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Abstract. The epidemic of chronic diseases has started worrying health bodies. The
costs of dealing with such a problem (time, money and personnel) are continuously
increasing especially with an ageing population. This paper proposes a conceptual large
scale digital health coaching intervention model that could be applied by any public
health body to design, implement or rationalise digital health coaching solutions. The
model aims to support the increase of patient empowerment and the decrease of costs
by redistributing the available resources more efficiently across the whole eco-system
with the use of Artificial Intelligence coaches. The model is not targeting the replacement
of human presence by computers, but a coaching strategy that will enable, assist,
promote interaction and help automate (where needed and possible) resource
consuming processes.

1 Introduction
In 2006 the World Health Organisation referred to chronic diseases as a “global
epidemic”1. In 2012 chronic diseases were the leading cause of mortality with
more than 21 million deaths worldwide2. In the UK, people with long term
conditions account for 50% of all GP appointments, 70% of all inpatient bed days
and 70% of overall NHS's expenses [29, 37 ]. As a consequence, health-care bodies
have to spend immense resources (time, money and personnel) in order to
ameliorate the impact of treating patients with long term conditions and diseases.
This epidemic of chronic diseases has a direct impact on the economy and
increasingly is a plausible concern from governments, public bodies and global
organisations [41] on how these rising costs could be mitigated.
According to Golubic [16], the main reason behind the development and
progression of preventable chronic diseases is unhealthy lifestyle. People with
diseases such as arthritis, diabetes, obesity, cardiovascular disease, osteoporosis,
arrhythmia etc. should have a healthy diet and exercise on a regular basis.
Solutions therefore must focus on encouraging and supporting health behaviours

1

WHO 2006 - Chronic disease handbook: http://www.who.int/chp/advocacy/en/

2 WHO 2014 - The top 10 causes of death : http://www.who.int/mediacentre/factsheets/fs310/en/

INTERACT 2015, Bamberg, 14-18 Sept. 2015

2

and lifestyle choices. The unsustainability of modern -western- healthcare systems
is also partly a result of the tendency to focus in the treatment of diseases rather
than their prevention [18]. Since a patients' condition is dependent largely on their
self-care and well-being [13], motivation is an essential aspect of their treatment
plan and solutions need to address this. In 95% to 99% of those cases the health
conditions are managed by the patients themselves [22] and unfortunately in most
cases, patients lack a full understanding of their condition and how to manage it
[4].
The goal of this position paper is to provide some insights on how the wellbeing of chronic disease patients can be enhanced by a more integrated and holistic
health coaching model. This work tries to eschew the reactionary approach of
cutting costs without caring about the whole ecosystem; instead it proposes a
conceptual intervention model that can be used to balance the goals of treating
patients as individuals and promoting the sustainability of health-care systems.

2 Background
2.1 Persuasion and Behaviour Change
Behaviour change is the ultimate goal of many health and wellness interventions
and programmes. It is achieved through continuous feedback cycles where the
subject is setting goals, identifying competitive goals and resetting goals by taking
into account current status [8]. Behaviour change is hard to achieve, even if you
manage to change someone’s attitude [17] and can involve methods and techniques
to persuade or motivate the user to choose a particular behaviour..
Persuasion is a way to provide incentives. It is a social interaction that consists
of two social entities and a stimuli-message [21]. The main idea behind persuasion
is to provide motivation and ideally influence the subject to abandon one set of
behaviours and to adopt another [27]. As stated in the literature [14], persuasion
can be achieved through social cues and strategies like reduction, tunnelling,
tailoring, suggestion, self-monitoring, surveillance and conditioning.
There are three different types of persuasion [19]:
1. Interpersonal persuasion: When someone tries to persuade another
individual through personal interaction.
2. Computer-Mediated persuasion: When someone uses a computer in order
to persuade another individual (e.g. online advertisements).
3. Human-Computer persuasion: When an artificial-computer agent tries to
persuade a human (e.g. health coaching apps such as UbiFit [10]).
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Persuasion is a theory that has been vastly researched and a lot of time and effort
is spent towards its use as a countermeasure for the impacts of chronic diseases.
Persuasion is the principal behind almost every health coaching intervention.

2.2 Health Coaching
A common practice for helping patients to achieve their health-related goals by
enhancing their well-being is called health-coaching [32]. Even though there is no
unanimity on the definition of what health coaching is [40], a good definition is “
a practice framework that complements patient teaching and supportive therapy
as a method for enhancing self-care and self-management behaviour for people
with chronic disease and their family members” [25].
Health-coaching is based on the principle of authority [14], according to which
people tend to defer to authorities [9]. People, by presuming that authorities are
knowledgeable and powerful, expect their guidance, recommendations and helpful
information [14]. It is a purely patient-centred approach and it is based on the
interpersonal relationship of the patient with the coach. The coach in that context
is a professional educated and experienced in behaviour change in health matters
[39].
By taking advantage the aforementioned facts, a lot of health coaching
programmes have been established and running in US and UK and have instituted
it as an important part of chronic conditions' management [38]. In those
programmes clinicians are educating, encouraging and helping patients to acquire
skills and tools in order to actively participate in their care. Hence, they can
manage their condition and reach their self-defined health goals [3].
Unfortunately, even though this approach has multiple benefits, for both
clinicians and patients [30], and is very effective [3] it is also very expensive [38].
Under normal circumstances, primary care clinicians spend 15 minutes for every
patient and are striving to fit multiple agenda items into that time [31]. Hence, they
cannot meet the needs of the numerous chronic conditions patients and thus cannot
effectively coach them. Moreover, it is very difficult to scale up this kind of
coaching [38] because a lot of time and resources are needed in order to recruit
and train clinicians.
2.2.1 Remote Health Coaching
Remote coaching is defined as any coaching interaction that takes place from
distance [33]. Remote coaching models are proven to be beneficial and can replace
regular face-to-face coaching [34]. Mobile phones can facilitate remote coaching
interventions and patients can easily collect data about their activities and
physiological measures [11] allowing the feedback needed to be concrete and
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targeted to their particular case. Nonetheless, the increasing number of patients
[30], demands further automation of health coaching. Consequently, many
researchers have proposed and implemented computer agents as coaches.
2.2.2 Artificial Agent Coaching
A health coach does not necessarily need to be human. One of the main advantages
of artificial agents- compared to humans is their ability to automate processes. The
automation of the decision support process, when it comes to integrated healthcare, can be a very helpful tool [18] and reduces costs [24]. It can be away of
providing, personalised information for the patient (by tailoring evidence from the
literature in his profile), reasoning support, guidelines and instructions [18].
Automation can also however introduce new difficult problems such as (i) issues
of (real or perceived) responsibility and risk when replacing human interactions
with automation, (ii) issues of (real and perceived) privacy and security when
patient information flows are changed and (iii) issues of feasibility of
implementing such automated frameworks in terms of what (artificial intelligence)
technologies already exist and what still needs further research and development
in order to fully support self-management.

2.3 Empowerment and Peer Support
The main goal of every health coaching system, independently of the intervention
type, should be the empowerment of the patients. The term patient empowerment
describes the augmented ability of patients to proactive perceive, impact and
control their own health status [7]. Another interesting approach for the
management of chronic conditions is peer support. Peer support occurs when
people who have the same condition provide knowledge, experience, emotional
social or practical help to each other [30]. Such support is essential since, the
information that are generated through personal experiences are usually the most
influential [2]. When it comes to coaching, peer support has the advantages of a
low-cost intervention that reduces hospital stays, limited access to care [12] and
generally has capability of helping individuals to alter their own behaviour [23].
Another advantage of peer support is that it can be realised through various modes
of interaction and involvement, in different settings and structures [12].

2.4 Summary
Health coaching is proven to be beneficial [38] for all stakeholders of public health
systems [30] and thus should be widely adopted for the treatment and education of
chronic disease patients. Nonetheless, the variety of intervention types and
approaches has, thus far, prevented the foundation of standard rules and guidelines

INTERACT 2015, Bamberg, 14-18 Sept. 2015

5

for health coaching. Consequently, health coaching cannot uniformly be applied
into routine health care [26].
The key for a positive outcome in a coaching process, which is independent of
the intervention used [1], is the interpersonal relationship between patient and
physician. Hence, even though artificial intelligence(AI) agents can be used for
health coaching and provide a sense of social interaction [15, 28] they might never
totally replace this interpersonal interaction. However, due to the increasing
number of patients, physicians and clinicians cannot solely deal with all the
patients. Therefore, a hybrid model of coaching system, incorporating peer
support, artificial and human coaches, should be researched.
In order to set the foundations for such an intervention and keep a balance
between quality and cost, the level of involvement of AI and human coaching
should be further examined. Therefore, the following research questions need to
be answered:
1. How and what can be artificialised in the practice of heath coaching for chronic
diseases?
2. How artificialisation will ameliorate the well-being of patients with chronic
diseases and empower them?
3. How a potential incorporation of AI coaches will abate health-care systems
costs, while retaining each patient's singularity?

3 Proposed Model
The proposed approach of this paper comprises of a conceptual large scale health
coaching intervention model that can be applied by any public health body. The
model could be implemented as a cross-platform application including some or all
of web based interventions, wearable technologies and monitors, mobile
applications and a combination of sensed and self-reported information inputted
by the patient, their friends, family or peers and associated health and social care
professionals.
The model unburdens clinicians and physicians and distributes workload to AI
coaches. By downscaling the professionals' involvement to the coaching process
and increasing peer support networks and AI coaching, an instant cost reduction
will be made. These coaches will not totally cease the interpersonal interaction but
instead reduce it to necessary intervention. The implementation of such a model
requires some resources in order to be developed, but the long term saving should
cover the investment.
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3.1 Levels
3.1.1 Peer Support Level
On the lower coaching level, people are forming social networks and peer support
groups in order to support and inform each other. Hence, empathy, compassion
and other similar feelings can be created and the patients can feel part of a team
and motivate each other. The application should help the patients create,
administrate and edit peer support forums and blogs. Moreover, it should exploit
the power and widespread of social media and incorporate some of their features
(eg likes, sharing), in order to enhance the peer support process. Hence, patients
can save time and share experiences more easily.

Figure 1: A multi-level hierarchical architecture that incorporates human and AI coaching. The
higher in the pyramidal structure the fewer resources needed.

3.1.2 Artificial intelligence level
On the second level, coaching is taking place, where computers and smart-phones
are monitoring and guiding patients at frequent intervals. The application should
be able to collect and use data provided by monitoring devices. Guidance by the
AI coaches is limited to advice about everyday issues. This advice will be tailored
to each patient. This level can also convey raw monitoring or processed data about
patients' progress to the higher levels of the architecture.
3.1.3 Clinicians' level
On the subsequent higher level, clinicians (nurses, social workers, medical
assistants (MAs), community health workers or health educators [6, 20]) will be
monitoring the overall progress of the patients' condition. The system can provide
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treatment suggestions to the clinicians for each the patient. The feedback from the
clinicians does not need to be delivered in person but can be communicated
through the application. Hence, an inbox-like message delivery can inform the
patient about something that the clinician has observed in his case and give
suggestions, praise, provide reassurance and reinforcement in order to alter
behaviour and further motivate the patient [35].
3.1.4 Attending physicians' level
The last level is consisted by the patient's attending physician, an interpersonal
relation of trust [36], which in some cases lasts for even years. This relationship
and the authority of the physician (as a professional) [5] is proposed to stay as it
currently is. Hence, the face to face interaction and coaching, does not need to be
replaced by computer mediated interaction. The physician can use the system to
monitor the everyday progress of the patient and explain to them how the specific
outcomes impact his total condition. The application can gather all the data and
produce reports and visualise data. Because of the previous' levels contribution to
the coaching process the physician can intervene fewer times (in bigger intervals)
and thus, gain time to deal with more patients.

4 Conclusions
The present paper proposed a holistic and multi-level conceptual model for digital
health coaching. The aim of the model is not the replacement of human presence
by computers, but a coaching strategy that will enable, assist, promote interaction
and help automate (where needed and possible) resource consuming processes.
The proposed model will ultimately enhance the management of chronic
diseases, increase patient empowerment and decrease costs by redistributing the
available resources more efficiently, across the whole eco-system. Therefore, it
can potentially become a new standard for integrated health coaching
interventions.

Acknowledgements
The authors would like to thank Mr Jamie Stevenson for his valuable help.

References
[1] Balint, E. The possibilities of patient-centered medicine. The Journal of the
Royal College of General Practitioners. vol. 17. 1969. p 269.

INTERACT 2015, Bamberg, 14-18 Sept. 2015

8

[2] Bandura, A. Social foundations of thought and action. Englewood Cliffs, NJ.
1986.
[3] Bennett, H. D., Coleman, E. A., Parry, C., Bodenheimer, T., and Chen, E. H.
Health coaching for patients with chronic illness. Fam Pract Manag. vol. 17.
2010. pp 24-29.
[4] Bodenheimer, T. A 63-year-old man with multiple cardiovascular risk factors
and poor adherence to treatment plans. Jama. vol. 298. 2007. pp 2048-2055.
[5] Brody, H. The healer's power. Yale University Press. 1993.
[6] Brownson, C. A., and Heisler, M. The role of peer support in diabetes care and
self-management. The Patient: Patient-Centered Outcomes Research. vol. 2.
2009. pp 5-17.
[7] Bruegel, R. B. Patient empowerment--a trend that matters. Journal of
AHIMA/American Health Information Management Association. vol. 69.
1998. pp 30-33; quiz 35-36.
[8] Carver, C. S., and Scheier, M. F. Attention and self-regulation. Springer. 1981.
[9] Cialdini, R. B. Inﬂuence: The psychology of persuasion. New York, Morrow.
1993.
[10] Consolvo, S., Landay, J. A., and McDonald, D. W. Designing for behavior
change in everyday life. Computer. 2009. pp 86-89.
[11] Demiris, G., Afrin, L. B., Speedie, S., Courtney, K. L., Sondhi, M.,
Vimarlund, V., Lovis, C., Goossen, W., and Lynch, C. Patient-centered
applications: use of information technology to promote disease management
and wellness. A white paper by the AMIA knowledge in motion working
group. Journal of the American Medical Informatics Association. vol. 15.
2008. pp 8-13.
[12] Dennis, C.-L. Peer support within a health care context: a concept analysis.
International journal of nursing studies. vol. 40. 2003. pp 321-332.
[13] Eakin, E. G., Lawler, S. P., Vandelanotte, C., and Owen, N. Telephone
interventions for physical activity and dietary behavior change: a systematic
review. American journal of preventive medicine. vol. 32. 2007. pp 419-434.
[14] Fogg, B. J. Persuasive technology: using computers to change what we think
and do. Ubiquity. vol. 2002. 2002. p 5.
[15] Gabriele, J. M., Carpenter, B. D., Tate, D. F., and Fisher, E. B. Directive and
nondirective e-coach support for weight loss in overweight adults. Annals of
Behavioral Medicine. vol. 41. 2011. pp 252-263.
[16] Golubic, M. Lifestyle Choices: Root Causes of Chronic Diseases. Cleveland
Clinic, Electronically. 2013. Date accessed: 29/05/2015. Available at:
https://my.clevelandclinic.org/health/transcripts/1444_lifestyle-choices-rootcauses-of-chronic-diseases.
[17] Grimes, A., and Grinter, R. E. (2007) Designing persuasion: Health
technology for low-income African American communities, In Persuasive
Technology, pp 24-35, Springer.
[18] Guldemond, N., and Hercheui, M. D. (2012) Technology and Care for
Patients with Chronic Conditions: The Chronic Care Model as a Framework

INTERACT 2015, Bamberg, 14-18 Sept. 2015

9

for the Integration of ICT, In ICT Critical Infrastructures and Society, pp 123133, Springer.
[19] Harjumaa, M., and Oinas-Kukkonen, H. (2007) Persuasion theories and IT
design, In Persuasive Technology, pp 311-314, Springer.
[20] Holland, S. K., Greenberg, J., Tidwell, L., and Newcomer, R. Preventing
Disability Through Community‐Based Health Coaching. Journal of the
American Geriatrics Society. vol. 51. 2003. pp 265-269.
[21] Hovland, C. I., Janis, I. L., and Kelley, H. H. Communication and persuasion;
psychological studies of opinion change. 1953.
[22] Huffman, M. Health Coaching: A New and Exciting Technique to Enhance
Patient Self‐Management and Improve Outcomes. Home healthcare nurse.
vol. 25. 2007. pp 271-274.
[23] Joseph, D. H., Griffin, M., Hall, R. F., and Sullivan, E. D. Peer coaching: an
intervention for individuals struggling with diabetes. The Diabetes Educator.
vol. 27. 2001. pp 703-710.
[24] Kennedy, C. M., Powell, J., Payne, T. H., Ainsworth, J., Boyd, A., and
Buchan, I. Active assistance technology for health-related behavior change: an
interdisciplinary review. Journal of medical Internet research. vol. 14. 2012.
[25] Lewis, F. M., and Zahlis, E. H. The nurse as coach: a conceptual framework
for clinical practice. Oncology nursing forum. vol. 24. 1996. pp 1695-1702.
[26] Lindner, H., Menzies, D., Kelly, J., Taylor, S., and Shearer, M. Coaching for
behaviour change in chronic disease: a review of the literature and the
implications for coaching as a self-management intervention. Australian
Journal of Primary Health. vol. 9. 2003. pp 177-185.
[27] Miller, G. On being persuaded: Some basic distinctions. Sage Publications.
2002. pp. 3-16.
[28] Nass, C., Steuer, J., and Tauber, E. R. Computers are social actors.
Proceedings of the SIGCHI conference on Human factors in computing
systems. 1994. pp 72-78.
[29] Newman, P., and McDowell, A. Health Coaching :Conversations for Better
Care Concepts, skills and application for the East of England Programme.
NHS, Electronically. 2014. Date accessed: 29/05/2015. Available at:
https://www.eoeleadership.nhs.uk/downloadFile.php?doc_url=1390737952_
Lkjk_health_coaching_and_our_approach_in_east_of_englan.pdf&area_id=
73.
[30] NHS. Health Coaching for Behaviour Change Programmes - Better
conversations, better care. NHS. 2015. Date accessed: 29/05/2015. Available
at: https://www.eoeleadership.nhs.uk/page.php?page_id=490.
[31] Østbye, T., Yarnall, K. S., Krause, K. M., Pollak, K. I., Gradison, M., and
Michener, J. L. Is there time for management of patients with chronic diseases
in primary care? The Annals of Family Medicine. vol. 3. 2005. pp 209-214.
[32] Palmer, S., Tubbs, I., and Whybrow, A. Health coaching to facilitate the
promotion of healthy behaviour and achievement of health-related goals.
International Journal of Health Promotion and Education. vol. 41. 2003. pp
91-93.

INTERACT 2015, Bamberg, 14-18 Sept. 2015

10

[33] Porter, S., and Weitzel, K. Remote Coaching. The Oxford Group,
Electronically. 2014. Date accessed: 29/05/2015. Available at:
http://www.oxford-group.com/pdf/Remote%20Coaching.pdf.
[34] Richardson, C. R., Buis, L. R., Janney, A. W., Goodrich, D. E., Sen, A., Hess,
M. L., Mehari, K. S., Fortlage, L. A., Resnick, P. J., and Zikmund-Fisher, B.
J. An online community improves adherence in an internet-mediated walking
program. Part 1: results of a randomized controlled trial. Journal of medical
Internet research. vol. 12. 2010.
[35] Samarel, N., and Fawcett, J. Enhancing adaptation to breast cancer: the
addition of coaching to support groups. Oncology Nursing Forum. vol. 19.
1992. pp 591-596.
[36] Thom, D. H., and Campbell, B. Patient-physician trust: an exploratory study.
The Journal of family practice. vol. 44. 1997. pp 169-176.
[37] UK Government - Department of Health. Ten things you need to know about
long term conditions. UK Government, Electronically. 2012. Date accessed:
29/05/2015.
Available
at:
http:/www.dh.gov.uk/en/Healthcare/Longtermconditions/tenthingsyouneedto
know/index.htm.
[38] Watson, A., Bickmore, T., Cange, A., Kulshreshtha, A., and Kvedar, J. An
internet-based virtual coach to promote physical activity adherence in
overweight adults: randomized controlled trial. Journal of medical Internet
research. vol. 14. 2012. p e1.
[39] Wolever, R. Q., Caldwell, K. L., Wakefield, J. P., Little, K. J., Gresko, J.,
Shaw, A., Duda, L. V., Kosey, J. M., and Gaudet, T. Integrative health
coaching: an organizational case study. EXPLORE: The Journal of Science
and Healing. vol. 7. 2011. pp 30-36.
[40] Wolever, R. Q., and Eisenberg, D. M. What Is Health Coaching Anyway?:
Standards Needed to Enable Rigorous Research: Comment on “Evaluation of
a Behavior Support Intervention for Patients With Poorly Controlled
Diabetes”. Archives of internal medicine. vol. 171. 2011. pp 2017-2018.
[41] Yach, D., Hawkes, C., Gould, C. L., and Hofman, K. J. The global burden of
chronic diseases: overcoming impediments to prevention and control. Jama.
vol. 291. 2004. pp 2616-2622.

Dear Charalampos,
We are pleased to inform you that your submission The future of health coaching - A proposed model.
has been accepted to the Workshop on
Interactivity in Healthcare Systems (IHS) at INTERACT 2015 to be held on September 15th 2015.
Below you will find the reviews for your submission. We hope you find them helpful and we would like
to ask
you to carefully consider the reviewers’ remarks for the final submission of your paper.
The deadline for camera-ready papers is 29th June 2015 and is a strict deadline from the conference

INTERACT 2015, Bamberg, 14-18 Sept. 2015

11

organisers to make sure the proceedings can be produced on time.
The workshop will be published in the official adjunct proceedings to appear at the University of
Bamberg
Press, including ISBN and distributed on- and offline in an archival format.
Please follow the guidelines below whilst preparing the camera-ready version:
* Take into account reviewers' comments whilst preparing the camera-ready version of your contribution;
* Make sure your paper adheres to the University of Bamberg format, available at:
http://www.interact2015.org/files/UBP_Word_Template.zip
* Paper authors must provide their final version of the paper together with an adjunct proceedings
copyright
form for the inclusion of the contribution. The University of Bamberg Press copyright form is available at
http://www.interact2015.org/files/UBP_Copyright_Form.pdf
Submission Instructions
=======================
Please provide a ZIP file with the following files:
* A scanned signed copy of the copyright form as detailed above, preferably as PDF, JPEG or TIFF.
* The camera-ready Microsoft Word .doc file, in Bamberg Format of your submission.
* A PDF copy of your camera-ready submission.
Please send your ZIP file by EMAIL to m.dennis@abdn.ac.uk. Please ensure that you include your
paper's title
and number in the body of the email.
Please submit your camera ready version and signed copyright form by 29th June. Failure to do this may
result in your submission not being included in the proceedings, as our publisher's deadlines are strict.
The workshop website (www.matt.qa/ihs) will shortly be updated with the workshop programme.
Once again, congratulations and we look forward to seeing you in Bamberg!
Gemma, Matt and Vicki.

----------------------- REVIEW 1 --------------------PAPER: 3
TITLE: The future of health coaching - A proposed model.
AUTHORS: Charalampos Kyfonidis and Marilyn McGee-Lennon
OVERALL EVALUATION: 2 (accept)
Relevance - does this paper reflect the topics and goals of this workshop?: 3 (fair)
Novelty - does this paper cover new ground or provide new insights?: 2 (poor)
Technical Soundness - Are the methods and concepts used correctly and the conclusions justified: 2
(poor)
Clarity - Is the paper well written and easy to understand?: 4 (good)
Significance - Is the paper interesting and likely to spark discussion within the field?: 4 (good)

INTERACT 2015, Bamberg, 14-18 Sept. 2015

12

----------- REVIEW ----------This is a paper discussing the use of health coaching in managing chronic health conditions. The paper is
well written and grounded in literature however it does not cover any new research. I would recommend
this paper be changed to a position paper. The authors could reduce the number of references (currently 3
pages), reduce the literature section (currently 5 pages), reduce the size/remove the diagram (1/2 page)
and expand on their model min more detail.
The paper is proposing an interesting model to approach using AI to allow patients to manage their
conditions. How the authors developed the model is not explained - where did the requirements for the
proposed model come from? The authors discuss the idea of a generic AI coach for all chronic diseases how would you make a generic AI coach? The authors state that resources are required to develop the
model - what would be the investment compared to long-term savings? There is a peer support level that
can be effective but what happens if some patients are not comfortable sharing around their medical
condition as not everyone uses peer support.
Please also note the references section has the font type and size as part of the heading.
----------------------- REVIEW 2 --------------------PAPER: 3
TITLE: The future of health coaching - A proposed model.
AUTHORS: Charalampos Kyfonidis and Marilyn McGee-Lennon
OVERALL EVALUATION: 3 (strong accept)
Relevance - does this paper reflect the topics and goals of this workshop?: 5 (excellent)
Novelty - does this paper cover new ground or provide new insights?: 4 (good)
Technical Soundness - Are the methods and concepts used correctly and the conclusions justified: 4
(good)
Clarity - Is the paper well written and easy to understand?: 5 (excellent)
Significance - Is the paper interesting and likely to spark discussion within the field?: 4 (good)
----------- REVIEW ----------This paper provides a conceptual model of health coaching, drawing on many disciplines including
computing and psychology. The model is clearly presented, with a substantial literature review to justify
the layers of the model and to highlight interesting developments or strategies that can be employed at
each stage. The model diagram is well described, but I would suggest not using colours as the
distinguishing feature of cost (or at least not red and green).
Given the conceptual nature of the paper, I think it will generate detailed discussion within the workshop
and beyond.
Overall, the paper is well written and well-structured. I did find a few typos in the introduction though:
-- "70% of overall NHS expenses f." has an extra " f" at the end.
-- "impacts to economy" should be "impact on economy".
----------------------- REVIEW 3 --------------------PAPER: 3
TITLE: The future of health coaching - A proposed model.
AUTHORS: Charalampos Kyfonidis and Marilyn McGee-Lennon
OVERALL EVALUATION: 0 (borderline paper)
Relevance - does this paper reflect the topics and goals of this workshop?: 4 (good)
Novelty - does this paper cover new ground or provide new insights?: 2 (poor)
Technical Soundness - Are the methods and concepts used correctly and the conclusions justified: 2
(poor)
Clarity - Is the paper well written and easy to understand?: 4 (good)
Significance - Is the paper interesting and likely to spark discussion within the field?: 3 (fair)

INTERACT 2015, Bamberg, 14-18 Sept. 2015

13

----------- REVIEW ----------The paper presents a general framework for (semi)-automated peer support and artificial intelligent agent
based health interventions. Health coaching is expensive, and it is proposed that artificial agents adopting
persuasion techniques could reduce costs by replacing part of the traditional structures with a partly
automated one.
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