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Live Well! Bien Vivre! uses a community-based 
approach to support the prevention and manage-
ment of chronic diseases, with a particular focus 
on diabetes. 

Launched in November 2012, the project supports 
individual wellness, including healthy eating,  
active living, mental fitness and tobacco-free  
living. Emphasis is on primary prevention for 
those most at risk of developing chronic diseas-
es, including diabetes, and secondary prevention 
for those at risk of complications from insufficient 
self-management. 

Live Well! Bien Vivre! is a partnership of the  
Canadian Diabetes Association, Medavie Health 
Foundation and the Province of New Brunswick. 

The project introduces Health Coaches into six tar-
geted regions in New Brunswick and links their 
work with community-based resources and exist-
ing Canadian Diabetes Association programs. 

Live Well! Bien Vivre! focuses on six regions:  
Acadian Peninsula, Miramichi Region, Moncton 
Region, Northwest, Saint John Region and the 
Upper River Valley.

A MessAge froM 
the Live WeLL!  
Bien vivre! teAM

Diabetes and chronic disease 
self-management present a  
significant challenge to the  
health-care system and to those 
individuals living with a chronic 
disease. Through the shared  
vision of our funding partners, 
the Canadian Diabetes  
Association, Medavie Health 
Foundation and the Province of 
New Brunswick, a three-year  
pilot program was developed. 
Live Well! Bien Vivre! was  
designed to empower people  
to take control of their wellness 
and make healthy, sustainable 
behaviour changes to prevent  
and manage chronic illness.  

This report provides background 
and context on Live Well! Bien 
Vivre! and highlights the results 
we’ve seen in the first half of  
the pilot. 

To our project partners and  
community stakeholders: thank 
you for your support of the  
project so far. We’re optimistic 
about the future of Live Well!  
Bien Vivre! and the impact it  
can have on the lives of  
New Brunswickers.

Julie Atkinson 
Project Manager
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Live Well! Bien Vivre! project staff. Back row (left to right): Yves Bulger, Claude 
Vautour, Elaine Côté and Chad Duplessie. Front row (left to right): Lesley  
Melanson, Christine Mayrand and Julie Atkinson.
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Live Well! Bien Vivre! Team

Project Manager
Julie Atkinson
(506) 451-1624

julie.atkinson@diabetes.ca

Communications Officer
Ashlee Espenell
(506) 451-1633

ashlee.espenell@diabetes.ca

Programs Manager
Ashley Murphy
(506) 451-1623

ashley.murphy@diabetes.ca

Acadian Peninsula Health Coach
Yves Bulger

(506) 397-4308
yves.bulger@diabetes.ca

Miramichi Region Health Coach
Chad Duplessie
(506) 624-4391

chad.duplessie@diabetes.ca

Moncton Region Health Coach
Claude Vautour
(506) 227-7253

claude.vautour@diabetes.ca

Saint John Region Health Coach
Lesley Melanson

(506) 608-6498
lesley.melanson@diabetes.ca

Upper River Valley Health Coach
Christine Mayrand

(506) 425-0630
christine.mayrand@diabetes.ca

Northwest Health Coach
Elaine Côté

(506) 253-9975
elaine.cote@diabetes.ca

Office

730 McLeod Avenue
Fredericton, NB

E3B 1V5

(506) 452-9009
livewellbienvivre@diabetes.ca

livewellbienvivre.com

As of February 2014, 234 clients had worked 
with a Live Well! Bien Vivre! Health Coach.

Greatest participation was in the Miramichi, 
Moncton, Northwest and Saint John regions.

77% of Health Coach clients live with at least 
one chronic health condition, 63% of whom 
have diabetes.

64% of Health Coach clients met or partially 
met their wellness goals. 

Self-efficacy improves with health coaching.

Participants have improved physical activity 
and healthy eating behaviours while working 
with a Health Coach. 

Group Coaching sessions were piloted across 
the regions in January 2014 and are now an  
integral part of the Health Coach role.

D-Support, a free telephone-based peer support 
program that matches callers with a trained 
volunteer who is also living with or affected by 
diabetes, launched in November 2013.

Over 80 Are you at Risk? diabetes risk assess-
ment initiatives and 67 Healthy Living Series 
presentations were carried out across the  
province as part of the project.
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Seventy-four per cent of adults in New Brunswick are living with at least one chronic health 
condition1. There are more than 84,000 people in New Brunswick who have already been diag-
nosed with diabetes—10 per cent of the population2. The majority of those cases represent people 
with type 2 diabetes, or prediabetes. Obesity is a key risk factor for type 2 diabetes and New 
Brunswick has one of the highest rates of obesity in the country at 25.1 per cent, compared to 
the national average of 18.3 per cent3. Just 52.7 per cent of New Brunswickers report being mod-
erately active or active, and 68.3 per cent are not eating the recommended amount of fruits and 
vegetables every day4. Despite the latest research, improved clinical practice guidelines, revised 
health-care strategies such as collaborative care settings, numerous programs and a wealth of 
evidence-based resources available to health-care professionals and the population at large, the 
incidence and prevalence of diabetes continues to climb.

Although the statistics related to chronic disease and its risk factors are burdensome, it is well 
established that healthy lifestyle practices play a large role in the management and prevention of 
diabetes and chronic disease. In fact, health behaviours account for 40 per cent of an individual’s 
health status4. 

Changing health behaviour logically leads to improved health outcomes, but this requires a 
combination of knowledge and learned skills, which can be difficult to maintain over time. Im-
proving knowledge is necessary, but is often not adequate for behaviour change and self-man-
agement of a chronic disease.  A key component to successful change is self-efficacy, the percep-
tions people hold regarding their own ability to perform successfully in a particular situation7. 
Self-efficacy has been identified as an important determinant of health behaviour, future health 
behaviour and health behaviour change8. Interventions that involve collaborative relationships 
and patient-centered practices are crucial for successful self-management care.

The United Kingdom’s (UK) Health Trainer program has been identified as a successful initia-
tive that involves multi-faceted and customized support to improve self-management skills and, 
ultimately, health behaviours in individuals. Community-based Health Trainers assist people in 
improving health behaviours and habits by helping them redefine the issue and put change into 
actual practice10. Established in 2004, the Health Trainer program has had success and grown 
throughout the UK. 

    Sixty per cent of health care professionals report a need for improvement in self-management  
by people with diabetes, in particular an increase in physical activity (93 per cent), healthier eating  
(91 per cent) and maintaining a healthy body weight (90 per cent)6.

  Lifestyle modifications 
that result in a loss of ap-
proximately five per cent of 
initial body weight can re-
duce the risk of progression  
to type 2 diabetes by almost  
60 per cent5.

We know that...

BUT...

    Moderate-to-high levels of 
physical activity are associated 
with substantial reductions in 
morbidity and mortality in both 
men and women living with both 
type 1 and type 2 diabetes5.

       Nutrition therapy can 
reduce glycated hemoglobin 
(A1C) by 1.0 to 2.0 per cent 
and, when used with other 
components of diabetes care, 
can further improve clinical 
and metabolic outcomes5.

Project BAckground
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The UK evaluation reveals participants had significant increases in fruit and vegetable  
consumption, increased physical activity, increased self-efficacy and well-being, while fried 
food consumption and Body Mass Index (BMI) decreased. Twenty-eight per cent of the Health 
Trainers’ clients were signed off after completing the full plan, 31 per cent achieved mini-goals 
and 15 per cent partially achieved their plan prior to unplanned termination. Of these, the ma-
jority maintained the changes upon follow-up10. 

An essential element of the Health Trainer program was the importance placed on engaging 
with clients on their own terms, in their own communities, and focusing on personal skill  
development. By empowering people to become active in pursuing their own health goals,  
the Health Trainer service has demonstrated success in positive and sustained health behaviour 
changes10.

Based on the UK Health Trainer model, Live Well! Bien Vivre! takes a community approach to 
bridge individuals to the health system with a focus on self-management support.  By empow-
ering individuals to set wellness goals, problem solve and navigate their health-care system,  
the result is informed, activated participants who achieve higher levels of self-efficacy and, 
therefore, better health outcomes. 

This is supported by the Expanded Chronic Care Model that encourages multi-faceted  
approaches and has been proven as an effective model for chronic care11:
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Source: The Expanded Chronic Care Model. http://www.improvingchroniccare.org/index.php?p=The_Chronic_CareModel&s=2



Project structure

Live Well! Bien Vivre! uses a multi-faceted approach to reach people with or at risk of chronic health 
conditions. The program helps encourage and support long-term change in health behaviours through 
one-on-one wellness planning, developing community connections and bridging clients to practical 
information and local resources. 

finAnciALs

Live Well! Bien Vivre! is funded by Medavie Health Foundation, who contribute $184,000 per year 
and New Brunswick’s Department of Health, who contribute $400,000 per year for a three-year term. 
Funding is allocated to personnel (project manager, six Health Coaches, a communications officer 
and part-time programs manager), evaluation, marketing and communications, training and meeting 
costs, and general equipment and programming costs. 

PArtnershiP

Live Well! Bien Vivre! is a three-year,  
inter-sectoral partnership between the  
Canadian Diabetes Association, Medavie 
Health Foundation and Province of New 
Brunswick. The project is aligned with  
existing provincial strategies and initiatives, 
such as the diabetes framework and regional  
Wellness Networks, to promote individu-
al wellness and self-management of chronic  
disease for New Brunswickers. 

The core components of the project are  
community-based Health Coaches and a 
suite of programs designed by the Canadian  
Diabetes Association that leverage existing 
community wellness resources, including 
health and fitness professionals, volun-
teers and local organizations. The project  
is managed through the Canadian Diabetes  
Association and guided by a Steering  
Committee of representatives from all  
project partners. 
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Project Logic ModeL
	  

Live Well/Bien Vivre Evaluation Logic Model 
Vision: Learning to live well 

Assumptions: Client-centered, strength-based approaches, stages of change, mobilization of community resources, self-determination, prevention 

	  
	  
	   	   	   	   	  
	  	  
	  
	  
	  
	  
	  
	   	  
	  
	  
	  
	  
	  

	   	   	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  

Activities	   Outputs	   Outcomes	  Inputs	  

¥ Project	  
implementation	  
Plan	  and	  Logic	  
Model	  

¥ Operational	  
Reports	  

¥ Management	  
Meetings	  

¥ Team	  Meetings	  

¥ Project	  
Consultations	  

¥ Project	  Protocols	  
and	  forms	  

¥ Client	  Sessions	  

¥ Wellness	  Plans	  

¥ Community	  
Wellness	  Programs	  

¥ Promotional	  
Events	  and	  
Resources	  

¥ Operational	  and	  
Outcome	  Data]	  

¥ Evaluation	  
protocols	  and	  
instruments	  

¥ Evaluation	  Reports	  

Goals	  

	  

To	  promote	  
wellness	  

behaviours	  in	  the	  
larger	  community	  

¥ Contribute	  resources	  to	  support	  
the	  implementation	  of	  the	  
project	  

¥ Provide	  oversight	  for	  the	  
project’s	  overall	  implementation	  
and	  deliverables	  
	  

¥ Supervise	  and	  support	  regional	  
health	  coaches	  and	  associated	  
program	  activities	  

¥ Collaborate	  with	  the	  evaluation	  
team	  to	  ensure	  completion	  of	  
baseline	  and	  post	  data	  
collection	  activities	  
	  

¥ Engage	  clients	  in	  wellness	  
planning	  and	  follow-‐up	  activities	  

¥ Collaborate	  with	  local	  wellness	  
programs	  

¥ Carry	  out	  wellness	  promotion	  in	  
the	  wider	  community	  

	  
¥ Analyze	  and	  synthesize	  pre-‐	  and	  

post	  data	  
¥ Complete	  evaluation	  and	  

present	  reports	  
	  
	  
	  

NB	  Dept.	  of	  
Health	  

Medavie	  HF	  
CDA	  

	  
	  

Regional	  
Health	  

Coaches	  
	  

Community	  
Partners	  and	  

Programs	  

	  
To	  enhance	  
quality	  of	  life	  

through	  
increased	  healthy	  
eating,	  physical	  
activity	  and	  

mental	  fitness	  	  

Evaluation	  
Team	  

HERG,	  UNB	  

Identified	  lessons	  
learned	  to	  share	  

with	  other	  
provincial	  wellness	  

stakeholders	  

Project	  
Manager	  
Project	  

Coordinator	  
	  

Enhanced	  linkages	  
with	  credible	  

wellness	  programs	  
and	  supports	  

sssSvisioapproach	  

To	  identify	  lessons	  
learned	  to	  enhance	  

similar	  wellness	  
initiatives	  

	  

To	  collaborate	  with	  
clients	  in	  establishing	  
personalized	  wellness	  

action	  plans	  
	  

Heightened	  
awareness	  of	  the	  

benefits	  of	  healthy	  
lifestyle	  behaviours	  

and	  of	  wellness	  	  	  
resources	  

	  
Implemented	  

wellness	  plans	  and	  
follow	  up	  activities	  
	  

To	  link	  clients	  with	  
credible	  wellness	  

resources	  and	  
supports	  

	  

Enhanced	  quality	  
of	  life	  of	  New	  
Brunswickers	  
through	  the	  
adoption	  of	  

healthy	  lifestyle	  
practices	  and	  

decreased	  risk	  for	  
chronic	  disease	  

and	  its	  
complications	  

Sustained	  client	  
engagement	  in	  
healthy	  lifestyle	  

practices	  over	  the	  
long	  term	  

Enhanced	  
community	  
capacity	  to	  

promote	  and	  
support	  wellness	  

among	  its	  
members	  

Live Well! Bien Vivre! regions in New Bruns-
wick were chosen to represent the varied demo-
graphics in the province, as well as Anglophone,  
Francophone and First Nations populations.  
Further criteria included choosing regions with 
existing Wellness Networks that could be lev-
eraged by the Health Coaches and project part-
ners. In New Brunswick, a Wellness Network 
is a group of engaged citizens working togeth-
er to promote healthy, active lifestyles for their 
friends, family and neighbours12.

Acadian 
Peninsula

Miramichi

Moncton

Northwest

Upper River  
Valley

Saint John

Live WeLL! Bien vivre! regions
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WhAt is A heALth coAch?

Health coaching can be defined as helping patients gain the knowledge, skills, tools and  
confidence to become active participants in their care so that they can reach their self- 
identified plan13. It’s a collaborative and personalized approach that focuses on individual  
wellness and self-management skills. The five roles of a Health Coach include: self-management  
support, bridge between clinician and patient, navigation of health-care system, emotional  
support and continuity13.

Improving knowledge is often not enough to motivate people to change their behaviour, particu-
larly for a sustained amount of time. Successful self-management interventions are based on the 
self-efficacy theory that considers personal, social and environmental variables that influence in-
dividuals in their everyday lives8. Health coaching does just that. Its client-focused nature allows 
participants to concentrate on their interests, strengths and challenges. By encouraging small 
successes over time, self-efficacy improves and the result is more persistence and effort from 
the client and, ultimately, successful behaviour changes. The coach’s role is to support clients to 
identify and achieve wellness goals while coordinating them with the many resources available 
in their community. The navigational role of the Health Coach is just as noteworthy as it connects 
clients to credible resources, community programs and primary health care. 

The five roles of a Health Coach13

Self-Management  
support

Bridge between 
clinician and  

patient

Navigation of 
the health-care 

system

Emotional 
support

Continuity

• Providing information

• Teaching disease- 
specific skills

• Promoting behaviour 
change

• Imparting problem- 
solving skills

• Assisting with the 
emotional impact of 
chronic illness

• Encouraging  
follow-up

• Encouraging  
participation

• Serving as  
client liaison

• Ensuring client 
understands and 
agrees with the 
care plan

• Providing  
cultural and  
language  
concordance

• Connecting  
clients with  
resources

• Facilitating  
support

• Empowering  
the client

• Ensuring the  
client’s voice is 
heard

• Showing  
interest

• Inquiring about 
emotional issues

• Showing  
compassion

• Teaching  
coping skills

• Providing  
familiarity

• Following up

• Establishing trust

• Being available

7

Source: Bennett et al. (2010). Health Coaching for Patients. http://www.aafp.org/fpm/2010/0900/p24.html



our heALth coAches

In November of 2012, Health Coaches in six regions of New Brunswick were hired for a three-
year contract with Live Well! Bien Vivre!. Requirements for the Health Coach position included 
a university degree in health, health promotion, social sciences, physical education, kinesiol-
ogy or community development with related experience in community development, health/
wellness promotion and program development. Key attributes, including empathy, integrity 
and strong communications skills, are crucial for successful Health Coaches and the interview 
process was developed to assess these characteristics and values.  

The successful candidates had strong connections to their community and come from a diverse  
range of backgrounds, including: social work, dietetics, health promotion, education and  
religious studies.

Health Coach attributes:
Empathetic
Strong sense of self
Willingness to develop personally and professionally
Ability to listen at the deepest level
Genuinely curious about people
High personal integrity
Balanced in life with a strong support system
Able to set good boundaries
Intuitive, courageous and an entrepreneurial spirit

Yves Bulger
Health Coach

Acadian Peninsula Region

Lesley Melanson
Health Coach

Saint John Region

Chad Duplessie
Health Coach

Miramichi Region

Christine Mayrand
Health Coach

Upper River Valley Region

Claude Vautour
Health Coach

Moncton Region

Elaine Côté
Health Coach

Northwest Region
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heALth coAch trAining

A building-block approach was taken to Health Coach training. Orientation provided Health 
Coaches with the fundamentals in self-management, three-minute empowerment techniques, an 
introduction to healthy eating, physical activity and mental fitness from a generalist lens, and 
case studies to integrate the coaching language. Emphasis on the individualized, client-centred 
approach differentiates the coaches from the My Choices, My Health facilitators in the province.

Health Coaches took this information back to their regions where they began building regional 
networks and commenced coaching. Gaining hands-on experience was critical to their develop-
ment and ongoing training has been built from their experiences and learning gaps. 

Nearly six months later, the Healthy Eating Physical Activity Coalition (HEPAC) provided a 
workshop on asset-based community development and training in mental health was provided 
through the Canadian Mental Health Association’s Changing Minds workshop. 

A fall 2013 training continued to build on the fundamental skills and experiences of coaching 
by providing an introduction to mindfulness and conscious living by Dr. Bill Cook. Dr. Michael  
Vallis from the Behaviour Change Institute provided an interactive, full-day session for the 
coaches that helped them work through scenarios, challenging clients and reinforcing the  
processes the coaches had been using over the past year. 

Bi-weekly Health Coach meetings are held to allow coaches to share and discuss difficult cases, 
new scenarios and successful approaches. Continuing education will continue with two face-to-
face meetings per year for the duration of the project. 

Fall 2012 (Orientation) Spring 2013 Fall 2013
UK Health Trainers program  

Training Manual 
Asset Based Community  

Development 
Mindfulness and Conscience  

Living by Dr. Bill CookStanford Chronic Disease  
Self-Management 

Three-minute empowerment 
Integrating a coaching language;  

case studies
Changing Minds by the Canadian  

Mental Health Association
Behaviour Change Strategies  

by Dr. Michael VallisImportance of the nonclinical  
role - generalist

Sharing of credible resources

Live Well! Bien Vivre! Health 
Coaches participated in an  
interactive Behaviour Change 
Strategies workship with Dr. 
Michael Vallis in October 2013.
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Live Well! Bien Vivre! Health 
Coaches (from left to right): 
Yves Bulger, Chad Duplessie, 
Claude Vautour, Christine 
Mayrand, Lesley Melanson and 
Elaine Côté.

heALth coAching Process

Using a self-referral process, participants interact one-on-one with their coach in person,  
by email or via Skype.  Health Coaches do their administrative work from a home office and 
meet clients in community spaces such as coffee shops, community centres, workplaces or pub-
lic libraries. Meeting clients in the community reduces barriers of transportation and allows 
clients to meet with their coach in a comfortable space. Coaches support, motivate, provide 
customized resources and help clients set achievable goals until they have the confidence and 
skills to sustain the change on their own. 

Health Coaches do not diagnose, prescribe or give advice. Coaches use their expertise to pro-
vide clients with tools to build an individual’s capacity to achieve short- and long-term wellness 
goals. The time devoted to coaching is entirely at the client’s discretion. Communication be-
tween the client and their Health Coach is as often as needed and determined on an individual 
basis. On average, a client has nine sessions with a Health Coach over a two-to-three month 
period. Coaches typically have 15 to 20 client meetings per week and caseloads can vary greatly, 
from 20 to more than 30 clients at one time, based the fluctuating needs of their clients. Health 
Coaches are the bridge to move individuals from learned skills to the behavior change that is 
necessary to maintain lifestyle changes.

grouP coAching

Group coaching sessions focusing on teaching understanding and development of S.M.A.R.T. 
(sustainable, manageable, attainable, realistic and time-orientated) goals were developed in an 
effort to increase client reach and ultimately one-on-one client uptake. The group coaching ses-
sions were first piloted in the Acadian Peninsula in Fall 2013 and, based on the success in that 
region, the pilot was expanded to all Live Well! Bien Vivre! regions in 2014. 

In January 2014, 25 group coaching sessions were held throughout the province with a total of 
249 participants. The sessions were rated very highly by participants and many requested one-
on-one follow-up with a Health Coach. Group coaching is now a tool Health Coaches use to  
engage with organizations, workplaces and community groups, and reach new potential  
clients. Additional group coaching modules will be developed in the summer of 2014. 
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the ProgrAMs

The Canadian Diabetes Association has a number of programs that form the core of  
Live Well! Bien Vivre!. These programs are provided in the six project regions and are delivered 
by volunteers and Health Coaches.

Diabetes Risk Assessment

A Diabetes Risk Assessment program has been offered in communities across New Brunswick 
as part of the community-based work that is coordinated through the combined efforts of the 
Health Coaches and Canadian Diabetes Association program staff and volunteers. Are You at 
Risk?, an awareness campaign aimed at Canadians aged 40 and older, focuses on the risk fac-
tors for type 2 diabetes and sensitizes the general population to their risk of developing type 2 
diabetes. By helping people to understand the consequences of health-related behaviour, we are 
supporting sustained behaviour change14. More than 80 Are You at Risk? initiatives have been 
carried out in the province, reaching close to 1,600 people at health and wellness fairs, grocery 
stores, pharmacies, sports games and through partnerships with existing community resources.

Healthy Living Series 

Healthy Living Series presentations are delivered by Canadian Diabetes Association volunteers 
and Health Coaches throughout the province. These presentations aim to give basic, introducto-
ry knowledge of diabetes to people who are newly diagnosed, living with, affected by or at risk 
of developing the disease. They are also intended to improve overall health and wellness knowl-
edge, increase community presence and build strong community connections. Small groups fa-
cilitate group discussion, engagement and learning on a variety of specific topics related to dia-
betes prevention and management. The modules include practical information and resources on 
issues such as living well with diabetes and eating on a budget. These presentations were offered 
in a variety of settings including workplaces, libraries, grocery stores and community organiza-
tions. Since the launch of Live Well! Bien Vivre!, 67 presentations have been held, reaching more 
than 700 people in the province. 

80+ 
are you 
at risk? 
events

67 
healthy 

living 
series 
events

Diabetes Risk Assessment event in Woodstock, NB, January 2013.
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D-Support

D-Support is a free, telephone-based peer support service for people who are living with or 
affected by diabetes. Nation-wide surveys conducted by the Canadian Diabetes Association 
revealed that peer support was the most frequently requested service by people living with and 
affected by diabetes. 

D-Support matches callers with trained, local volunteers who are also living with or affected 
by diabetes, so they can gain support and encouragement from someone who understands the 
daily challenges of living with diabetes and its related chronic diseases. The service aims to 
help participants become more confident in daily self-management, improve self-efficacy and, 
ultimately, help them to better manage their diabetes and reduce health complications. 

D-Support volunteers have been trained in: 

     Active and empathetic listening.
     Sharing relevant and helpful experiences.
     Resources available through the Canadian Diabetes Association.
     Resources available in their communities to best help participants find solutions  
     to their challenges. 

neW BrunsWick

Health Coach Lesley Melanson and  
New Brunswick Premier David Alward.

Debra Dickeson (New Brunswick Department of 
Health),  Health Coach Chad Duplessie and Live 
Well! Bien Vivre! Project Manager Julie Atkinson.
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Moncton Expo 

The Shop Smart and Eat Well expo was held in Moncton on April 30, 2013. More than 90 people 
living with or affected by diabetes attended the expo. Attendees participated in a session facili-
tated by Sobeys registered dietitian Véronique Maillet, who talked about grocery shopping and 
cooking for diabetes management, and provided strategies to “makeover” recipes. There was 
also a tradeshow, which featured the latest in diabetes products and local food and nutrition 
information.

MAjor events

Live Well! Bien Vivre! Launch 

Representatives from the Government of New Brunswick, Medavie Health Foundation and the 
Canadian Diabetes Association hosted guests and members of the community, including media, 
to officially launch Live Well! Bien Vivre! on November 19, 2012 in Woodstock. 

Alan Stephen  
(Chief Operating 
Officer of New 
Brunswick EMS), 
Hugh Flemming 
(Minister of 
Health), Christine 
Mayrand (Live 
Well! Bien Vivre! 
Health Coach), 
David Alward, 
(Premier of New 
Brunswick) and 
Michael Cloutier 
(past President 
and CEO of the 
Canadian Diabetes 
Association).
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evALuAtion 

Live Well! Bien Vivre! evaluation is being completed by the University of New Brunswick’s 
Health and Education Research Group over a four-year period. An evaluation framework has 
been developed that evaluates process and impact on clients, Health Coaches and partners.  
Evaluation tools, including client pre- and post-health assessment questionnaires and Health 
Coach monthly reporting forms, were designed to measure health behaviours such as healthy 
eating, physical activity and tobacco use. As it is a community-based project focusing on health 
behaviours, biometric indicators are not measured in this project. However, there is strong evi-
dence that shows improving health behaviours such as healthy eating and physical activity pro-
duces improvements in weight management, glycemic control and cardiovascular risk factors6.  

Results to date

The following data is from January 2013 to February 2014, representing midway through the  
three-year project. 
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Clients created goals around the 
four pillars of health:

wanted to increase 
physical activity 

levels

58%

wanted to  
focus on 

healthy eating

49%

wanted to focus on  
managing stress and  

improving mental fitness

12%

wanted to  
quit smoking

3% 63% 55% 41%

of clients live with 
at least one chronic 

disease

have  
diabetes

Of those clients:

have high 
blood pressure

have  
arthritis

77%

Most of those clients were living in:

=media stories
=clinicians
=expos, fairs or presentations

They heard about us through: 

MPB CMiramichi, Moncton, Northwest and Saint John

Average  
# of  

meetings:

Gender 
split:

Average 
client 
age:

clients have worked 
one-on-one with a 

Health Coach

So far...

9232 53 
years

19%
males

81%
females
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Health Coaches were most frequently required to: 

provide 
emotional 
support

teach self- 
management 

skills

reinforce 
behaviour

fully or partially met 
the wellness goals they 
established with their 
Health Coach

64%61
clients have completed  
pre- and post-health  
questionnaires

BEFORE 
health coaching

VS AFTER 
health coaching

Self-perceived health: Fair Good

Vegetable and fruit 
consumption: 1-3 per day 4-6 per day

% eating one dark 
green and orange 
vegetable per day:

16% 30% 

Strength training: Never/rarely Once per week or less

Physical activity 
levels: Light Moderate (150 min/week)

% eating non- 
nutritious snack 
foods more than  
1-3 times per week:

45% 22%

Most common barriers to clients, as identified by their Health Coaches: 

lack of social supportphysical health  
considerations 

low self-efficacy

69% 41% 34%



key LeArnings

Live Well! Bien Vivre! is midway through the three-year project. While a final evaluation and 
report will be made available after the conclusion of the project in August 2015, significant 
learnings have already been captured from the project so far, including:  

Health coaching is proving to be an effective way to enable clients to make positive health 
behaviour changes, particularly in physical activity and health eating. 

Mental fitness is an underlying component of health coaching and is emerging as a dominant 
barrier for clients. Health coaching practices are focusing on improving participants’ self-ef-
ficacy, with clients becoming more empowered to make and sustain changes. 

Group coaching was originally introduced as a referral source for one-on-one coaching, but 
is proving to be a particularly effective tool to engage with workplaces and organizations.

As Health Coaches build more experience and community connections, their productivity 
has increased substantially.   

Client participation has varied noticeably between geographic regions within New  
Brunswick, despite similar marketing strategies and community networks.

A meaningful number of clients have accessed Health Coaches for credible wellness infor-
mation or referral to other community-based and health-care services. Data from these indi-
viduals has not yet been captured. 

Marketing and communications efforts have provided strong return on investment, result-
ing in more than 50 media stories and 19 per cent of Health Coach clients since the project 
launched in November 2012.

Continue to focus on targeted communication and marketing in each of the six regions with 
a particular focus on the Acadian Peninsula and Upper River Valley where client engage-
ment has been lower. 

Examine ways to target health coaching on populations at higher risk of diabetes and related 
chronic disease including First Nations communities, men, priority neighbourhoods, and 
adults under 50 years of age.  

Develop specific modules for group coaching to widen reach within the province. 

Strengthen the post-evaluation process to identify which clients are connecting with a Health 
Coach solely for information and referral purposes. Additionally, include follow-up with 
clients three to six months post-coaching to determine if the healthy behaviours are being 
sustained over time.

16

Future opportunities



references

1. Province of New Brunswick (2010). A chronic disease prevention and management framework 
for New Brunswick. http://www.gnb.ca/0051/pub/pdf/2010/6960e-final.pdf 
2. Province of New Brunswick (2013). Diabetes in New Brunswick. 
3. Province of New Brunswick (2012). New Brunswick health indicators. http://www2.gnb.ca/
content/dam/gnb/Departments/h-s/pdf/en/Publications/Health_Indicators5.pdf
4. New Brunswick Health Council. Population health snapshot 2013/2014. http://www.nbhc.ca/
what-we-do/new-brunswick-population-health-snapshot-20132014-0#.U34bcfldUgU 
5. Canadian Diabetes Association. 2013 Clinical Practice Guidelines. http://guidelines.diabetes.ca/ 
6. Dawn2 study. http://www.dawnstudy.com/dawn2/dawn-2-study-results.asp
7. Pan-Canadian Joint Consortium for School Health (2013). Schools as a setting for promoting 
positive mental health: better practices and perspectives. 
8. Holloway & Watson (2002). Role of self-efficacy and behaviour change.  International Journal 
of Nursing Practice. 8(2):106-15.
9. Funnell & Anderson. (2004). Empowerment and self-management of diabetes. http://clinical.
diabetesjournals.org/content/22/3/123.full 
10. The Royal Society for Public Health. (2013). Health Trainers half year review. 
11. The Expanded Chronic Care Model. http://www.improvingchroniccare.org/index.
php?p=The_Chronic_CareModel&s=2 
12. Healthy Eating Physical Activity Coalition of New Brunswick. www.hepac.ca 
13. Bennett et al. (2010). Health Coaching for Patients. http://www.aafp.org/fpm/2010/0900/p24.html
14. National Institute for Health and Clinical Excellence (2007). Behaviour change: the principles 
for effective interventions. NICE public health guidance. http://www.nice.org.uk/nicemedia/
live/11868/37987/37987.pdf

This is Terra.

Terra (left) and Health Coach Lesley 
(right) have achieved great results  
together. Lesley helped Terra come 
up with a plan to start eating health-
ier foods and exercising more. Terra 
has stuck to her plan and has been  
achieving her goals. She’s lost more 
than 70 pounds and now when she 
plays with her children, she no longer 
experiences back pain. Her success  
has even inspired some of her friends 
to set wellness goals of their own!
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When Janie began seeing her Health Coach, she original-
ly wanted to change her evening snacking habits and in-
crease her energy. She achieved those goals and found 
herself motivated to take it a step further. Janie says that 
the support of her Health Coach allowed her to build con-
fidence and take advantage of her new-found energy. At 
the age of 74, Janie took advantage of her childhood love 
of airplanes to achieve one of her “bucket list” goals:  
skydiving 10,000 feet over the Miramichi!

This is Janie.

This is Gwen.

Gwen is a retired nurse and is living with  
diabetes. She had a list of wellness goals she wanted 
to accomplish, but was facing challenges succeeding on 
her own. With the help and support of her Health Coach, 
she was able to prioritize her list and identify that high stress 
levels were acting as a barrier to achieving her goals. Gwen 
worked with her Health Coach to take simple steps to help  
manage her stress level and within several weeks felt ready 
to take on her next goal of increasing her daily vegetable  
intake. Her Health Coach helped her develop an action 
plan and connected her with nutritional resources to change 
her diet. Gwen is thrilled with her progress, and continues 
to work toward her next goals and better self-management. 
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