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Peer health education (PHE) is a popular and widely implemented approach to health 

promotion on college campuses and is defined as “the teaching or sharing of health information, 

attitudes, values, and behaviors by members of groups who are similar in age or experiences” 

(White, Park, Israel, & Cordero, 2009, p. 497). PHE programs train and utilize students to 

inform, influence, and assist other students with a wide range of issues and topics such as alcohol 

and other drug use, violence prevention, and physical and mental health. Peer educators have 

been identified as fulfilling a diversity of roles including teachers, hotline assistants, role models, 

coaches, counselors, theatre group participants, and outreach organizers (Cimini et al., 2009). 

PHE programs have become pervasive in higher education settings over the past three decades. 

By the 1980s, over 78 percent of colleges and universities had invested in programs utilizing 

peer educators (Salovey & D’Andrea, 1984) and during the 2000s, the American College Health 

Association identified peer educators as one of the 13 most utilized sources of health information 

among college students (ACHA; 2007). While the content, delivery, and scope of PHE varies 

substantially, these programs currently exist on the majority of college campuses 

(Wawrzynski, LoConte, & Straker, 2011).   

PHE is an appealing approach to college health promotion because it tells a familiar and 

compelling narrative that is rooted in theory and research on social learning, peer influence, and 

social norms. It is well documented that college students’ health-related attitudes, beliefs, and 

behaviors are reciprocally shaped by their perceptions of those of their peers (Wawrzynski et al., 
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2011). PHE is regarded as a smart and effective preventative approach because it aims to harness 

and capitalize on this naturally occurring effect. PHE programs recruit, train, and deploy 

students to exert positive peer pressure on fellow students and deliver health promoting messages 

in a more approachable, attractive, and persuasive package. In doing so, PHE programs 

simultaneously strengthen and enhance peer educators’ own health-promoting knowledge, 

attitudes, and behaviors and thus, gain two access points into the student population. On a 

broader scale, peer educators can contribute to a healthier environment through shaping policy, 

campus climate, and social norms.   

Widely Cited Benefits of PHE 

Proponents of PHE cite several widely assumed advantages of this approach which 

encompass economical/logistical benefits, benefits to the students who utilize the services, and 

benefits to the peer educators themselves. First, authors have pointed to the alleged cost 

effectiveness of peer educators relative to professional staff, and the greater accessibility of peer 

educators during “after hours” and through informal social networks (Boyle, Mattern, Lassiter, & 

Ritzler, 2011). Second, studies have shown that students perceive their peers as credible sources 

of health information and that they often prefer to seek support and advice from other students 

over professional staff (ACHA, 2012; Hutchinson, 2016). Third, authors have argued that 

participation in PHE promotes personal and professional growth as well as positive health-

related outcomes among the peer educators (Wawrzynski et al., 2011). Indeed, a crucial selling 

point of this approach is the assumed reciprocal benefits for the students who interact with the 

peer educators and the peer educators themselves. Notably, the extant literature has traditionally 

favored examining the effects of PHE on the students who utilize the services rather than the 

peer educators (Ebero, Feist-Price, Siewe, & Zimmerman, 2002). However, to call this approach 
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potentially “efficient” or “economical” requires recognizing peer educators as members of the 

target population; namely, college students. While students may make occasional contacts with 

PHE services and events, peer educators typically complete a minimum of one year of training 

and supervision and thus, receive the highest “dosage” of PHE. Thus, researchers have suggested 

that to provide support for the proposed mechanisms and benefits of PHE, studies must 

demonstrate positive outcomes among both the students and the peer educators 

(Bernet & Mouzon, 2001).   

Current State of the PHE Literature 

Despite the widespread investment in and proliferation of PHE programs across college 

campuses, there is a surprising lack of empirical evidence demonstrating the effectiveness of this 

approach among students who utilize these services and the peer educators themselves 

(Bernet & Mouzon, 2001). In contrast, peer-facilitated interventions for health promotion have 

received considerably greater empirical attention and support within the fields of public health 

and preventative medicine (c.f. Webel, Okonsky, Trompeta, & Holzemer, 2010; Wolever et al., 

2013). A large and robust body of research has demonstrated the effectiveness of peer-facilitated 

didactic, counseling, and group-based interventions in improving a wide range of physical and 

mental health outcomes among diverse populations (e.g., adolescents, community adults, 

racial/ethnic minorities, new mothers, veterans; Ramchand et al., 2017). Results from these 

studies have provided promising evidence of the potential effectiveness of PHE approaches 

among college student populations. However, given the general health of college students and 

the unique social and environmental contexts of college campuses, future research must clearly 

demonstrate support for the utility of PHE specific to this population.  
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With that said, a small but growing body of research has examined the impact of peer-

facilitated approaches to health promotion among college students. One study on brief peer-

facilitated skills and mindfulness-based groups for college students found that both intervention 

groups showed greater reductions in stress, rumination, and self-criticism compared to the 

control group (Frohn, Tureka, & Katz, 2013). In one longitudinal study, White et al. (2009) 

found that students who made contact with peer educators during their college career reported 

more positive nutrition behaviors, lower alcohol consumption, and fewer alcohol-related 

problems than those who did not. However, there were no significant differences for sexual 

health behaviors. Boyle et al.  (2011) conducted a quasi-experimental study assessing the impact 

of a course-based, PHE program designed to increase physical activity among college students. 

Results showed small to moderate effects for physical activity and fitness among women, but no 

differences among men. In an older but frequently cited study, Richie and Getty (1994) found 

that first-year college students who were randomly assigned to attend a PHE program on sexual 

health reported higher rates of HIV testing, condom use, and initiating discussions with 

partners.   

Several studies have examined the effects of participation in PHE on college peer 

educators. Results from earlier qualitative studies indicated that peer educators reported several 

positive outcomes such as increased health knowledge, professional growth, self-esteem, and 

feelings of empowerment (Klein, Sondag, & Drolet, 1994; Shiner, 1999).  However, findings 

from quantitative studies on college peer educators have been mixed, with some studies finding 

support for increased self-acceptance and helping skills (Aladag & Tezer, 2009) and health 

knowledge and behavior change (Badura, Millard, & Peluso, 2000), and others reporting no 

significant changes in self-esteem, personal development, and safer sexual behaviors (Sawyer 
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& Pinciaro, 1997). Notably, the National Peer Educator Study (NPES; Wawrzynski et al., 2011), 

the largest known study of its kind, has examined the motivations, experiences, and 

learning outcomes of approximately 1,200 peer educators from over 200 campuses since 2005. 

The most recently published results showed that peer educators self-reported experiencing 

significant gains across six learning domains (e.g., cognitive complexity, intra/interpersonal 

competence, civic engagement) and engaging in improved decision making and health behaviors. 

However, the NPES has suffered from significant limitations including a cross-sectional design, 

use of one outcome measure that has poor psychometric evidence, and no control or comparison 

group.   

In sum, while a modest body of literature has provided initial evidence for the utility of 

PHE approaches within college settings, rigorous research remains sparse. The paucity of 

research on the effects of PHE among college student populations appears to reflect the 

confluence of several conceptual and methodological limitations. First, the notable heterogeneity 

in the focus, objectives, content, delivery, outcomes, and evaluation of PHE programs precludes 

accurate comparisons and replication of findings. Some of this heterogeneity reflects the real 

need to tailor PE programs to address the unique health-related concerns of students on a given 

campus. However, a significant portion of this heterogeneity stems from the widespread liberal 

adoption and diffusion of the term “peer education,” and the development of atheoretical PHE 

training programs and services, which lack explicitly stated goals, proposed mechanisms, and 

outcomes.   

This limitation does not represent a new revelation. Indeed, nearly two decades ago, 

Shiner (1999) called for the need to operationally define the term “peer education,” and Turner 

and Shepherd (1999) characterized the state of PHE as a “method in search of a theory rather 
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than the application of theory to practice” (p. 235). Frequently cited models used to account for 

the presumed mechanisms of this approach have included Social Cognitive Theory (SCT; 

Bandura, 2004), Health Belief Model (HBM; Rosenstock, 1996), and Theory of Planned 

Behavior (TPB; Ajzen, 1991) based on their emphasis on the role of psychosocial factors (e.g., 

attitudes, self-efficacy, social modeling) in predicting engagement in health behaviors. The 

application of these models to inform the development, delivery, and evaluation of PHE 

programs makes both conceptual and empirical sense. SCT, in particular, has been successfully 

applied to develop health interventions for a variety of behaviors including nutrition, exercise, 

condom use, and smoking cessation (Anderson, Winnett, Wojcik, & Williams, 2010; Bandura, 

2004; Bricker et al., 2010; Loehr, Baldwin, Rosenfield, & Smits, 2014). However, very few 

studies have meaningfully applied these theories to inform the design and delivery of PHE 

training models and services above and beyond conceptual lip service. This lack of application of 

theory has resulted in the development and delivery of PHE programs that lack specific, 

measurable, and theoretically-consistent aims, target variables, interventions, and mechanisms of 

change.   

Finally, the college PHE literature has been historically plagued by small sample size, 

cross-sectional designs, lack of control and comparison groups, and use of “homemade” outcome 

measures or those with limited psychometric evidence (White et al., 2009). The net effect of 

these methodological limitations has been a diffuse body of research that is haunted by low 

statistical power and compelling confounds such as peer educator characteristics (e.g., self-

selection, motivation), maturation, social desirability, observer effects, and measurement error. It 

is important to note that we fully acknowledge that the inherent challenges of obtaining 

experimental, quasi-experimental, and longitudinal data are by no means unique to the 
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college PHE field. Indeed, the inevitable tug-of-war between attending to internal versus external 

validity is only amplified under the specific demands and limited resources of most PHE 

programs. However, we do argue that the development of theoretically-grounded PHE training 

programs and services with clearly stated goals, proposed mechanisms of action, and use of 

validated outcome measures represent pragmatic shifts that would significantly enhance the rigor 

of the extant literature. A collective shift toward these improvements is essential for building a 

compelling and empirically-supported case for the role of PHE approaches in college behavioral 

health promotion.   

Role of PHE within a Comprehensive Prevention Framework  

Informed by a Public Health Approach 

Peer-facilitated prevention and intervention programs are well positioned to play a unique 

role within a comprehensive campus prevention framework for several reasons. The personal, 

social, and environmental context of the traditionally-aged student population provides optimal 

conditions to maximize the intended mechanisms and benefits of PHE programs. First, the 

developmental milestones associated with the transition through college provide students with 

new opportunities to experiment with, adopt, and reject lifestyle habits that may have long-term 

implications for health. For instance, many students entering college will navigate transitions 

such as reaching legal age to purchase alcohol and tobacco products and increased autonomy 

over food selection, use of unstructured time, and platonic and romantic relationships. Many of 

the health behaviors implicated in these changes, such as nutrition, sleep, physical activity, 

sexual practices, and alcohol and substance use, have been identified as major modifiable risk 

factors for health and disease prevention (WHO, 2017). During this period, the well documented 

power of peer influence may be intensified as students gain greater distance from family, and 
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learn, socialize, and reside with peer groups with relatively low age variability. Notably, students 

typically negotiate these challenges within the context of a relatively centralized campus 

environment, which may potentially facilitate their logistical and financial access to “built in” 

health resources and services (e.g., fitness, health, and counseling centers).   

Given these factors, peer educators are well-equipped to enhance students’ access to 

health-related knowledge and support at the individual, group, and environmental level during 

this critical period of emerging adulthood when lifestyle habits are formed and the power of peer 

influence is particularly potent. Peer-facilitated approaches, when well-planned and executed, are 

uniquely positioned to intervene on the core set of psychosocial factors known to facilitate 

adoption of and sustained engagement in health-related behaviors – namely – access to health 

information, self-efficacy, positive outcome expectations, concrete goals and plans, and 

perceived social and environmental supports (Bandura, 2004). Specifically, peer educators can 

provide students with access to accurate health information through one-on-one contacts, 

outreach efforts, and referrals to additional resources and services (Ebero et al., 2002). 

Additionally, peer educators can promote students’ self-efficacy and positive outcome 

expectations for making healthy choices by setting them up for success, modeling behaviors, 

shaping social norms, and providing positive encouragement/feedback. Students can also assist 

their peers in generating concrete action steps to meet their health-related goals (Swabrick, 

Murphy, Zechner, Spagnolo, & Gill, 2011). Finally, as members of the target population, peer 

educators can identify and monitor health-related concerns on campus, thereby informing the 

delivery of responsive and engaging prevention and intervention efforts. In doing so, peer 

educators create and increase students’ access to activities, programs, and spaces that support 

continued healthy choices and engender a healthy campus environment.   
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Opportunities to Reach Underserved Populations 

Peer-facilitated prevention and intervention approaches may play a unique role in 

addressing issues of multiculturalism, social justice, and physical and mental health disparities 

on college campuses. It is well documented that the college student population has become 

increasingly diverse over the past several decades with regard to gender, race, ethnicity, 

generational status, ability status, and sexual orientation (NCES, 2017). Despite increased 

attention to issues of diversity in higher education, researchers have reported that students from 

marginalized groups experience discrimination, microaggressions, and minority status stress 

which serve as risk factors for physical and mental health outcomes (Blume, Lovato, Bryan, & 

Denny, 2012; Cokley, McClain, Enciso, & Martinez, 2013). Further, authors have noted 

significant racial/ethnic mental and physical health disparities among college student populations 

(Despues & Friedman, 2007). Given these findings and the culture-bound nature of health-

related attitudes, values, and behaviors, developing and delivering culturally responsive and 

effective PHE programs may best be viewed as synonymous.   

An important and understudied potential benefit of PHE programs includes the 

opportunity to reach students from diverse and historically marginalized groups who might not 

utilize services at the same rates as other students (Garland et al., 2005). Results from several 

studies have suggested that racial and ethnic minority students are more likely to underutilize 

mental health services compared to White students and endorse more negative attitudes toward 

professional help seeking (Cheng, Kwan, & Sevig, 2013; Loya, Reddy, & Hinshaw, 2010). 

Researchers have identified perceived social norms, cultural mistrust, lack of culturally sensitive 

services, and stigma as barriers to seeking mental health treatment among college students of 

color (Hayes et al., 2011). Of these barriers, fear of stigma from close social contacts (e.g., 
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friends, family, mentors) has been cited as a particularly powerful predictor of both self-stigma 

and underutilization (Cheng et al., 2013; Vogel, 2009).   

Given the impact of perceived stigma from others, peer educators can play a vital role in 

delivering individual and group-based psychoeducational and outreach efforts aimed at 

normalizing help seeking among diverse college students and their social circles (e.g., peers, 

family members, and faculty). Further, by reducing traditional “practitioner-patient” power 

asymmetries, peer educators can potentially reach a more diverse range of students through 

circumventing issues of cultural mistrust and/or perceived stigma toward seeking professional 

help. The defining aspect of PHE is that the peers themselves deliver the services (Shiner, 1999). 

Inherent to this approach is the assumption that students will perceive the peer educators as 

similar to themselves, not only based on age and student-status but also with regard to shared 

experiences and power. Thus, a group of peer educators that is relatively representative of the 

student population with regard to socio-cultural identity may be more diverse than professional 

staff and more likely to be perceived as culturally inclusive. It would, of course, be naïve to 

imply that simply recruiting a diverse group of peer educators would be a sufficient means of 

addressing complex issues of power and privilege, multiculturalism, and stigma on college 

campuses. However, it is suggested that remaining mindful of the extent to which a group of peer 

educators is representative of the student body is essential in ensuring their perceived “peerness,” 

and that providing training in multicultural competence may promote the effectiveness, impact, 

and reach of PHE programs.   

New Frontiers in Peer Health Education  

 While peer educators have traditionally and continue to fulfill a diverse array of roles 

ranging from career advisors to theatre group participants, the following sections provide a 
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review of new frontiers and practical considerations in the design and delivery of peer-facilitated 

interventions specific to behavioral health promotion. On the horizon is peer wellness coaching 

as a new role for college peer educators and the application of brief, evidence-based approaches 

to guide the delivery of these services.  

Peer Health and Wellness Coaching   

One peer-facilitated intervention that has gained considerable attention and support in the 

public health, preventative medicine, and disease management literature is peer health and 

wellness coaching (Wolever et al., 2013). Peer wellness coaching has been used as a strategy to 

provide individuals with additional support for improving modifiable risk factors (e.g., diet, 

exercise, smoking cessation, medication adherence) that affect the onset and course of physical 

and mental health conditions (Butterworth, Linden, McClay & Leo, 2006). Peer wellness has 

been defined as “a collaborative partnership that emphasized guiding the person toward 

successful behavior change through individualized support and reinforcement” (Swabrick et al.,   

2010, p. 4). Peer wellness coaches are trained to collaboratively assist their peers (a) choose 

health goals, (b) identify reasons for change, (c) strengthen motivation for change, (d) generate 

concrete plans and strategies, and (e) provide support, accountability, and individualized 

referrals. The fundamental task of the peer wellness coach is not to provide specific advice but to 

“rally” and bolster the individual’s morale and self-identified solutions for change (Swabrick et 

al., 2010). Because of this client-centered and supportive stance, a wide range of 

paraprofessionals and professionals have been trained to deliver peer wellness coaching 

(Wolever et al., 2013). A growing number of colleges and universities have started to develop 

and offer peer wellness coaching services to students (OSU, 2017).   

 Motivational Interviewing-Based Approaches   
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One of the most frequently used helping styles in peer wellness coaching is Motivational 

Interviewing (MI; Miller & Rollnick, 2013), described as “a collaborative conversation style for 

strengthening a person’s own motivation and commitment to change” (p. 12). MI and peer 

wellness coaching represent an ideal conceptual match based on a shared emphasis on client 

autonomy, collaboration, asking facilitative questions, identifying reasons for change, increasing 

motivation, and brainstorming plans (Simmons & Wolever, 2013). A large body of evidence 

within the fields of health care and mental health has found MI-based interventions to be 

effective in changing and maintaining health behaviors (see Rubak, Sandbæk, Lauritzen, & 

Christensen, 2005 for review).   

Incorporating MI-based approaches within college PHE training models and services 

offers several ethical and pragmatic benefits. For instance, the client-centered and present-

focused stance of MI is more appropriate for the intended role and limits of peer educators 

relative to emotion-focused counseling techniques. Indeed, Miller and Rollnick (2013) have 

characterized MI as a “conversational style” rather than a formal system of therapy, and this 

approach is explicitly intended to be used ethically and effectively by trained laypersons, 

paraprofessionals, and professionals alike. Moreover, studies have shown that MI for behavioral 

change can be effective in as few as one or two sessions (Borsari & Carey, 2000), a key attribute 

given the brevity of the peer wellness coaching relationship.   

Additionally, MI provides a concrete theoretical framework, clearly defined stages, 

techniques, and skills (e.g., OARS), in addition to a wealth of accessible learning materials to 

guide the training and supervision of peer wellness coaches. Researchers have noted that it is 

particularly important to monitor and ensure students’ fidelity to MI techniques to maximize the 

effectiveness of peer-facilitated interventions (Cimini et al., 2009). Supervisors can choose from 
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several existing measures, such as the Motivational Interviewing Treatment Integrity Scale 

(MITI), to evaluate and provide students with feedback on their adherence to MI techniques 

(Moyers, Martin, Manuel, Hendrickson, & Miller, 2005). Taken together, integrating MI within 

PHE programs allows supervisors to train students in a brief, evidence-based approach, 

distinguish between coaching and therapy, and provide a well-articulated framework from which 

to guide training, supervision, and evaluation.   

Overview of the Development of an MI-Based Peer Wellness Coaching Model 

In the following sections, we provide a brief description of the development, 

implementation, and evaluation of a peer wellness coaching training program and service which 

is currently being piloted and tested within the Middle Earth Peer Assistance Program at the 

University at Albany. In doing so, we attempt to provide a concrete illustration of how to 

translate and apply some of the aforementioned methodological and pragmatic recommendations 

to guide the design and delivery of PHE training programs and services. Clearly, the specific 

nature and scope of program development will depend upon one’s resources, aims, and needs. 

This example is merely intended to demonstrate how many methodological issues can be 

naturally addressed through actively stating and attending to one’s goals, theoretical frameworks, 

and outcomes throughout the developing process.  

Program Description 

 The peer wellness ambassador service is a newly designed track of the Middle Earth Peer 

Assistance Program that trains peer educators to meet with peers in supervised one-on-one MI-

based coaching sessions to help them reach their wellness-related goals (e.g., healthy eating, 

physical activity, social support). The peer wellness ambassador model is unique in that it has 

been specifically designed to promote health-related outcomes among both the students who 
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utilize services and the peer educators themselves. To this end, the peer wellness ambassador 

service was developed during two phases intended to address distinct goals. The first goal was to 

develop, deliver, and evaluate the effectiveness of a 15-week peer wellness coaching training 

program in facilitating peer educators’ development of health-promoting knowledge, attitudes, 

strategies, and MI-based competencies. The second goal was to pilot and evaluate the 

effectiveness of brief (i.e., one or two sessions) MI-based peer wellness coaching sessions in 

improving health-related outcomes among students receiving services.  

Peer Wellness Coaching Training Program 

 The peer wellness coaching training program consists of eight learning modules delivered 

in the context of a credit-bearing, 15-week, 90-minute lab course facilitated by doctoral level 

graduate assistants and/or interns who have supervised teaching and counseling experience. The 

training program is grounded in Social Cognitive Theory (SCT; Bandura, 2000) and designed to 

address three major goals. The first goal is to train peer educators in MI concepts, skills, and 

techniques to prepare them to engage in peer wellness coaching. The second goal is to provide 

peer educators with a broad survey of health-related issues, health-related models and theories, 

and effective behavior change strategies pertaining to college student populations. The third goal 

is to promote peer educators’ own health-promoting knowledge, attitudes, beliefs, and behaviors 

through curriculum content, activities, and assignments specifically designed to intervene on 

major social cognitive factors.  

 A variety of didactic and experiential methods are used to train students in MI approaches 

including course exercises, direct observation, evaluating MI videos with fidelity checklists, and 

weekly informal and evaluative role-plays. Grounded in SCT, the training program has been 

strategically designed to promote peer educators (a) health-related knowledge, (b) self-efficacy 
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and positive anticipated outcomes for engaging in health-related behaviors, and (c) perceived 

social and environmental supports for pursuing desired health outcomes (Bandura, 2004). 

Lectures, guest presentations from professional health role models (e.g., dieticians), and group 

discussions are used to facilitate students’ access to health information, social persuasion, and 

vicarious learning experiences. Additionally, in one central course assignment, peer educators 

select a personally meaningful, specific, measurable, and attainable wellness goal to pursue 

throughout the semester. Students complete semi-structured and reflective written assignments 

each week in which they apply course concepts (e.g., ambivalence, stages of change) and 

behavior change strategies (e.g., goal scaling exercises, decisional balance worksheets) to 

conceptualize and guide their own process of behavior change. This assignment serves to (a) 

socialize students in what are appropriate topics for peer wellness coaching, (b) encourage 

students’ own development of health self-efficacy and empathy for peers they will serve, and (c) 

encourage students’ understanding and application of course concepts and coaching exercises 

they will provide to peers. Students are required to successfully complete the training program 

and demonstrate competency in MI skills and techniques prior to being selected to provide peer 

wellness coaching services. Those who are selected as peer wellness coaches receive ongoing 

training, supervision, and routine evaluation of skills through weekly group supervision 

sessions.   

Evaluation of Peer Wellness Coaching Training Program 

 Several qualitative and quantitative approaches are used to evaluate the effectiveness of 

the peer wellness coaching training program in achieving the specified goals. First, students’ 

development of MI-based competencies is evaluated based on their performance during weekly 

role-plays, live/audiotaped mock coaching sessions, and ability to provide accurate feedback to 



DUBOVI & SAWYER (REVISED DRAFT)  16 
 

peers. Facilitators provide students with written and verbal feedback on their role-plays, and 

assess their demonstration and adherence to MI skills and techniques using fidelity checklists. 

Students’ internalization and application of health knowledge, models, and concepts is evaluated 

through their performance on exams, essays, course discussions, and behavior change 

assignment.  

Further, a larger and approved study is currently being conducted to evaluate the 

effectiveness of the peer wellness coaching training program in improving self-efficacy and 

outcome expectations for engaging in major health behaviors (i.e., nutrition, physical activity, 

and limiting alcohol and tobacco use) among the peer educators (Dubovi, 2017). This study 

measured peer educators’ scores on the two social cognitive variables immediately before, after, 

and one month following completion of the peer wellness coaching training program and will 

compare their pattern of scores against a comparison group of peer educators who completed a 

different training program (i.e., hotline track), and a control group of students with no past or 

current affiliation with the Middle Earth Peer Assistance Program. Data for this study was 

collected and is currently being analyzed. The use of a quasi-experimental and longitudinal 

design will better allow the researchers to assess if the training program had a unique impact on 

peer educators’ self-efficacy and outcome expectations above and beyond changes that would 

have occurred as a function of time or general participation in PHE.  

Peer Wellness Coaching Services 

 With a sufficient number of peer educators demonstrating competencies in MI skills, the 

peer wellness coaching service is currently being marketed, piloted, and offered to students. The 

service aims to use brief, MI-based peer wellness coaching sessions to improve health-related 

outcomes (i.e., self-efficacy, motivation, readiness for change, goal progress) among students. 
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Interested students make an appointment online, and are sent a link to an initial questionnaire 

containing information regarding the purpose, nature, and limits of coaching, consent to audio 

recording, and pre-test measures. Pre-test measures include brief measures of health-related 

outcomes and the Wellness Assessment Instrument developed by the Office of Student Life at 

The Ohio State (2015), designed to assess college students’ experience across nine dimensions of 

wellness. Next, peer wellness coaches meet with students in hour-long, supervised sessions to 

help them collaboratively choose a wellness goal, strengthen motivation for change, generate 

plans, and identify relevant resources and referrals if necessary. Resources and referrals may 

include directing students to more informal sources/materials aimed at sustaining motivation and 

interest (e.g., Ted Talks, wellness-related apps, blogs, fitness classes) and/or to more formal 

services if needed (i.e., university counseling center, dietician). One month after receiving 

coaching, students will be sent a link to a follow-up questionnaire containing the same measures 

to assess for changes on outcomes.   

 Taken together, this project has sought to develop, deliver, and evaluate a PHE training 

program and service that is grounded in theory and evidence-based approaches, with clearly 

stated goals, mechanisms, and outcomes integrated from the outset. Despite the sometimes 

formal terminology, we aimed to promote the effectiveness of the peer wellness coaching model 

by strategically attending to several pragmatic issues throughout the development process. First, 

the peer wellness coaching model was explicitly designed to promote health-related outcomes 

among both the students who utilize services and the peer educators themselves. Second, the 

training program was grounded in SCT, with theoretically consistent goals, “ingredients,” and 

outcomes integrated throughout. Third, peer educators are trained to deliver services using an 

evidence-based approach (i.e., MI) appropriate for paraprofessionals, and consistently evaluated 
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on their development and demonstration of skills. Finally, we used multiple qualitative and 

quantitative methods, including validated outcome measures, to evaluate the effectiveness of the 

training program and services in meeting the specified goals.  

Conclusion 

PHE programs have become well-recognized and popular fixtures on college campuses. 

The potential role of PHE approaches in a campus-wide, comprehensive health prevention 

framework is promising and appealing. Moving forward, proponents of PHE will need to more 

explicitly identify and provide evidence for the theoretical foundations, mechanisms of action, 

and outcomes of this approach to justify its widespread use. Further, for PHE to be classified as a 

health promotion approach, rather than a more general form of student development, future 

studies must demonstrate the effectiveness of training programs and services in improving 

health-related outcomes among college student populations. This task need not be as daunting as 

it may initially seem. Many of the seeds needed to develop additional empirical support for this 

approach can be planted during the naturally occurring process of mindfully developing, 

implementing, and evaluating PHE training models and services. Indeed, if PHE programs are 

grounded in health promotion theories, train students to deliver evidence-based approaches, and 

clearly specify proposed mechanisms and outcomes from the outset, the task of evaluation will 

naturally follow.  
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