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Abstract
Aim Studies show that about 60 min of moderate physical activity (PA) per day compensate for sitting all day at work. 
However, the workplace offers an ideal setting for health-promoting interventions such as PA coaching as a person-centered 
intervention aimed at achieving lasting health behavior changes. Given a good evidence base of health coaching studies in 
general, this systematic review aims to provide an overview of workplace PA coaching interventions. Methods This review 
was conducted according to PRISMA guidelines. Studies published up to July 2021 were considered based on the following 
inclusion criteria: (1) longitudinal intervention studies, (2) analysis of PA at work, (3) sedentary employees, (4) PA coaching 
in the workplace as intervention, (5) increasing workplace PA. Results Of 4323 studies found, 14 studies with 17 interventions 
met inclusion criteria. All 17 interventions indicated an increase in at least one PA outcome. Twelve interventions indicated 
significant improvements in at least one workplace or total PA outcome. There is a high variation within the different coach-
ing parameters, such as behavior change techniques and communication channels. The study quality showed a moderate 
to high risk of bias. Conclusions The majority of interventions provided evidence for the effectiveness of workplace PA 
coaching. Nevertheless, the results are inconclusive with regard to the variety of coaching parameters and thus no general 
statement can be made about the effectiveness of individual parameters. However, this variety of parameters also leads to a 
high degree of individualization of workplace PA coaching interventions to increase PA for different groups of employees 
and different types of workplaces.
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Introduction

More than half of the adult population are physically active 
for less than two and a half hours per week and hence do 
not meet the core aspect of the WHO recommendations 
for physical activity (PA; [1–3]). Despite well-publicized 
national health campaigns and a large choice of recrea-
tional activities, this statistic is surprising. The extensive 
positive effects are multifaceted and refer to both physical 
as well as psychological improvements at any age [4]. Physi-
cal improvements relate to, for example, reduced risks for 

weight gain and overweight/obesity, type 2 diabetes, car-
diovascular diseases, stroke, age-related illnesses such as 
dementia and Alzheimer’s disease, and several types of can-
cer [5–9]. Psychological improvements include the reduc-
tion of symptoms of depression and anxiety, improvement 
of mood, and stress management [10, 11].

One method to increase PA behavior is physical activity 
coaching (PA coaching). Coaching to change a health behav-
ior, in this case PA, is a collaborative patient- or person-cen-
tered approach to empower individuals to take responsibility 
for their PA behavior and to facilitate their achievement of 
PA-related goals in order to change their PA behavior per-
manently [12–14]. PA coaching can be installed in many 
different settings, such as schools, health care organizations, 
community centers, recreational facilities, and workplaces 
[15, 16].

The workplace, in particular, is an ideal setting for the 
implementation of PA coaching. It can overcome commonly 
cited barriers, such as lack of time, and provides access to 
a broad and diverse section of society [17–19]. Especially, 
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people with particular health risks are easier to reach in the 
workplace than in the leisure time, where there are often 
major barriers to accessing health programs. Other advan-
tages of the workplace as a health-promoting setting include 
the "convenient place and time," as well as the possibility 
of "paid time off" while being physically active; [20]). In 
addition, company leadership has a responsibility to ensure 
and promote the health of their employees [21]; conversely, 
they also benefit greatly from the long-term good health 
of their employees in terms of lower health care costs and 
added working time [22–24]. However, in addition to these 
benefits, the workplace also presents some issues that need 
to be addressed, such as relatively little time available for 
health programs and organizational challenges.

PA coaching interventions are characterized by differ-
ent parameters, such as the time scope or organization of 
coaching. Time scope includes, for example, the duration 
of the intervention (short-term vs. long-term; [13] and the 
frequency and duration of the coaching interactions (speed 
coaching vs. longer conversation; [13]). Organization of 
coaching includes, for example, the  communication chan-
nel (e.g., in person, telephone, web [25–27] and additional 
voluntary interventions including environmental modifica-
tions (e.g., walking tracks outside a company; [28]). Fur-
ther parameters comprise the underlying theory (e.g., self-
determination theory, SDT, [29]; transtheoretical model of 
change, TTM, [30]; social cognitive theory, SCT, [31]) and 
the question of which and how many behavior change tech-
niques (BCTs) are applied [32]. The role of the coach in 
PA coaching is active listening, supporting, motivating [25], 
and using motivational strategies to change health behaviors 
[33], such as goal setting, social support, and barrier man-
agement [13, 30].

Despite the wide variety of compositions of PA coaching 
interventions, numerous studies showed positive effects on 
the PA behavior for patients with different chronic condi-
tions, for inactive people, and in different settings [34–38]. 
In addition to these primary studies, recent reviews also sum-
marized the effects of PA coaching, showing positive effects 
on the PA behavior in different target groups, for example, 
inactive adults [39], patients with chronic diseases [40], and 
the elderly [41, 42]. So far, however, there are only reviews 
that summarize general workplace physical activity promo-
tion interventions (e.g., [17, 43]). Likewise, some workplace 
PA coaching interventions showed positive effects accord-
ing to Dugdill et al. [17]. Although there is evidence for PA 
coaching interventions in a variety of settings, and likewise 
in the workplace, a review of studies summarizing solely PA 
coaching in the workplace is yet lacking.

Considering the increasing importance of PA promotion, 
the known positive effects of PA on health, as well as the 
positive effects of coaching, it is important to understand 
how workplace PA can be promoted in workplace coaching 

programs. Therefore, the purpose of this review is to sum-
marize existing coaching interventions promoting workplace 
PA in order to provide an up-to-date overview of interven-
tion studies. Specific objectives include (1) describing the 
characteristics of these interventions (e.g., time scope of 
coaching, organization of coaching, theoretical foundation, 
applied BCTs) and (2) determining whether these interven-
tions have a positive impact on PA.

Methods

This systematic review was conducted in line with PRISMA 
guidelines [44]. The protocol of the study is registered with 
the PROSPERO database and can be accessed under refer-
ence number CRD42021256548.

Inclusion Criteria

To be included in this review, studies had to be longitudinal 
intervention studies. For this review, the intervention, PA 
coaching in the workplace, was defined as personalized, per-
son-centered, interactive PA coaching (within the institution/
company) that is either web-based, telephone-based, mobile-
based, or in person. When it comes to e-coaches (web-based/
mobile-based), this review included interventions that con-
sidered e-coaching systems as a computerized part of a sys-
tem that uses an artificial entity to observe, learn from, and 
support user behavior in a proactive collaboration applying 
planning and goal-related techniques [45]. There had to be 
at least one interaction between coach and coachee (coached 
employee) and it could be either individual or group coach-
ing. Interventions had to aim at increasing health-enhancing 
PA in the workplace (plus optional leisure time PA, subjec-
tively and/or objectively assessed). Health-enhancing PA was 
defined as “any form of physical activity that benefits health 
and functional capacity without undue harm and risk” [46]. 
Furthermore, interventions had to be addressed toward sed-
entary employees. Sedentary work was defined as "involving 
lifting no more than 10 pounds at a time and occasionally 
lifting and carrying articles like, docket files, ledgers, and 
small tools" (The United States Social Security Administra-
tion 2012). The reason for including sedentary employees is 
that prolonged sitting at work in particular can pose a health 
risk [47]. Studies that did not meet the inclusion criteria were 
excluded from this review.

There were no restrictions on the basis of sample size, 
participant characteristics (e.g., age, gender), type of PA 
coaching intervention, study length, duration of follow-up, or 
publication date. Randomized, controlled, and quasi-exper-
imental studies, as well as pilot studies were included, as a 
pure randomized controlled trial (RCT) design is not always 
possible in a workplace setting. Similarly, multicomponent 
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health promotion interventions with the main aim of improv-
ing general health were included if they provided an out-
come measure that focused specifically on employees’ PA.

Literature Search

The literature search was conducted using the following 
electronic databases: PsycINFO, PsycArticles, PSYNDEX, 
Web of Science, SocIndex, and MEDLINE. A broad search 
strategy was elaborated using a combination of specified 
search terms (Table 1). Peer-reviewed studies published 
in English and German up to July 2021 were retrieved. 
Two review authors independently reviewed the titles and 
abstracts of all potentially relevant articles for eligibil-
ity. Either articles were confidently included, confidently 
excluded, or this decision was made after full-text screen-
ing when still uncertain. Any disagreements between the two 
were resolved through discussions involving a third person.

Data Extraction

Two review authors extracted the data independently and 
merged them afterwards. Likewise, when discrepancies 
were identified during this process, they were resolved 
in a conversation with a third person. The extracted data 
included the author(s), year of data collection, country/
region of data collection, type of study, sample size, age, 
gender, response rate, professional sector, other behaviors 
potentially addressed in coaching, duration of intervention, 
frequency and duration of coaching interactions, group/
individual intervention, communication channel, voluntary 
interventions in addition to coaching, underlying theory/
model, number and name of applied BCTs, PA outcomes 
(workplace, leisure time, transport), and measurements used 
to assess the PA outcome(s).1 In addition to these categories 

reported in the protocol, the goals of the interventions as 
well as the numbers and types of the control group/further 
intervention groups were also reported. Furthermore, the 
material provided during coaching, the PA outcomes, and 
the type of coach (person/e-coach) were added. Due to lack 
of data, the type of sampling as written in the protocol was 
not considered for this review.

Quality Assessment

The methodological quality of each study was assessed inde-
pendently by two review authors using the revised and vali-
dated Cochrane risk of bias tools for randomized trials (RoB 
2, [48]) and for non-randomized trials (ROBINS-I, [49]). 
When discrepancies were identified during this process, they 
were resolved in a conversation with a third person. Addition-
ally, this review used the taxonomy of BCTs developed by 
Michie et al. [32] to derive and better compare the specific 
BCTs used in the coaching interventions promoting PA. Due 
to assumed heterogeneous study designs, no overall meta-
analytical effect sizes were analyzed in this paper.

Results

The initial computerized search found 4323 publications 
(Fig.  1). Computerized duplication removal of several 
factors (using doi, filtering by abstract, title, and authors, 
and sorting from a to z) resulted in 2740 publications. The 
authors of two publications of which only the abstract was 
available online were contacted but without success. After 
title and abstract screening of the 2740 studies by two review 
authors, 2691 studies were further excluded. The remain-
ing 49 studies were reviewed for full-text screening. After 
full-text screening, 35 studies were excluded. Reasons for 
exclusion included, for example, lack of individualization in 
PA coaching (n = 8), no PA components in coaching (n = 9) 

Table 1   Literature search strategy

ti Title, ab abstract. These words had to appear in the title and abstract

Keyword combination

1. (work$ or occupation$ or labour$ or employ$ or job$) ti, ab
2. (coach$ or counsel$ or train$ or health-coach$ or program$) ti, ab
3. (physical activ$ or health-enhanc$ or HEPA or sport$ or exercis$) ti, ab
4. (sedentary$ or sitt$ or inactiv* or desk-bound or stationary) ti, ab
5. 1 AND 2 AND 3 AND 4
6. remove duplicates from 5

1  Some extracted data categories have different terms in the regis-
tered protocol. To report the data, more global terms were used in 
some cases because the data were more heterogeneous than initially 
thought (occupational group became professional sector, coaching 
sessions became coaching interactions). In other cases, more precise 
terms were used for a better understanding (other potential compo-
nents addressed in coaching became other behaviors potentially 

addressed in coaching, medium of intervention became communica-
tion channel, and type of BCT became name of BCT, transport PA 
became active transportation).

Footnote 1 (continued)
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or no longitudinal intervention study (n = 1). Ultimately, 14 
studies were selected for this review (detailed information 
in Table 2 and Table 3).

Sample Characteristics

The total sample size amounted to N = 1394 and ranged 
from 13 to 246 (M = 82) between the 14 studies2 examined. 

Seven of the 14 studies had a majority of female partici-
pants (> 70%) (Table 2; interventions 1, 3, 7, 12–17), out of 
those, three studies were conducted exclusively with female 
subjects (Table 2; interventions 12–14, 16, 17). There was 

Fig. 1   Flow Chart of the study selection process. Note. aRecords were manually removed by digital object identifier (doi), abstract (ab), title (ti), 
author (au)

2  The 14 included studies resulted in 17 interventions, since 
Opdenacker and Boen [60], Ribeiro et al. [61] ), and Tucker et al. [50] 

each included two intervention groups (e.g. [50]; a. & b.) relevant 
for this review. When we talk about Sample Characteristics, Study 
Design, Outcomes and Risk of Bias, we are referring to studies (but 
list the interventions in the parentheses). In all other paragraphs in the 
results section, we talk about the 17 interventions.

Footnote 2 (continued)



554	 Journal of Occupational Rehabilitation (2023) 33:550–569

1 3

Ta
bl

e 
2  

S
tu

dy
 c

ha
ra

ct
er

ist
ic

s a
nd

 p
ar

am
et

er
s o

f w
or

kp
la

ce
 P

A
 c

oa
ch

in
g

N
o

A
ut

ho
r 

Ye
ar

C
on

tin
en

t

Sa
m

pl
e 

ch
ar

ac
te

r-
ist

ic
s  

(s
am

pl
e 

si
ze

, a
ge

 
(M

 +
SD

), 
ge

n-
de

r, 
 p

ro
fe

ss
io

na
l 

se
ct

or
,re

sp
on

se
 ra

te
)

St
ud

y 
de

si
gn

(d
es

ig
n,

 c
on

tro
l 

gr
ou

p,
 fo

llo
w

 u
p)

G
oa

ls
Ti

m
e 

sc
op

e 
of

 
co

ac
hi

ng
(d

ur
at

io
n 

of
 

in
te

rv
en

tio
n,

 to
ta

l 
nu

m
be

r a
nd

 d
ur

a-
tio

n 
of

 in
te

ra
c-

tio
ns

, f
re

qu
en

cy
)

O
rg

an
iz

at
io

n 
of

 
co

ac
hi

ng
(in

te
rv

en
tio

n 
se

tti
ng

, c
om

m
u-

ni
ca

tio
n 

ch
an

ne
l, 

co
ac

hi
ng

 m
at

er
ia

l, 
ad

di
tio

na
l v

ol
un

-
ta

ry
 in

te
rv

en
tio

ns
)

Th
eo

ry
B

C
Ts

C
oa

ch
O

ut
co

m
es

(p
lu

s m
ea

su
re

m
en

t)
B

eh
av

io
r 

ad
dr

es
se

d 
in

 
co

ac
hi

ng
 in

 
in

cl
ud

ed
 IG

1
A

rr
og

i
20

17
Eu

ro
pe

 24
6

41
 y

ea
rs

 (8
.8

)
76

%
 fe

m
al

e,
 2

4%
 

m
al

e
ph

ar
m

a
 91

%

N
on

-R
C

T​
Pa

ss
iv

e 
C

G
Pr

e/
po

st/
fo

llo
w

-u
p 

af
te

r 
6 

m
on

th
s

In
cr

ea
se

 in
 P

A
N

on
e

3 
m

on
th

s
9 

in
te

ra
ct

io
ns

(6
 in

di
vi

du
al

 
ftf

 se
ss

io
ns

 a
t 

60
 m

in
. +

 3 
em

ai
l/p

ho
ne

 
ca

lls
)

O
ne

 in
te

ra
ct

io
n 

ev
er

y 
3 

w
ee

ks

In
di

vi
du

al
Ft

f +
 em

ai
l/p

ho
ne

In
fo

rm
at

io
n 

le
afl

et
 

fo
r m

ai
nt

en
an

ce
O

ffe
r o

f a
n 

in
di

-
vi

du
al

iz
ed

 P
A

 
pr

og
ra

m

SD
T

6 G
oa

l s
et

tin
g,

 
ac

tio
n 

pl
an

ni
ng

, 
so

ci
al

 su
pp

or
t, 

se
lf-

m
on

ito
rin

g,
 

fe
ed

ba
ck

, p
ro

b-
le

m
 so

lv
in

g

Tr
ai

ne
d 

pr
of

es
-

si
on

al
 sc

ie
n-

tifi
c 

co
ac

h

PA
 in

te
ns

ity
 (M

ET
s)

, 
da

ily
 st

ep
 c

ou
nt

 
(w

ee
kd

ay
s, 

w
ee

ke
nd

 
da

ys
, a

ve
ra

ge
 d

ay
s)

 
(a

cc
el

er
om

et
er

: S
W

A
 

Pr
o3

), 
da

ily
 m

in
. o

f 
M

V
PA

 (q
ue

sti
on

na
ire

: 
IP

A
Q

)

2
B

oe
re

m
a

20
19

Eu
ro

pe

 15 58
.9

3 
ye

ar
s (

5.
4)

53
%

 fe
m

al
e,

 4
7%

 
m

al
e

un
iv

er
si

ty
93

%

N
on

-R
C

T​
N

o 
C

G
Pr

e/
po

st/
no

 
fo

llo
w

-u
p

In
cr

ea
se

 in
 P

A
 &

 
de

cr
ea

se
 in

 S
EB

SE
B

2 
w

ee
ks

98
 in

te
ra

ct
io

ns
(6

 fe
ed

ba
ck

 m
es

-
sa

ge
s p

er
 d

ay
 

(=
 84

) +
 1 

sh
or

t 
qu

es
tio

nn
ai

re
 

pe
r d

ay
 (=

 14
))

In
di

vi
du

al
A

pp
–

2 Fe
ed

ba
ck

, 
pr

om
pt

s/
cu

es

E-
co

ac
h

M
ea

n 
PA

 in
te

ns
ity

 o
f 

co
un

ts
 p

er
 m

in
. p

er
 

da
y,

 P
A

 m
in

./h
ou

r o
f 

w
ea

r t
im

e 
(a

cc
el

er
-

om
et

er
: P

ro
M

ov
e 

3D
 

ac
tiv

ity
 se

ns
or

)

3
B

or
t-R

oi
g

20
20

Eu
ro

pe

89 45
 y

ea
rs

 (9
)

82
%

 fe
m

al
e,

 1
8%

 
m

al
e

ho
sp

ita
l

42
%

RC
T​

A
ct

iv
e 

C
G

 w
ith

 
tra

ck
in

g 
ap

p
Pr

e/
po

st/
no

 
fo

llo
w

-u
p

In
cr

ea
se

 in
 P

A
 &

 
de

cr
ea

se
 in

 S
EB

SE
B

13
 w

ee
ks

 ~
 99

 in
te

ra
ct

io
ns

(1
 fe

ed
ba

ck
 m

es
-

sa
ge

 p
er

 d
ay

 
(=

 91
) +

 fu
rth

er
 

w
ee

kl
y 

an
d 

fo
rtn

ig
ht

 m
es

-
sa

ge
s)

In
di

vi
du

al
A

pp
–

5 Fe
ed

ba
ck

, s
el

f-
m

on
ito

rin
g,

 
be

ha
vi

or
 

su
bs

tit
ut

io
n,

 
pr

om
pt

s/
cu

es
, 

go
al

 se
tti

ng

E-
co

ac
h

St
ep

pi
ng

 ti
m

e 
(h

ou
rs

), 
lig

ht
 in

te
ns

ity
 P

A
 

(h
ou

rs
), 

M
V

PA
 (m

in
.) 

(a
cc

el
er

om
et

er
: a

ct
iv

-
PA

L3
TM

)

4
C

ha
e

20
15

A
si

a

70 38
.3

1 
ye

ar
ss

0 
(8

.4
6)

50
%

 fe
m

al
e,

 5
0%

 
m

al
e

ai
rli

ne
55

.7
%

N
on

-R
C

T​
N

o 
C

G
Pr

e/
po

st/
no

 
fo

llo
w

-u
p

In
cr

ea
se

 in
 P

A
N

on
e

8 
w

ee
ks

4 
in

te
ra

ct
io

ns
(1

 g
ro

up
 se

ss
io

n 
at

 3
0 

m
in

. +
 3 

in
di

vi
du

al
 se

s-
si

on
s)

2 ×
 in

 w
ee

k 
1,

 
1 ×

 w
ee

k 
in

 4
, 

1 ×
 in

 w
ee

k 
8

G
ro

up
 +

 in
di

-
vi

du
al

Ft
f

B
oo

kl
et

SC
T

5 G
oa

l s
et

tin
g,

 
se

lf-
m

on
ito

rin
g,

 
fe

ed
ba

ck
, i

nf
or

-
m

at
io

n 
ab

ou
t 

he
al

th
 c

on
se

-
qu

en
ce

s, 
so

ci
al

 
su

pp
or

t

Tr
ai

ne
d 

pr
of

es
-

si
on

al
 h

ea
lth

 
ca

re
 c

oa
ch

D
ai

ly
 st

ep
 c

ou
nt

 
(p

ed
om

et
er

: Y
am

ax
 

C
W

70
0/

70
1)



555Journal of Occupational Rehabilitation (2023) 33:550–569	

1 3

Ta
bl

e 
2  

(c
on

tin
ue

d)

N
o

A
ut

ho
r 

Ye
ar

C
on

tin
en

t

Sa
m

pl
e 

ch
ar

ac
te

r-
ist

ic
s  

(s
am

pl
e 

si
ze

, a
ge

 
(M

 +
SD

), 
ge

n-
de

r, 
 p

ro
fe

ss
io

na
l 

se
ct

or
,re

sp
on

se
 ra

te
)

St
ud

y 
de

si
gn

(d
es

ig
n,

 c
on

tro
l 

gr
ou

p,
 fo

llo
w

 u
p)

G
oa

ls
Ti

m
e 

sc
op

e 
of

 
co

ac
hi

ng
(d

ur
at

io
n 

of
 

in
te

rv
en

tio
n,

 to
ta

l 
nu

m
be

r a
nd

 d
ur

a-
tio

n 
of

 in
te

ra
c-

tio
ns

, f
re

qu
en

cy
)

O
rg

an
iz

at
io

n 
of

 
co

ac
hi

ng
(in

te
rv

en
tio

n 
se

tti
ng

, c
om

m
u-

ni
ca

tio
n 

ch
an

ne
l, 

co
ac

hi
ng

 m
at

er
ia

l, 
ad

di
tio

na
l v

ol
un

-
ta

ry
 in

te
rv

en
tio

ns
)

Th
eo

ry
B

C
Ts

C
oa

ch
O

ut
co

m
es

(p
lu

s m
ea

su
re

m
en

t)
B

eh
av

io
r 

ad
dr

es
se

d 
in

 
co

ac
hi

ng
 in

 
in

cl
ud

ed
 IG

5
G

ils
on

20
17

A
us

tra
lia

6 47
.5

 y
ea

rs
 (9

.8
)

0%
 fe

m
al

e,
 1

00
%

 
m

al
e

tru
ck

in
g 

in
du

str
y

73
.1

%

N
on

-R
C

T​
N

o 
C

G
Pr

e/
po

st/
fo

llo
w

-
up

 a
fte

r 8
 w

ee
ks

In
cr

ea
se

 in
 P

A
 &

im
pr

ov
em

en
t o

f 
di

et
ar

y 
be

ha
vi

or
D

ie
ta

ry
 b

eh
av

io
r

20
 w

ee
ks

7 
in

te
ra

ct
io

ns
(2

 ft
f g

ro
up

 
se

ss
io

ns
 +

 5 
in

di
vi

du
al

iz
ed

 
fe

ed
ba

ck
s)

1 ×
 in

 w
ee

k 
0,

 
2 ×

 in
 w

ee
k 

1 +
 si

nc
e 

th
en

 
ev

er
y 

4th
 w

ee
k

G
ro

up
 +

 in
di

-
vi

du
al

Ft
f +

 ap
p

–
9 G

oa
l s

et
tin

g,
 

ac
tio

n 
pl

an
-

ni
ng

, b
eh

av
io

r 
su

bs
tit

ut
io

n,
 

ha
bi

t f
or

m
at

io
n,

 
in

fo
rm

at
io

n 
ab

ou
t h

ea
lth

 
co

ns
eq

ue
nc

es
, 

ad
di

ng
 o

bj
ec

ts
 

to
 th

e 
en

vi
ro

n-
m

en
t, 

se
lf-

m
on

i-
to

rin
g,

 fe
ed

ba
ck

, 
re

w
ar

ds
/ i

nc
en

-
tiv

es

Tr
ai

ne
d 

pr
of

es
-

si
on

al
 sc

ie
n-

tifi
c 

co
ac

h

Ti
m

e 
sp

en
t w

al
ki

ng
 o

r 
ru

nn
in

g,
 p

ro
po

rti
on

s 
of

 P
A

 in
 %

 (w
al

k-
in

g +
 ru

nn
in

g 
co

m
-

bi
ne

d)
 (w

or
ki

ng
 ti

m
e,

 
w

or
kd

ay
 n

on
-w

or
ki

ng
 

tim
e,

 n
on

-w
or

kd
ay

) 
(a

cc
el

er
om

et
er

: G
EN

E-
A

ct
iv

 w
ris

t)

6
Le

e
20

19
A

si
a

41 37
.6

8 
ye

ar
s (

9.
31

)
X m

an
uf

ac
tu

rin
g

10
0%

N
on

-R
C

T​
A

ct
iv

e 
C

G
 w

ith
 

tra
ck

er
Pr

e/
po

st/
no

 
fo

llo
w

-u
p

In
cr

ea
se

 in
 P

A
N

on
e

12
 w

ee
ks

10
2 

in
te

ra
ct

io
ns

(1
 ft

f s
es

si
on

s a
t 

5 
m

in
. b

iw
ee

kl
y 

(=
 6)

 +
 1 

m
es

sa
ge

 p
er

 
da

y 
(=

 84
) +

 1 
w

ee
kl

y 
m

ot
iv

a-
tio

na
l m

es
sa

ge
s 

(=
 12

)

In
di

vi
du

al
Ft

f +
 ap

p
W

or
kb

oo
k

Po
ste

rs
 +

 ba
nn

er
s 

in
 c

af
et

er
ia

s/
ga

te
s

–
7 Fe

ed
ba

ck
, s

el
f-

m
on

ito
rin

g,
 g

oa
l 

se
tti

ng
, a

ct
io

n 
pl

an
ni

ng
, p

ro
b-

le
m

 so
lv

in
g,

 
pr

om
pt

s/
cu

es
, 

bi
of

ee
db

ac
k

No
t rep

ort
ed

 + e
-co

ach
D

ai
ly

 w
al

ki
ng

, s
te

p 
co

un
t (

ac
ce

le
ro

m
et

er
: 

Fi
tb

it 
C

ha
rg

er
 H

R
), 

PA
 b

eh
av

io
r (

qu
es

tio
n-

na
ire

: P
A

 su
bs

ca
le

 o
f 

H
PL

P-
II

)

7
N

oo
ije

n
20

20
Eu

ro
pe

83 41
 y

ea
rs

 (9
)

80
%

 fe
m

al
e,

 2
0%

 
m

al
e

pr
od

uc
t &

 se
rv

ic
e 

pr
od

uc
in

g 
co

m
pa

-
ni

es
82

%

RC
T​

Pa
ss

iv
e 

w
ai

tli
st 

C
G

 +
 IG

 w
ith

 
SE

B
 in

te
rv

en
-

tio
n

Pr
e/

po
st/

no
 

fo
llo

w
-u

p

In
cr

ea
se

 in
 P

A
 &

 
de

cr
ea

se
 in

 S
EB

 
(d

iff
er

en
t I

G
s)

 
&

 e
xa

m
in

at
io

n 
of

 m
en

ta
l h

ea
lth

N
on

e

24
 w

ee
ks

5 
in

te
ra

ct
io

ns
(3

 in
di

vi
du

al
 

ftf
 se

ss
io

ns
 a

t 
45

–6
0 

m
in

. +
 2 

gr
ou

p 
se

ss
io

ns
 

at
 9

0 
m

in
.)

Sp
re

ad
 o

ve
r 

6 
m

on
th

s

G
ro

up
 +

 in
di

-
vi

du
al

Ft
f

A
cc

es
s t

o 
a 

gy
m

, e
xe

rc
is

e 
se

ss
io

ns
, l

un
ch

 
w

al
ks

, p
ro

vi
si

on
 

of
 c

om
pa

ny
 

bi
ke

s, 
si

t-s
ta

nd
 

de
sk

s, 
te

am
 

le
ad

er
s

–
2 Fe

ed
ba

ck
, s

oc
ia

l 
su

pp
or

t

Tr
ai

ne
d 

pr
of

es
-

si
on

al
 h

ea
lth

 
ca

re
 c

oa
ch

Ti
m

e 
sp

en
t i

n 
M

V
PA

 
(a

nd
 li

gh
t, 

m
od

er
at

e,
 

vi
go

ro
us

), 
qu

an
tifi

ca
-

tio
n 

of
 ti

m
e 

w
al

ki
ng

 (%
 

of
 w

ea
r t

im
e)

 (a
ll 

da
ys

/
w

ee
kd

ay
s o

nl
y)

 (a
cc

el
-

er
om

et
er

: A
ct

ig
ra

ph
 

G
T3

X
)



556	 Journal of Occupational Rehabilitation (2023) 33:550–569

1 3

Ta
bl

e 
2  

(c
on

tin
ue

d)

N
o

A
ut

ho
r 

Ye
ar

C
on

tin
en

t

Sa
m

pl
e 

ch
ar

ac
te

r-
ist

ic
s  

(s
am

pl
e 

si
ze

, a
ge

 
(M

 +
SD

), 
ge

n-
de

r, 
 p

ro
fe

ss
io

na
l 

se
ct

or
,re

sp
on

se
 ra

te
)

St
ud

y 
de

si
gn

(d
es

ig
n,

 c
on

tro
l 

gr
ou

p,
 fo

llo
w

 u
p)

G
oa

ls
Ti

m
e 

sc
op

e 
of

 
co

ac
hi

ng
(d

ur
at

io
n 

of
 

in
te

rv
en

tio
n,

 to
ta

l 
nu

m
be

r a
nd

 d
ur

a-
tio

n 
of

 in
te

ra
c-

tio
ns

, f
re

qu
en

cy
)

O
rg

an
iz

at
io

n 
of

 
co

ac
hi

ng
(in

te
rv

en
tio

n 
se

tti
ng

, c
om

m
u-

ni
ca

tio
n 

ch
an

ne
l, 

co
ac

hi
ng

 m
at

er
ia

l, 
ad

di
tio

na
l v

ol
un

-
ta

ry
 in

te
rv

en
tio

ns
)

Th
eo

ry
B

C
Ts

C
oa

ch
O

ut
co

m
es

(p
lu

s m
ea

su
re

m
en

t)
B

eh
av

io
r 

ad
dr

es
se

d 
in

 
co

ac
hi

ng
 in

 
in

cl
ud

ed
 IG

8
O

pd
en

ac
ke

r 
a

20
08

Eu
ro

pe

45 38
.8

 y
ea

rs
 (1

1.
4)

X un
iv

er
si

ty
 73

%

RC
T​

O
th

er
 IG

 w
ith

 te
l-

ep
ho

ne
 c

oa
ch

-
in

g 
(O

pd
en

ac
ke

r 
b.

)
Pr

e/
po

st/
no

 
fo

llo
w

-u
p

In
cr

ea
se

 in
 P

A
 &

 
ex

am
in

at
io

n 
of

 
m

en
ta

l h
ea

lth
N

on
e

12
 w

ee
ks

5 
in

te
ra

ct
io

ns
(5

 in
di

vi
du

al
 ft

f 
se

ss
io

ns
)

2 ×
 in

 m
on

th
 1

, 
1 ×

 in
 m

on
th

 2
, 

1 ×
 in

 m
on

th
 3

In
di

vi
du

al
Ft

f
B

ro
ch

ur
e

W
al

k 
pl

ot
tin

g,
 

cy
cl

in
g 

ro
ut

es
 

ar
ou

nd
 c

am
pu

s, 
pl

ac
in

g 
pr

om
pt

s 
to

 u
se

 st
ai

rs
, 

"s
ta

rt-
to

-r
un

" 
du

rin
g 

lu
nc

h 
tim

e,
 sp

or
ts

 
pr

om
ot

er
s

–
5 In

fo
rm

at
io

n 
ab

ou
t h

ea
lth

 
co

ns
eq

ue
nc

es
, 

pr
ob

le
m

 so
lv

-
in

g,
 g

oa
l s

et
tin

g,
 

se
lf-

m
on

ito
rin

g,
 

so
ci

al
 su

pp
or

t

Tr
ai

ne
d 

pr
of

es
-

si
on

al
 sc

ie
n-

tifi
c 

co
ac

h

M
in

. p
er

 w
ee

k 
of

 m
od

er
-

at
e +

 vi
go

ro
us

 P
A

 in
 4

 
do

m
ai

ns
: j

ob
-r

el
at

ed
 

PA
, a

ct
iv

e 
tra

ns
po

r-
ta

tio
n,

 P
A

 d
ur

in
g 

ho
us

ew
or

k +
 ga

rd
en

 
ac

tiv
iti

es
, a

nd
 le

is
ur

e 
tim

e 
(q

ue
sti

on
na

ire
: 

IP
A

Q
)

9
O

pd
en

ac
ke

r 
b

Eu
ro

pe

45 39
.9

 y
ea

rs
 (9

.9
)

X un
iv

er
si

ty
73

%

RC
T​

O
th

er
 IG

 w
ith

 
ftf

 c
oa

ch
in

g 
(O

pd
en

ac
ke

r a
.)

Pr
e/

po
st/

no
 

fo
llo

w
-u

p

In
cr

ea
se

 in
 P

A
 &

 
ex

am
in

at
io

n 
of

 
m

en
ta

l h
ea

lth
N

on
e

12
 w

ee
ks

5 
in

te
ra

ct
io

ns
(1

 in
di

vi
du

al
 

ftf
 se

ss
io

n +
 4 

ph
on

e 
ca

lls
)

2 ×
 in

 m
on

th
 1

, 
1 ×

 m
on

th
 2

, 
1 ×

 m
on

th
 3

In
di

vi
du

al
Ft

f +
 ph

on
e

B
ro

ch
ur

e
W

al
k 

pl
ot

tin
g,

 
cy

cl
in

g 
ro

ut
es

 
ar

ou
nd

 c
am

pu
s, 

pl
ac

in
g 

pr
om

pt
s 

to
 u

se
 st

ai
rs

, 
"s

ta
rt-

to
-r

un
" 

du
rin

g 
lu

nc
h 

tim
e,

 sp
or

ts
 

pr
om

ot
er

s

–
5 In

fo
rm

at
io

n 
ab

ou
t h

ea
lth

 
co

ns
eq

ue
nc

es
, 

pr
ob

le
m

 so
lv

-
in

g,
 g

oa
l s

et
tin

g,
 

se
lf-

m
on

ito
rin

g,
 

so
ci

al
 su

pp
or

t

Tr
ai

ne
d 

pr
of

es
-

si
on

al
 sc

ie
n-

tifi
c 

co
ac

h

M
in

. p
er

 w
ee

k 
of

 m
od

er
-

at
e +

 vi
go

ro
us

 P
A

 in
 4

 
do

m
ai

ns
: j

ob
-r

el
at

ed
 

PA
, a

ct
iv

e 
tra

ns
po

r-
ta

tio
n,

 P
A

 d
ur

in
g 

ho
us

ew
or

k +
 ga

rd
en

 
ac

tiv
iti

es
, a

nd
 le

is
ur

e 
tim

e 
(q

ue
sti

on
na

ire
: 

IP
A

Q
)

10
Po

iri
er

20
16

N
or

th
 

A
m

er
ic

a

13
3

40
.3

 y
ea

rs
 (1

1.
4)

62
%

 fe
m

al
e,

 3
8%

 
m

al
e

m
ul

tin
at

io
na

l h
ea

lth
 

ca
re

 c
om

pa
ny

80
.5

%

RC
T​

Pa
ss

iv
e 

C
G

Pr
e/

po
st/

no
 

fo
llo

w
-u

p

In
cr

ea
se

 in
 P

A
N

on
e

6 
w

ee
ks

U
p 

to
 1

68
 in

te
r-

ac
tio

ns
(U

p 
to

 4
 m

es
-

sa
ge

s p
er

 d
ay

, 
on

 d
em

an
d)

In
di

vi
du

al
M

es
sa

gi
ng

 (e
m

ai
l/

SM
S 

or
 w

eb
-

ba
se

d)
W

eb
si

te

–
5 G

oa
l s

et
tin

g,
 

se
lf-

m
on

ito
rin

g,
 

fe
ed

ba
ck

, 
re

w
ar

ds
/in

ce
n-

tiv
es

, s
oc

ia
l 

su
pp

or
t

E-
co

ac
h

A
ve

ra
ge

 st
ep

 c
ou

nt
 p

er
 

da
y 

(a
cc

el
er

om
et

er
: 

Pe
bb

le
 +

)



557Journal of Occupational Rehabilitation (2023) 33:550–569	

1 3

Ta
bl

e 
2  

(c
on

tin
ue

d)

N
o

A
ut

ho
r 

Ye
ar

C
on

tin
en

t

Sa
m

pl
e 

ch
ar

ac
te

r-
ist

ic
s  

(s
am

pl
e 

si
ze

, a
ge

 
(M

 +
SD

), 
ge

n-
de

r, 
 p

ro
fe

ss
io

na
l 

se
ct

or
,re

sp
on

se
 ra

te
)

St
ud

y 
de

si
gn

(d
es

ig
n,

 c
on

tro
l 

gr
ou

p,
 fo

llo
w

 u
p)

G
oa

ls
Ti

m
e 

sc
op

e 
of

 
co

ac
hi

ng
(d

ur
at

io
n 

of
 

in
te

rv
en

tio
n,

 to
ta

l 
nu

m
be

r a
nd

 d
ur

a-
tio

n 
of

 in
te

ra
c-

tio
ns

, f
re

qu
en

cy
)

O
rg

an
iz

at
io

n 
of

 
co

ac
hi

ng
(in

te
rv

en
tio

n 
se

tti
ng

, c
om

m
u-

ni
ca

tio
n 

ch
an

ne
l, 

co
ac

hi
ng

 m
at

er
ia

l, 
ad

di
tio

na
l v

ol
un

-
ta

ry
 in

te
rv

en
tio

ns
)

Th
eo

ry
B

C
Ts

C
oa

ch
O

ut
co

m
es

(p
lu

s m
ea

su
re

m
en

t)
B

eh
av

io
r 

ad
dr

es
se

d 
in

 
co

ac
hi

ng
 in

 
in

cl
ud

ed
 IG

11
Pr

op
er

20
03

Eu
ro

pe

13
1

43
.8

 y
ea

rs
 (8

.3
)

26
%

 fe
m

al
e,

 7
4%

 
m

al
e

m
un

ic
ip

al
 se

rv
ic

es
 84

%

RC
T​

A
ct

iv
e 

C
G

 w
ith

 
in

fo
rm

at
io

n
Pr

e/
po

st/
no

 
fo

llo
w

-u
p

In
cr

ea
se

 in
 P

A
 &

ex
am

in
at

io
n 

of
 

he
al

th
-r

el
at

ed
 

fit
ne

ss
 a

nd
 

he
al

th
D

ie
t, 

str
es

s, 
sm

ok
in

g 
be

ha
vi

or

36
 w

ee
ks

7 
in

te
ra

ct
io

ns
(7

 in
di

vi
du

al
 

ftf
 se

ss
io

ns
 a

t 
20

 m
in

.)

In
di

vi
du

al
Ft

f
W

rit
te

n 
in

fo
rm

a-
tio

n

TT
M

1 A
ct

io
n 

pl
an

ni
ng

Tr
ai

ne
d 

pr
of

es
-

si
on

al
 h

ea
lth

 
ca

re
 c

oa
ch

To
ta

l e
ne

rg
y 

ex
pe

nd
i-

tu
re

, d
ay

s o
f m

od
er

at
e 

in
te

ns
ity

 P
A

 ~ 
30

 m
in

. a
 

da
y,

 P
A

 d
ur

in
g 

le
isu

re
 

tim
e,

 le
ve

l o
f a

ct
iv

iti
es

 
du

rin
g 

sp
or

t
(q

ue
sti

on
na

ire
: q

ue
sti

on
s 

ab
ou

t p
hy

si
ca

lly
 a

ct
iv

e 
da

ys
)

12
Pu

ra
th

20
04

N
I

13
4

44
.6

 y
ea

rs
 (9

.9
)

10
0%

 fe
m

al
e,

 0
%

 
m

al
e

un
iv

er
si

ty
90

%

RC
T​

A
ct

iv
e 

C
G

 w
ith

 
no

n-
ta

ilo
re

d 
co

ac
hi

ng
Pr

e/
po

st/
no

 
fo

llo
w

-u
p

In
cr

ea
se

 in
 P

A
N

on
e

6 
w

ee
ks

2 
in

te
ra

ct
io

ns
(1

 in
di

vi
du

al
 

ftf
 se

ss
io

n 
at

 
3–

5 
m

in
. +

 1 
bo

os
te

r p
ho

ne
 

ca
ll)

1 ×
 in

 w
ee

k 
1,

 
1 ×

 in
 w

ee
k 

3

In
di

vi
du

al
Ft

f +
 ph

on
e

O
pt

io
na

l p
am

-
ph

le
ts

 v
ia

 e
m

ai
l

TT
M

4 In
fo

rm
at

io
n 

ab
ou

t 
he

al
th

 c
on

se
-

qu
en

ce
s O

R
 

go
al

 se
tti

ng
,

be
ha

vi
or

al
 

co
nt

ra
ct

 P
LU

S 
go

al
 se

tti
ng

 O
R

 
fe

ed
ba

ck
 A

N
D

 
pr

ob
le

m
 so

lv
in

g

Tr
ai

ne
d 

pr
of

es
-

si
on

al
 h

ea
lth

 
ca

re
 c

oa
ch

N
um

be
r o

f fl
ig

ht
s o

f 
st

ai
rs

/d
ay

, n
um

be
r 

of
 b

lo
ck

s w
al

ke
d/

da
y,

 h
ou

rs
 o

f v
ig

or
-

ou
s +

 m
od

er
at

e 
PA

 
on

 w
ee

kd
ay

s, 
ho

ur
s 

of
 v

ig
or

ou
s +

 m
od

er
-

at
e 

w
ee

ke
nd

 P
A

, m
in

. 
w

al
ke

d 
pe

r w
ee

k:
 fo

r 
ex

er
ci

se
, o

n 
er

ra
nd

s, 
du

rin
g 

br
ea

ks
 o

r l
un

ch
, 

to
 w

or
k 

or
 sc

ho
ol

, t
ot

al
 

w
al

ki
ng

(q
ue

sti
on

na
ire

s:
 P

aff
en

-
ba

rg
er

 P
A

 q
ue

sti
on

s, 
PA

C
E©

 w
al

ki
ng

 q
ue

s-
tio

ns
)

13
R

ib
ei

ro
a 20

14
So

ut
h 

A
m

er
ic

a

53 45
 y

ea
rs

 (3
)

10
0%

 fe
m

al
e,

 0
%

 
m

al
e

un
iv

er
si

ty
 h

os
pi

ta
l

87
%

RC
T​

O
th

er
 IG

 w
ith

 
gr

ou
p 

co
ac

h-
in

g 
(R

ib
ei

ro
 

b.
) +

 pa
ss

iv
e 

C
G

 +
 C

G
 w

ith
 

ae
ro

bi
c 

tra
in

in
g

Pr
e/

po
st/

fo
llo

w
-u

p 
af

te
r 

6 
m

on
th

s

In
cr

ea
se

 in
 P

A
 

&
 re

du
ct

io
n 

of
 

an
th

ro
po

m
et

ric
 

m
ea

su
re

s
N

on
e

12
 w

ee
ks

3 
in

te
ra

ct
io

ns
(3

 in
di

vi
du

al
 

ftf
 se

ss
io

ns
 a

t 
15

 m
in

.)

In
di

vi
du

al
Ft

f
B

oo
kl

et
 +

 st
ep

 
di

ar
y

–
4 In

fo
rm

at
io

n 
ab

ou
t h

ea
lth

 
co

ns
eq

ue
nc

es
, 

in
str

uc
tio

n 
on

 
ho

w
 to

 p
er

fo
rm

 
th

e 
be

ha
vi

or
, 

se
lf-

m
on

ito
rin

g,
 

go
al

 se
tti

ng

Tr
ai

ne
d 

pr
of

es
-

si
on

al
 h

ea
lth

 
ca

re
 c

oa
ch

To
ta

l n
um

be
r o

f s
te

ps
, 

ste
ps

 p
er

fo
rm

ed
 a

t 
m

od
er

at
e-

in
te

ns
ity

 
le

ve
ls

 (f
re

qu
en

cy
 >

 11
0 

ste
ps

 p
er

 m
in

.)
(p

ed
om

et
er

: D
ig

iw
al

ke
r, 

Po
w

er
 W

al
ke

r M
od

el
 

61
0)



558	 Journal of Occupational Rehabilitation (2023) 33:550–569

1 3

Ta
bl

e 
2  

(c
on

tin
ue

d)

N
o

A
ut

ho
r 

Ye
ar

C
on

tin
en

t

Sa
m

pl
e 

ch
ar

ac
te

r-
ist

ic
s  

(s
am

pl
e 

si
ze

, a
ge

 
(M

 +
SD

), 
ge

n-
de

r, 
 p

ro
fe

ss
io

na
l 

se
ct

or
,re

sp
on

se
 ra

te
)

St
ud

y 
de

si
gn

(d
es

ig
n,

 c
on

tro
l 

gr
ou

p,
 fo

llo
w

 u
p)

G
oa

ls
Ti

m
e 

sc
op

e 
of

 
co

ac
hi

ng
(d

ur
at

io
n 

of
 

in
te

rv
en

tio
n,

 to
ta

l 
nu

m
be

r a
nd

 d
ur

a-
tio

n 
of

 in
te

ra
c-

tio
ns

, f
re

qu
en

cy
)

O
rg

an
iz

at
io

n 
of

 
co

ac
hi

ng
(in

te
rv

en
tio

n 
se

tti
ng

, c
om

m
u-

ni
ca

tio
n 

ch
an

ne
l, 

co
ac

hi
ng

 m
at

er
ia

l, 
ad

di
tio

na
l v

ol
un

-
ta

ry
 in

te
rv

en
tio

ns
)

Th
eo

ry
B

C
Ts

C
oa

ch
O

ut
co

m
es

(p
lu

s m
ea

su
re

m
en

t)
B

eh
av

io
r 

ad
dr

es
se

d 
in

 
co

ac
hi

ng
 in

 
in

cl
ud

ed
 IG

14
R

ib
ei

ro
b 20

14
So

ut
h 

A
m

er
ic

a

48 45
 (3

)
10

0%
 fe

m
al

e,
 0

%
 

m
al

e
un

iv
er

si
ty

 h
os

pi
ta

l
66

.7
%

RC
T​

O
th

er
 IG

 w
ith

 
in

di
vi

du
al

 
co

ac
hi

ng
 

(R
ib

ei
ro

 
a.

) +
 pa

ss
iv

e 
C

G
 +

 C
G

 w
ith

 
ae

ro
bi

c 
tra

in
in

g
Pr

e/
po

st/
fo

llo
w

-u
p 

af
te

r 
6 

m
on

th
s

In
cr

ea
se

 in
 P

A
 

&
 re

du
ct

io
n 

of
 

an
th

ro
po

m
et

ric
 

m
ea

su
re

s
N

on
e

12
 w

ee
ks

8 
in

te
ra

ct
io

ns
(8

 g
ro

up
 se

ss
io

ns
 

(w
ith

 1
2p

) a
t 

60
 m

in
.)

1 ×
 w

ith
 1

-w
ee

k 
in

te
rv

al
 in

 w
ee

k 
1–

6,
 1

 ×
 w

ith
 

2-
w

ee
k 

in
te

rv
al

 
in

 w
ee

k 
7 

an
d 

8

G
ro

up
Ft

f
B

oo
kl

et
 +

 st
ep

 
di

ar
y

–
5 In

fo
rm

at
io

n 
ab

ou
t h

ea
lth

 
co

ns
eq

ue
nc

es
, 

pr
ob

le
m

 so
lv

-
in

g,
 g

oa
l s

et
tin

g,
 

so
ci

al
 su

pp
or

t, 
se

lf-
m

on
ito

rin
g

Tr
ai

ne
d 

pr
of

es
-

si
on

al
 h

ea
lth

 
ca

re
 c

oa
ch

To
ta

l n
um

be
r o

f s
te

ps
, 

ste
ps

 p
er

fo
rm

ed
 a

t 
m

od
er

at
e 

in
te

ns
ity

 
le

ve
ls

 (f
re

qu
en

cy
 >

 11
0 

ste
ps

 p
er

 m
in

.)
(p

ed
om

et
er

: D
ig

iw
al

ke
r, 

Po
w

er
 W

al
ke

r M
od

el
 

61
0)

15
St

er
nf

el
d

20
09

N
or

th
 

A
m

er
ic

a

19
5

45
.3

 y
ea

rs
 (1

0.
2)

76
%

 fe
m

al
e,

 2
4%

 
m

al
e

he
al

th
 c

ar
e 

de
liv

er
y 

co
m

pa
ny

50
.2

%

RC
T​

2 
ot

he
r I

G
s 

(fa
t, 

fr
ui

ts
/

ve
g.

) +
 C

G
 

(in
di

vi
du

al
iz

ed
 

fe
ed

ba
ck

 o
n 

di
et

ar
y 

&
 P

A
 

be
ha

vi
or

)
Pr

e/
po

st/
fo

llo
w

-u
p 

af
te

r 
4 

m
on

th
s

In
cr

ea
se

 in
 P

A
 &

 
im

pr
ov

em
en

t o
f 

di
et

ar
y 

be
ha

vi
or

 
(d

iff
er

en
t 

gr
ou

ps
)

N
on

e

16
 w

ee
ks

12
 in

te
ra

ct
io

ns
(1

2 
em

ai
ls

)
B

iw
ee

kl
y 

fo
r 

2 
m

on
th

s, 
th

en
 e

ve
ry

 
ot

he
r w

ee
k 

fo
r 

2 
m

on
th

s

In
di

vi
du

al
M

es
sa

gi
ng

 
(e

m
ai

l)
In

te
ra

ct
iv

e 
in

fo
rm

at
iv

e 
w

eb
si

te

TT
M

6 G
oa

l s
et

tin
g,

 
in

fo
rm

at
io

n 
ab

ou
t h

ea
lth

 
co

ns
eq

ue
nc

es
, 

se
lf-

m
on

ito
rin

g,
 

pr
ob

le
m

 so
lv

-
in

g,
 b

eh
av

io
r 

su
bs

tit
ut

io
n,

 
di

sc
re

pa
nc

y 
be

tw
ee

n 
cu

rr
en

t 
be

ha
vi

or
 a

nd
 

go
al

N
ot

 re
po

rte
d

To
ta

l a
ct

iv
ity

 in
 M

ET
-

m
in

. p
er

 w
ee

k,
 m

od
er

-
at

e 
PA

 in
 m

in
. p

er
 

w
ee

k,
 v

ig
or

ou
s P

A
 in

 
m

in
. p

er
 w

ee
k,

 w
al

ki
ng

 
in

 m
in

. p
er

 w
ee

k
(q

ue
sti

on
na

ire
: P

A
Q

)

16
Tu

ck
er

a 20
16

N
I

27 43
 y

ea
rs

 (1
2.

4)
10

0%
 fe

m
al

e,
 0

%
 

m
al

e
am

bu
la

to
ry

 c
lin

ic
 

nu
rs

in
g

85
.7

%

RC
T​

C
ro

ss
-o

ve
r 

(T
uc

ke
r a

. +
 b.

)
Pr

e/
po

st/
fo

llo
w

-u
p 

af
te

r 
6 

m
on

th
s

In
cr

ea
se

 in
 P

A
 &

 
de

cr
ea

se
 in

 S
EB

 
&

 im
pr

ov
em

en
t 

of
 b

od
y 

co
m

po
-

si
tio

n
N

on
e

12
 w

ee
ks

84
–1

68
 in

te
ra

c-
tio

ns
(1

–2
 m

es
sa

ge
s 

pe
r d

ay
)

In
di

vi
du

al
M

es
sa

gi
ng

 (S
M

S)
EA

R
LY

 T
EX

-
TI

N
G

W
or

ks
ta

tio
n 

tre
ad

m
ill

, W
ii™

 
vi

de
o 

ga
m

e 
sy

ste
m

, s
ta

ir 
cl

im
bi

ng
, w

al
k-

in
g 

m
ee

tin
gs

–
2 G

oa
l s

et
tin

g,
 

m
on

ito
rin

g 
of

 
ou

tc
om

e(
s)

 o
f 

be
ha

vi
or

 w
ith

-
ou

t f
ee

db
ac

k

Tr
ai

ne
d 

pr
of

es
-

si
on

al
 sc

ie
n-

tifi
c 

co
ac

h

M
od

er
at

e 
ac

tiv
ity

, v
ig

or
-

ou
s a

ct
iv

ity
, a

ct
iv

e 
en

er
gy

 e
xp

en
di

tu
re

 
(M

ET
s)

, s
te

ps
 p

er
 h

ou
r 

of
 ti

m
e 

aw
ak

e 
(a

ve
r-

ag
es

 p
er

 d
ay

, %
 ti

m
e)

 
(a

cc
el

er
om

et
er

: S
W

A
 

M
in

i)



559Journal of Occupational Rehabilitation (2023) 33:550–569	

1 3

Ta
bl

e 
2  

(c
on

tin
ue

d)

N
o

A
ut

ho
r 

Ye
ar

C
on

tin
en

t

Sa
m

pl
e 

ch
ar

ac
te

r-
ist

ic
s  

(s
am

pl
e 

si
ze

, a
ge

 
(M

 +
SD

), 
ge

n-
de

r, 
 p

ro
fe

ss
io

na
l 

se
ct

or
,re

sp
on

se
 ra

te
)

St
ud

y 
de

si
gn

(d
es

ig
n,

 c
on

tro
l 

gr
ou

p,
 fo

llo
w

 u
p)

G
oa

ls
Ti

m
e 

sc
op

e 
of

 
co

ac
hi

ng
(d

ur
at

io
n 

of
 

in
te

rv
en

tio
n,

 to
ta

l 
nu

m
be

r a
nd

 d
ur

a-
tio

n 
of

 in
te

ra
c-

tio
ns

, f
re

qu
en

cy
)

O
rg

an
iz

at
io

n 
of

 
co

ac
hi

ng
(in

te
rv

en
tio

n 
se

tti
ng

, c
om

m
u-

ni
ca

tio
n 

ch
an

ne
l, 

co
ac

hi
ng

 m
at

er
ia

l, 
ad

di
tio

na
l v

ol
un

-
ta

ry
 in

te
rv

en
tio

ns
)

Th
eo

ry
B

C
Ts

C
oa

ch
O

ut
co

m
es

(p
lu

s m
ea

su
re

m
en

t)
B

eh
av

io
r 

ad
dr

es
se

d 
in

 
co

ac
hi

ng
 in

 
in

cl
ud

ed
 IG

17
Tu

ck
er

b 20
16

N
I

13 42
.2

 y
ea

rs
 (1

2)
10

0%
 fe

m
al

e,
 0

%
 

m
al

e
am

bu
la

to
ry

 c
lin

ic
 

nu
rs

in
g

85
.7

%

RC
T​

C
ro

ss
-o

ve
r 

(T
uc

ke
r a

. +
 b.

)
Pr

e/
po

st/
fo

llo
w

-u
p 

af
te

r 
6 

m
on

th
s

In
cr

ea
se

 in
 P

A
 &

 
de

cr
ea

se
 in

 S
EB

 
&

 im
pr

ov
em

en
t 

of
 b

od
y 

co
m

po
-

si
tio

n
N

on
e

12
 w

ee
ks

84
–1

68
 in

te
ra

c-
tio

ns
(1

–2
 m

es
sa

ge
s 

pe
r d

ay
)

In
di

vi
du

al
M

es
sa

gi
ng

 (S
M

S)
LA

TE
 T

EX
TI

N
G

W
or

ks
ta

tio
n 

tre
ad

m
ill

, W
ii™

 
vi

de
o 

ga
m

e 
sy

ste
m

, s
ta

ir 
cl

im
bi

ng
, w

al
k-

in
g 

m
ee

tin
gs

–
2 G

oa
l s

et
tin

g,
 

m
on

ito
rin

g 
of

 
ou

tc
om

e(
s)

 o
f 

be
ha

vi
or

 w
ith

-
ou

t f
ee

db
ac

k

Tr
ai

ne
d 

pr
of

es
-

si
on

al
 sc

ie
n-

tifi
c 

co
ac

h

M
od

er
at

e 
ac

tiv
ity

, v
ig

or
-

ou
s a

ct
iv

ity
, a

ct
iv

e 
en

er
gy

 e
xp

en
di

tu
re

 
(M

ET
s)

, s
te

ps
 p

er
 h

ou
r 

of
 ti

m
e 

aw
ak

e 
(a

ve
r-

ag
es

 p
er

 d
ay

, %
 ti

m
e)

 
(a

cc
el

er
om

et
er

: S
W

A
 

m
in

i)

BC
T 

be
ha

vi
or

 c
ha

ng
e 

te
ch

ni
qu

e,
 C

G
 c

on
tro

l g
ro

up
, f

tf 
fa

ce
-to

-fa
ce

, H
PL

P-
II

 H
ea

lth
-P

ro
m

ot
in

g 
Li

fe
sty

le
 P

ro
fil

e 
II

 q
ue

sti
on

na
ire

, H
R 

he
ar

t r
at

e,
 IG

 in
te

rv
en

tio
n 

gr
ou

p,
 IP

AQ
 In

te
rn

at
io

na
l P

hy
si

-
ca

l A
ct

iv
ity

 Q
ue

sti
on

na
ire

, M
 m

ea
n,

 M
ET

 m
et

ab
ol

ic
 e

qu
iv

al
en

t o
f t

as
k,

 M
VP

A 
m

od
er

at
e-

to
-v

ig
or

ou
s 

ph
ys

ic
al

 a
ct

iv
ity

, N
I n

o 
in

fo
rm

at
io

n,
 P

A 
ph

ys
ic

al
 a

ct
iv

ity
, P

AQ
 p

hy
si

ca
l a

ct
iv

ity
 q

ue
sti

on
-

na
ire

, p
ro

fe
ss

io
na

l c
oa

ch
 h

ol
di

ng
 a

 d
eg

re
e +

 tr
ai

ne
d 

in
 c

oa
ch

in
g,

 R
C

T​ 
ra

nd
om

iz
ed

 c
on

tro
lle

d 
tri

al
, S

C
T 

so
ci

al
 c

og
ni

tiv
e 

th
eo

ry
, S

D
 s

ta
nd

ar
d 

de
vi

at
io

n,
 S

D
T 

se
lf-

de
te

rm
in

at
io

n 
th

eo
ry

, S
EB

 s
ed

-
en

ta
ry

 b
eh

av
io

r, 
SW

A 
Se

ns
ew

ea
r®

 A
rm

ba
nd

, T
TM

 tr
an

st
he

or
et

ic
al

 m
od

el



560	 Journal of Occupational Rehabilitation (2023) 33:550–569

1 3

only one study with exclusively male participants (Table 2, 
intervention 5). Two studies provided no indication of gen-
der (Table 2; interventions 6, 8, 9). The participants’ median 
age ranged from 38.3 to 58.9 years. Overall, in 11 studies 
the participants’ median age was between 40 and 50 years 
(Table 2; interventions 1, 2, 3, 5, 7, 10–17). Employees were 
recruited from health care organizations (Table 2; interven-
tions 1, 3, 10, 13–17), universities (Table 2; interventions 
2, 8, 9, 12), the production sector (Table 2; interventions 6, 
7), the transportation sector (Table 2; interventions 4, 5), 
as well as “other services” [municipal services (Table 2, 
intervention 11)]. Response rates at the last measurement 
point ranged between 42 and 100% (M = 77%). Eleven stud-
ies had a response rate > 70% (Table 2; interventions 1, 2, 
5–13, 16, 17).

Study Design

Nine of the 14 studies were randomized controlled trials 
(RCTs) (Table 2; interventions 3, 7–17). The remaining stud-
ies were non-randomized trials (Table 2; interventions 1, 2, 
4–6).

Among the RCTs, different control group designs were 
used [passive control groups (Table 2; interventions 7, 10)], 
additional intervention group(s) (Table 2; interventions 7, 
8, 9, 13–17), active control group (Table 2; interventions 3, 
11, 12). The non-RCTs also included different groups in the 
studies (no control group (Table 2; interventions 2, 4, 5), 
an active control group (Table 2, intervention 6), a passive 
control group (Table 2, intervention 1)].

Regarding their follow-up measurement, nine studies 
measured effects before and after the intervention (Table 2; 
interventions 2–4, 6–12) with five studies applying a follow-
up measurement [after eight weeks (Table 2, intervention 5), 
after four months (Table 2, intervention 15), after 6 months 
(Table 2; interventions 1, 13, 14, 16, 17)].

Goals and Behaviors Addressed in Coaching

In terms of goals, increasing PA is the only objective 
reported in five of the 17 interventions2 (Table 2; interven-
tions 1, 4, 6, 10, 12). Nine interventions reported the evalu-
ation of other variables and additional goals, such as the 
reduction of sedentary (Table 2; interventions 2, 3, 7, 16, 17) 
and dietary behavior (Table 2, intervention 5) or the exami-
nation of mental health (Table 2; interventions 7–9, 11).

In terms of behaviors addressed in coaching, 13 interven-
tions solely targeted PA behavior (Table 2; interventions 1, 
4, 6–10, 12, 13–17). The other four addressed additional 
behaviors, such as sedentary and dietary, stress, and smok-
ing behavior in their coaching (Table 2; interventions 2, 3, 
5, 11).

Time Scope of Coaching

The scope of coaching, including the duration of the inter-
vention, the total number of interactions, the duration and 
frequency of the interactions, was very heterogeneous. The 
duration of PA coaching ranged from two to 36 weeks with 
the most common frequency being 12 weeks (Table 2; inter-
ventions 1, 6, 8, 9, 13, 14, 16, 17). The total number of inter-
actions ranged from two to 168 interactions. Eleven inter-
ventions had two to 12 interactions (Table 2; interventions 
1, 4, 5, 7–9, 11, 12–15), and six interventions had more than 
84 to 168 interactions (Table 2; interventions 2, 3, 6, 10, 16, 
17). In three of the 17 interventions, wide ranges of interac-
tions between e-coach and coachee were reported, because 
in these cases the coachees themselves determined how 
often they “approached” their e-coach (Table 2; interven-
tions 10, 16, 17). To ensure comparability, the total highest 
number of interactions was therefore reported in this review. 
The frequency of coaching interactions (meaning how often 
interactions between coach and coachee occurred during the 
duration of the intervention) was regular (daily, biweekly, 
triweekly) in eight of the included interventions (Table 2; 
interventions 1, 2, 3, 6, 10, 15 at the beginning, 16, 17). In 
seven interventions, interactions were more frequent in the 
initial phase and then subsided with the intervention period 
(Table 2; interventions 4, 5, 8, 9, 12, 14, 15 at the end). 
Three interventions did not provide any information on the 
frequency of coaching contacts (Table 2; interventions 7, 
11, 13).

Organization of Coaching

The organization of coaching, which involves the setting, 
communication channel, additional coaching materials, or 
additional voluntary interventions to increase workplace 
PA, also varied widely across all interventions. Thirteen 
of the 17 interventions included were individual inter-
ventions (Table 2; interventions 1, 2, 3, 6, 8–13, 15–17), 
one was a group intervention (Table 2, intervention 14), 
and three were combinations (Table 2; interventions 4, 5, 
7). The choice of communication channel varied widely 
across interventions ranging from exclusively face-to-face 
communication (6 times) (Table 2; interventions 4, 7, 8, 
11, 13, 14), mobile app (2 times) (Table 2; interventions 
2, 3), messaging (4 times) (Table 2; interventions 10, 
15, 16, 17), or a combination thereof (5 times) (Table 2; 
interventions 1, 5, 6, 9, 12). Nine interventions used addi-
tional materials for coaching, such as brochures/leaflets/
workbooks (Table 2; interventions 1, 4, 6, 8, 9, 11–14), a 
website with written information (Table 2; interventions 
10, 15), or an activity/step diary (Table 2; interventions 
4, 13, 14). Additional voluntary interventions to increase 
workplace PA next to PA coaching were also integrated 
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into some interventions. Examples were walking meetings 
(5 times) (Table 2; interventions 7–9, 16, 17), exercise 
sessions/PA programs (1 time) (Table 2, intervention 7), 
stair climbing (Table 2; interventions 16, 17), provision 
of a company bike and sit-stand desks (1 time) (Table 2, 
intervention 7), or a workstation treadmill and a video 
game system (2 times) (Table 2; interventions 16, 17).

Figure 2 presents an overview of the communication 
channels used in the interventions, the duration of the inter-
ventions, and the number of interactions

Theory

Of the 17 interventions, five were based on a psychologi-
cal theory (TTM: (Table 2; interventions 11, 12, 15), SCT: 
(Table 2, intervention 4), SDT: (Table 2, intervention 1).

Behavior Change Techniques

Seventeen BCTs were identified throughout all interventions. 
The number of identified BCTs per intervention ranged 
from one to nine techniques. The six most frequently used 
techniques were goal setting (14 times), self-monitoring (of 
behavior and outcomes of behavior) (11 times), feedback 
(on behavior and outcomes of behavior) (9 times), informa-
tion about health consequences (8 times), social support (7 
times), and problem solving (7 times). The most frequently 
used combinations of BCTs were goal setting and self-mon-
itoring (11 times), goal setting and information about health 
consequences (8 times), goal setting and feedback, goal set-
ting and social support, and self-monitoring and feedback 
(6 times each) (Online Resource Table 4).

Coach

The interventions used different types of coaches. They 
included coaching by personal contact with scientific per-
sonnel (6 times) (Table 2; interventions 1, 5, 8, 9, 16, 17) or 
health care personnel (6 times) (Table 2; interventions 4, 7, 
11–14). Other four interventions relied on an e-coaching sys-
tem (Table 2; interventions 2, 3, 6, 10). Two did not mention 
their type of coach [Table 2; interventions 6 (no information 
about face-to-face coach), 15)].

Outcomes

PA outcomes as well as their measurements varied widely 
across all studies. Eight studies measured their PA outcomes 
(e.g., total energy expenditure, time spent walking or being 
active, numbers of flights of stairs and daily steps) objec-
tively using different versions of accelerometers (Table 2; 
interventions 2, 3, 5, 7, 10, 16, 17) and pedometers (Table 2; 

interventions 4, 13, 14). Four studies used subjective meas-
urement methods (questionnaires) (Table 2; interventions 8, 
9, 11, 12, 15). The rest used a combination of both (Table 2; 
interventions 1, 6).

Effects of Interventions on PA Outcomes

All 17 interventions indicated an increase in at least one 
PA outcome (Table 3). In terms of workplace PA, all but 
one intervention had an improvement in at least one work-
place PA3 outcome (Table 3; interventions 1–8, 10–17). The 
intervention (Table 3, intervention 9) that did not yield an 
increase in workplace or total PA had an increase in leisure 
time PA only. Twelve of the 17 interventions indicated sig-
nificant improvements in at least one workplace PA3 out-
come after the intervention (Table 3; interventions 1, 3, 4, 6, 
8, 10–16). Seven of these interventions showed a significant 
effect over time (Table 3; interventions 1, 3, 4, 6, 8, 11, 
16), and eight showed a significant effect against another 
intervention group (Table 3; interventions 8, 14) or against 
a control group (Table 3; interventions 1, 6, 10, 12–15).

Risk of Bias

After the initial assessment of risk of bias, the two raters 
who assessed study quality had an overall agreement on RoB 
2 of 84.2% and on ROBINS-I of 92.9%. After a discussion 
meeting, there was agreement on all domains of the two 
instruments (Fig. 3 and 4).

Of nine RCTs assessed with the RoB 2 tool, five studies 
(Table 3; interventions 3, 10, 11, 12, 15) received a high risk 
of bias rating. The other four studies (Table 3; interventions 
7–9, 13, 14, 16, 17) were rated as having some concerns. 
Study limitations and consequently a high risk of bias were 
due to deviations from intended interventions, missing out-
come data, and the inappropriate measurement of outcomes.

Of five non-RCTs evaluated using the ROBINS-I tool, 
one (Table 3, intervention 1) received a critical risk of bias 
rating and the other four (Table 3; interventions 2, 4, 5, 6) 
a moderate risk of bias rating. Among the non-RCTs, the 
limitations of studies associated with a high risk of bias were 
due to deviations from intended interventions and due to 
confounding.

3  In some interventions, workplace PA is measured separately; in 
other interventions, it is measured as part of the total PA outcomes.



562	 Journal of Occupational Rehabilitation (2023) 33:550–569

1 3

Ta
bl

e 
3  

S
um

m
ar

y 
of

 in
te

rv
en

tio
n 

eff
ec

ts
 o

n 
PA

 a
nd

 ri
sk

 o
f b

ia
s a

ss
es

sm
en

t



563Journal of Occupational Rehabilitation (2023) 33:550–569	

1 3

Ta
bl

e 
3  

(c
on

tin
ue

d)

C
G

 =
 co

nt
ro

l 
gr

ou
p,

 I
G

 =
 in

te
rv

en
tio

n 
gr

ou
p,

 M
ET

 =
 m

et
ab

ol
ic

 e
qu

iv
al

en
t 

of
 t

as
k,

 M
V

PA
 =

 m
od

er
at

e-
to

-v
ig

or
ou

s 
ph

ys
ic

al
 a

ct
iv

ity
, 

ob
j. =

 ob
je

ct
iv

el
y 

(m
ea

su
re

d)
, 

PA
 =

 ph
ys

ic
al

 a
ct

iv
ity

, 
V

PA
 =

 vi
go

ro
us

 p
hy

si
ca

l a
ct

iv
ity

,  
* =

 si
gn

ifi
ca

nt
 in

cr
ea

se
 in

 th
is

/th
es

e 
PA

 o
ut

co
m

e(
s)

, =
 in

cr
ea

se
 in

 th
is

/th
es

e 
PA

 o
ut

co
m

e(
s)

, 
 =

 m
od

er
at

e 
ris

k 
of

 b
ia

s 
(R

O
B

IN
S-

I)
, 

 =
 so

m
e 

co
nc

er
ns

 in
 

ris
k 

of
 b

ia
s (

Ro
B

 2
), 

 =
 cr

iti
ca

l r
is

k 
of

 b
ia

s (
RO

B
IN

S-
I)

, �
 =

 hi
gh

 ri
sk

 o
f b

ia
s (

Ro
B

 2
)



564	 Journal of Occupational Rehabilitation (2023) 33:550–569

1 3

Discussion

The aim of this review was to summarize previous workplace 
PA coaching interventions that aim to increase health-enhanc-
ing PA in the workplace. Included studies were longitudinal 
intervention studies. The intervention had to be PA coaching in 
the workplace, which had to be either web-/telephone-/mobile-
based, or in person. The coaching had to include at least one 
interaction between coach and coachee, and it could either be 
individual or group coaching. The intervention had to aim at 
increasing health-enhancing PA in the workplace (plus optional 
leisure time PA, subjectively and/or objectively assessed) and 

be addressed toward sedentary employees. Thus, the present 
review provides an up-to-date overview of workplace PA 
coaching interventions, their compositions, and effectiveness.

As its main result, this review shows a wide variety of 
different compositions of PA coaching interventions in the 
workplace. These interventions varied greatly within the 
resources (e.g., organizational coaching parameters) and the 
activities (e.g., BCTs), thereby illustrating the diversity of 
PA coaching interventions implemented to date. In terms of 
outputs and outcomes, this review reveals that some stud-
ies have already used coaching in the workplace to increase 
PA. These studies showed positive effects on at least one 

Fig. 2   Overview of types of channels used, duration of interventions, and total number of interactions.  Note. Total number of interactions = the 
highest number on the reported range of interactions between coach and coachee

Fig. 3   Overview of Risk of 
Bias of Randomized Controlled 
Studies by Domains
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PA outcome, but some showed only small changes. Overall, 
this review demonstrates the potential of PA coaching as 
a multifaceted workplace intervention with a high degree 
of individualization of parameters for different employee 
groups and different types of workplaces to increase PA.

In terms of the resources such as the organizational coach-
ing parameters, this review found that a high variety of differ-
ent communication channels (e.g., face-to-face/app/combina-
tions) was integrated. Even though most studies substantiated 
their choice of communication channel, some did not provide 
any rationale (e.g., [51–53]). One good example are Poirier 
et al. [54], who substantiated their messaging intervention 
with benefits such as a great outreach at low cost and a “con-
siderable public health impact” (p. 2). Other examples ([50]
a, b.; [55]) integrated their e-coaching and PA into the work 
routines of employees to make the coaching as enjoyable 
and effective as possible. In order to understand the choice 
for a particular communication channel in a workplace PA 
coaching intervention, it is important that the rationale for this 
choice is also transparent to other researchers or practitioners.

Furthermore, it can be assumed that the resources com-
munication channel and time scope parameters of coaching 
(e.g., the number of interactions) are interrelated, as, for 
example, coaching with an e-coach can provide "around-
the-clock coaching" with many interactions in a shorter time 
period [45] in contrast to coaching with face-to-face contact. 
This "around-the-clock coaching" was found in interventions 
that used messaging, apps, or combinations thereof as com-
munication channels (Fig. 2). However, e-coaching inter-
ventions based on messaging also eliminate the face-to-face 
contact that Wolever et al. [14] emphasize in their health 
coaching definition. The selection of the communication 
channel and consequently the number of interactions both 
depend on the specific coaching goals and organizational 
circumstances (e.g., the preferences and working routines of 
the target group, costs, or the technical possibilities).

In terms of activities, a variety of BCTs were used, but the 
reasons behind the choices for these techniques are crucial. 

Some researchers derived their BCTs theoretically or practi-
cally well. In terms of theory, SDT [51] and SCT [52] were 
used to derive BCTs. In terms of practical approaches, schol-
ars [52, 56] used a practical community-based participatory 
research approach to engage the target population and/or 
other stakeholders. They identified and categorized the tech-
niques needed to increase PA from the target population’s/
stakeholders’ perspective. Other included interventions used 
pre-designed protocols/programs to develop their interven-
tion, e.g., a PACE protocol (Patient-Centered Assessment 
and Counseling for Exercise protocol; Caparosa and Thomp-
son 1999 in [57]) or the ALIVE program (A Lifestyle Inter-
vention Via E-mail; Block et al. 2008 in [58]). In conclu-
sion, there are different ways to justify integrated BCTs so 
far; however, there is no gold standard yet. Whether concept 
developers take the practical, theoretical or empirical route 
to justifying BCTs, it is particularly important to consider 
the target groups and individuals in the final developmental 
step.

It is difficult to draw conclusions about which BCTs and 
which combinations of BCTs are most effective due to the 
diversity as well as the interrelation of the different coaching 
parameters within the different interventions. This is con-
sistent with a recent meta-review by Spring et al. [59], who 
similarly found little evidence for the isolated effectiveness 
of single BCTs in promoting PA, because there was no evi-
dence for one BCT evaluated in more than one meta-analysis 
whose inclusion in PA interventions was associated with 
better outcomes.

Moreover, in some included studies—in addition to 
coaching—other activities such as organized voluntary 
interventions were implemented to increase workplace PA. 
Examples of these interventions include bike routes around 
campus ([60] a. & b.), treadmills in the workplace ([50] a. 
& b.), and sports promoters in departments [53, 60] a. & b.]. 
These interventions demonstrate that PA can be integrated 
well into the workplace. To conclude, the implementation of 
additional voluntary interventions can facilitate the increase 

Fig. 4   Overview of Risk of Bias 
of Non-Randomized Controlled 
Studies by Domains
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in physical activity targeted by coaching and should always 
be considered in coaching concepts.

In addition to these voluntary workplace interventions, 
some interventions also integrated additional techniques to 
increase PA during leisure time, e.g., techniques that aim at 
increasing PA in the active transportation context or leisure 
context [58, 61] a. & b.]. Thus, workplace PA coaching ide-
ally targets PA in all contexts, such as leisure and active 
transportation, so that a transfer effect can take place and a 
PA increase is present in each context.

Lastly, the included studies showed a great outreach to 
people of many age groups (up to retirement), different 
genders, sectors, and social classes. In this review, among 
others, employees of health care companies, pharmacies, 
but also universities, airlines, and ambulatory clinic ser-
vices are represented. This overcomes the barrier to PA-
enhancing interventions of limited accessibility to different 
groups of people [18] and shows that workplace PA coach-
ing can address many different groups of people. However, 
groups of people that are typically not included in work-
place PA coaching are unemployed persons, pensioners, self-
employed persons, children, and young adolescents. Future 
reflection and research should therefore address workplace-
like settings in which PA coaching can be integrated to reach 
these non-working target groups.

Although the included studies could not be meta-analyzed 
due to their wide diversity, they appear to have a positive 
impact on workplace PA. With the exception of one inter-
vention, all interventions showed either positive effects for 
at least one workplace or total PA outcome (e.g., active 
transportation, total energy expenditure, or weekday step 
count) either over time or compared to other active or pas-
sive control groups. This output supports the evidence that 
coaching interventions are able to increase PA in sedentary 
employees just as in other target groups [40, 41]. Moreover, 
another output is acceptability of the included interven-
tions that has been shown through relatively high response 
rates (M = 77%) which indicate high adherences of the tar-
get groups for intervention studies. Reasons for these high 
adherence rates could be, first, the interactivity, individual-
ity, and person-centeredness that characterize the coaching 
interventions included here [14], and second, the many dif-
ferent coaching parameters described, each of which can be 
modified to suit the occupational target group.

Limitations

Limitations of this review relate primarily to the difficulty 
of comparing the included interventions. This difficulty has 
also been acknowledged in other reviews (e.g., [14]) and 
can mostly be attributed to two main issues: 1) the different 
goals of the interventions; and 2) the varying intervention 
descriptions.

The different goals of the interventions are problematic 
because they lead to different intervention implementations 
and different BCTs, making their comparability difficult. 
Some interventions only aim at evaluating PA coaching and 
related PA behavior, while other interventions additionally 
evaluate other behaviors, such as sedentary or dietary behav-
ior or the improvement of parameters such as fat mass. In 
terms of PA and sedentary behavior, it can further be dis-
cussed to what extent there is a difference between increas-
ing PA and decreasing sedentary behavior, because decreas-
ing sedentary behavior actually also aims at increasing PA.

The varying intervention descriptions further complicate 
the comparison of the different interventions. In particular, 
some intervention descriptions [51, 54–56, 58, 62, 63] were 
formulated in a detailed and comprehensible manner. Inad-
equate intervention descriptions make replication studies 
infeasible and do not add much value to practitioners or 
other researchers. In some cases, intervention descriptions 
were not described properly and so inadequate that only one 
BCT could be detected and inferred (e.g., [57]), whereas 
others were detailed enough so that up to 9 BCTs could be 
identified [56].

In addition to the limitations concerning the intervention 
level, there are also some limitations that regard the study 
design, as the risk of bias results show. First, there were 
deviations from intended interventions, as both participants 
(in this case, coachees) and carers/people delivering the 
interventions (in this case, coaches) could not be blinded 
to a coaching intervention. Second, most study publications 
did not provide evidence that the results were not biased by 
missing outcome data. Third, some study results are limited 
due to problematic outcome measures, such as less feasible 
accelerometers (incorrect carrying position on body; [62]) 
or mere subjective measurement of PA ([60] a. & b.; [57, 
58, 64]).

Two limitations that generally apply to reviews must also 
be considered when interpreting the results. First, our litera-
ture search was restricted to academic articles published in 
English and German. This may have resulted in the exclu-
sion of relevant studies published in other languages or in 
gray literature sources. Second, there is a risk for publication 
bias, as interventions that yield a negative or insignificant 
outcome are less likely to be published [65].

Strengths

The strengths of this review are, on the one hand, the provi-
sion of the first general overview of the state of the literature 
on workplace PA coaching to increase PA in the workplace. 
Second, the Cochrane tools RoB 2 [48] and ROBINS-I [49] 
were used to assess the risk of bias. These are validated 
but challenging to implement even for raters with exten-
sive experience [66, 67]. A third strength regards the high 
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interrater reliability between the two raters of the studies 
(RoB 2: 84.2%, ROBINS-I: 92.9%).

Recommendations for Practice

Two features for recommendations for practice are particu-
larly noteworthy when considering, in particular, those stud-
ies that show significant effects against a control group or 
another intervention group. The first feature of these studies 
is a combination of BCTs, more specifically goal setting, 
self-monitoring, and problem solving. These techniques 
have both a motivational, as well as a volitional focus, and 
therefore form a good basis for health behavior change [68]. 
The second feature concerns the communication channel. 
Face-to-face coaching alone or in combination with mes-
saging, phone calls or an app should take precedence over 
digital-only coaching. Face-to-face enables a more inten-
sive personal relationship, which Wolever et al. [14] already 
emphasized in their coaching definition.

Recommendations for Future Research

Some included studies provided inadequate intervention 
descriptions, making the actual coaching difficult to under-
stand or replicate. A possible approach would be to use a 
unified language for BCTs as tools for coaching programs 
[69]. One possibility for a collection of such techniques 
would be the taxonomy by Michie et al. [32], which was 
developed in a Delphi survey with behavior change experts.

In addition to the insufficient intervention descriptions, 
many derivations of the interventions were not comprehen-
sible. It is useful for both other researchers and practitioners 
to comprehend why specific techniques were used and com-
bined with others to understand the theoretical mechanisms 
underlying the effects. One approach is to derive and combine 
different BCTs according to health behavior change theories 
(HAPA; [70]) by implementing motivational techniques (e.g., 
goal setting) to form the intention and volitional techniques 
(e.g., action planning) in order to support the implementation 
of this intention. As a second approach, some studies used a 
community-based participatory research approach with the 
help of group conversations (e.g., [56]) to develop the coach-
ing intervention based on a needs assessment prospectively. 
Both approaches could be used in future coaching interven-
tions to allow for the development of a coaching intervention 
that is tailored to the needs and desires of the participants.

Only a few included studies integrated a follow-up phase 
with additional measurements. These additional phases and 
measurements are important in order to evaluate the long-
term effectiveness of future coaching interventions because 
only long-term intervention effects show lasting success.

The individual interventions included considered coach-
ing resources (e.g., organizational coaching parameters), 

coaching activities (e.g., BCTs) and coaching outputs 
(increasing PA), but there is little information on the out-
comes of the interventions, such as the psychological and 
physical improvements of increased physical activity behav-
ior on well-being or job satisfaction. In this review, only 
one study [63] examined worker's productivity as an out-
come. Future research should therefore also consider and 
co-evaluate the short-, medium-, and long-term effects of 
the interventions.

Conclusion

In conclusion, this overview shows that coaching has already 
been used in some studies to increase the PA of employ-
ees, all with positive effects in at least one variable, whereby 
some only led to low changes in certain variables. This paper 
is the first review to provide an overview of the current state 
of the literature on workplace PA coaching and shows a range 
of different coaching interventions and their compositions, 
including different resources (e.g., organizational coaching 
parameters) and activities (e.g., BCTs). Due to the resulting 
different coaching approaches, where each parameter can be 
changed individually, PA coaching in the workplace can con-
tribute to the improvement of employees' PA. The workplace 
could thus become another coaching setting besides schools, 
health care organizations or community centers to counteract 
the lack of PA in everyone's daily life.
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