,
2002), and therefore it cannot be assumed that the participants in the current study are
representative of the entire obese university student population. Despite this limitation, it is
important to note that participants, at the conclusion of this study, reported having enhanced selfacceptance, were making strides towards living a healthier lifestyle with regards to physical
activity participation and nutritional choices, and were making themselves a priority in their lives.
In future, more research with larger numbers of participants (and, if feasible the use of a control
group) is needed.
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